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Executive Order 13563Executive Order 13563Executive Order 13563Executive Order 13563

•• “Improving Regulations and Regulatory Review”“Improving Regulations and Regulatory Review”
•• Establish a plan for ongoing retrospective review Establish a plan for ongoing retrospective review 

of existing significant regulations, to identify of existing significant regulations, to identify 
those rules that can be eliminated as obsolete, those rules that can be eliminated as obsolete, 
unnecessary burdensome or counterproductiveunnecessary burdensome or counterproductiveunnecessary, burdensome or counterproductive unnecessary, burdensome or counterproductive 
or that can be modified to more effective, or that can be modified to more effective, 
efficient flexible and streamlinedefficient flexible and streamlinedefficient, flexible and streamlined. efficient, flexible and streamlined. 



October 24 2011October 24 2011October 24, 2011October 24, 2011

•• Published a proposed rule that proposed Published a proposed rule that proposed 
reforms in CMS regulations that were reforms in CMS regulations that were 
identified as unnecessary, obsolete, or identified as unnecessary, obsolete, or 
excessively burdensome to health care excessively burdensome to health care 
providers and beneficiaries.providers and beneficiaries.

•• Final rule published May 16, 2012 and Final rule published May 16, 2012 and a u e pub s ed ay 6, 0 a da u e pub s ed ay 6, 0 a d
effective rule date: July 16, 2012effective rule date: July 16, 2012



Two ChangesTwo ChangesTwo ChangesTwo Changes

•• Core SurveyCore Survey
•• Limits mandatory compliance with the Life Limits mandatory compliance with the Life 

Safety Code to those End Stage Renal Disease Safety Code to those End Stage Renal Disease 
facilities located adjacent to high hazardous facilities located adjacent to high hazardous 
occupancies and clarifies that the requirementoccupancies and clarifies that the requirementoccupancies and clarifies that the requirement occupancies and clarifies that the requirement 
for sprinklers in facilities housed in high rise for sprinklers in facilities housed in high rise 
buildings is intended to be applicable to thosebuildings is intended to be applicable to thosebuildings is intended to be applicable to those buildings is intended to be applicable to those 
buildings constructed after January 1, 2008buildings constructed after January 1, 2008



CMS Efficiency & Effectiveness CMS Efficiency & Effectiveness 
InitiativesInitiatives FY 2012 & BeyondFY 2012 & BeyondInitiativesInitiatives--FY 2012 & BeyondFY 2012 & Beyond

•• Survey resources are limited and may notSurvey resources are limited and may notSurvey resources are limited, and may not Survey resources are limited, and may not 
improveimprove

•• Need to focus survey activities to achieveNeed to focus survey activities to achieve•• Need to focus survey activities to achieve Need to focus survey activities to achieve 
the most efficient use of survey resources the most efficient use of survey resources 
to conduct an effective survey that:to conduct an effective survey that:to conduct an effective survey that:to conduct an effective survey that:
 Focuses on patient safety and qualityFocuses on patient safety and quality
 Utili f ilit d tUtili f ilit d t t ft f Utilizes facility dataUtilizes facility data to focus to focus 
 Supports a robust facilitySupports a robust facility--based QAPI based QAPI 

p og amp og amprogram program 



The Development ProcessThe Development Process
E l t d th d t it ti f tt hE l t d th d t it ti f tt h•• Evaluated the data: citation frequency, patterns, research Evaluated the data: citation frequency, patterns, research 
on outcomes on outcomes 

•• Solicited input on whichSolicited input on which VtagsVtags have the most impact onhave the most impact onSolicited input on which Solicited input on which VtagsVtags have the most impact on have the most impact on 
patient safety and quality care patient safety and quality care -- These correlatedThese correlated!!

•• LookedLooked to the patient & facility outcomes to the patient & facility outcomes 
–– Desired: clinical areas (e.g. adequacy, nutrition)Desired: clinical areas (e.g. adequacy, nutrition)
–– Adverse: infection control and technical areas (e.g. Adverse: infection control and technical areas (e.g. 

sepsis chloramines breakthrough)sepsis chloramines breakthrough)sepsis, chloramines breakthrough)sepsis, chloramines breakthrough)
•• Evaluated what facility structure and processes of care Evaluated what facility structure and processes of care 

must be in place to facilitate the desired & prevent the must be in place to facilitate the desired & prevent the p pp p
adverse outcomesadverse outcomes

•• Determined what core survey actions could most efficiently Determined what core survey actions could most efficiently 
validate the presence of those facility structures andvalidate the presence of those facility structures andvalidate the presence of those facility structures and validate the presence of those facility structures and 
processesprocesses



The ESRD Core SurveyThe ESRD Core Surveyyy

•• The firstThe first in CMS Efficiency & Effectivenessin CMS Efficiency & EffectivenessThe firstThe first in CMS Efficiency & Effectiveness in CMS Efficiency & Effectiveness 
InitiativesInitiatives

•• Pilot testing conducted in portions of 11 Pilot testing conducted in portions of 11 g pg p
States in July, August, September, 2012States in July, August, September, 2012

•• National rollNational roll--out in FY 2013out in FY 2013
•• Transparency for all Core Survey manual Transparency for all Core Survey manual 

materials/toolsmaterials/tools--will be posted at CMS ESRD will be posted at CMS ESRD 
S & C tifi ti b itS & C tifi ti b itSurvey & Certification web site:Survey & Certification web site:

https://www.cms.gov/Medicare/Providerhttps://www.cms.gov/Medicare/Provider--EnrollmentEnrollment--andand--
Certification/GuidanceforLawsAndRegulations/Dialysis.htmlCertification/GuidanceforLawsAndRegulations/Dialysis.htmlg yg y



The ESRD Core SurveyThe ESRD Core SurveyThe ESRD Core SurveyThe ESRD Core Survey

S l d f hS l d f h•• Streamlined, more concise reviews of what Streamlined, more concise reviews of what 
REALLY impacts patientsREALLY impacts patients

•• Starts with “the basics” and expands toStarts with “the basics” and expands to•• Starts with the basics  , and expands to Starts with the basics  , and expands to 
more detailed review if there is reason to more detailed review if there is reason to 
–– “Triggers” listed for each survey review indicate a “Triggers” listed for each survey review indicate a 

bl h d l k i hibl h d l k i hiproblem or the need to look into something problem or the need to look into something 
further further 

•• Recognizes the major role direct care staffRecognizes the major role direct care staffRecognizes the major role direct care staff Recognizes the major role direct care staff 
play in keeping patients safe and providing play in keeping patients safe and providing 
quality carequality care



Initial ResultsInitial ResultsInitial ResultsInitial Results

•• Review up to 129 “tags” Review up to 129 “tags” vsvs 381 381 
mandatory “tags”.mandatory “tags”.

•• 63% of surveyors trained63% of surveyors trained
–– Washington, D.C., Puerto Rico, Wyoming,Washington, D.C., Puerto Rico, Wyoming,Washington, D.C., Puerto Rico, Wyoming, Washington, D.C., Puerto Rico, Wyoming, 

OklahomaOklahoma

•• Technical reviews from 92 tags to 17Technical reviews from 92 tags to 17Technical reviews from 92 tags to 17Technical reviews from 92 tags to 17
–– Result 25% drop in survey time. Result 25% drop in survey time. 



The “T’s” of the Core SurveyThe T s  of the Core Survey

TThh••TThemeshemes
••TThreadshreads••TThreadshreads
••TTasksasks••TTasksasks
••TTriggersriggersTTriggersriggers
••TToolsools



Themes of the Core Surveyy
•• Data useData use

F ilit d ti tF ilit d ti t ifi t f iifi t f i–– Facility and patientFacility and patient--specific to focus reviews specific to focus reviews 
where improvement neededwhere improvement needed

I f ti t lI f ti t l•• Infection controlInfection control
–– Focus on methods for prevention, surveillance Focus on methods for prevention, surveillance 

& t l& t l& control& control

•• QAPIQAPI
–– Supporting 24/7/365 patient Supporting 24/7/365 patient 

protection/quality careprotection/quality care



Threads throughout the Core g
Survey

•• Technical safetyTechnical safetyyy
 Focus on elements critical to patient safetyFocus on elements critical to patient safety

•• “Culture of Safety”“Culture of Safety”
 Supporting a facilitySupporting a facility--wide culture of open, wide culture of open, 

nonnon--judgmental communication, clarity of judgmental communication, clarity of 
staff and patient expectations and astaff and patient expectations and astaff and patient expectations, and a staff and patient expectations, and a 
proactive adverse occurrence reporting & proactive adverse occurrence reporting & 
investigation systeminvestigation system

•• Patients’ voicesPatients’ voices
 Ensuring staff are “listening” to patients’ Ensuring staff are “listening” to patients’ 

experience and point of viewexperience and point of viewexperience and point of viewexperience and point of view



Tasks of the ESRD Core Survey
•• PrePre--survey prepsurvey prep
•• IntroductionsIntroductions

E i t l “fl h” tE i t l “fl h” t

•• Home dialysis training & Home dialysis training & 
support reviewsupport review

•• Environmental “flash” tourEnvironmental “flash” tour
•• Entrance conferenceEntrance conference
•• Observations of HD care &Observations of HD care &

•• Patient interviewsPatient interviews
•• Medical record reviewsMedical record reviews

•• Observations of HD care & Observations of HD care & 
infection control practicesinfection control practices

•• Patient sample selectionPatient sample selection

•• Personnel interviewsPersonnel interviews
•• Personnel record Personnel record 

reviewsreviews
•• Water treatment &  Water treatment &  

dialysate reviewdialysate review
Di l &Di l &

reviewsreviews
•• QAPI reviewQAPI review
•• Decision makingDecision making•• Dialyzer reuse & Dialyzer reuse & 

reprocessing reviewreprocessing review
•• Dialysis equipmentDialysis equipment

gg
•• Exit conferenceExit conference

Dialysis equipment Dialysis equipment 
maintenancemaintenance



QAPIQAPI
E t i h i dE t i h i d titi•• Expects a vigorous, comprehensive and proExpects a vigorous, comprehensive and pro--active active 
QAPI program to protect patients 24/7/365QAPI program to protect patients 24/7/365

•• Core Survey QAPI Review  has 3 segments:Core Survey QAPI Review  has 3 segments:y Q gy Q g
–– Monitoring ALL facility areasMonitoring ALL facility areas

•• Clinical & operational indicatorsClinical & operational indicators
•• Oversight of technical areasOversight of technical areas

–– Performance Improvement activities Performance Improvement activities 
•• Mortality review/evaluationMortality review/evaluation
•• Infection prevention & control programInfection prevention & control program

E / d t i ti ti tE / d t i ti ti t•• Error/adverse event investigation systemError/adverse event investigation system
•• Focus areas specific to your facilityFocus areas specific to your facility

–– Culture of SafetyCulture of Safety--facilityfacility--widewide
•• Risk identification reportingRisk identification reporting•• Risk identification, reportingRisk identification, reporting
•• Patient engagementPatient engagement
•• Staff engagementStaff engagement



Quality Assessment & Performance 
Improvement (QAPI)Improvement (QAPI)

Verifying the QAPI program will protect andVerifying the QAPI program will protect andVerifying the QAPI program will protect and Verifying the QAPI program will protect and 
assure quality care for patients 24/7/365assure quality care for patients 24/7/365

•• Review 6 months of QAPI documentationReview 6 months of QAPI documentation•• Review 6 months of QAPI documentationReview 6 months of QAPI documentation
•• Interview responsible facilityInterview responsible facility--based personbased person

ff•• 3 Segments of review3 Segments of review
–– Monitoring care & facility operationsMonitoring care & facility operations
–– Performance improvement in critical priority Performance improvement in critical priority 

areas & dataareas & data--driven focuses and survey findingsdriven focuses and survey findings
–– Culture of Safety  Culture of Safety  



Data UseData Use

•• Facility and patientFacility and patient--specific data is used to focus specific data is used to focus 
i h i t i d di h i t i d dreview where improvement is neededreview where improvement is needed

•• Starts with offStarts with off--site preparation by reviewsite preparation by review of the of the 
Di l i F ilit R tDi l i F ilit R tDialysis Facility Reports Dialysis Facility Reports 

•• At onset of survey, will ask for the current At onset of survey, will ask for the current 
outcome dataoutcome dataoutcome data outcome data 
–– Selects those areas that need improvement asSelects those areas that need improvement as

•• Basis for sampling patients for reviewBasis for sampling patients for review•• Basis for sampling patients for review Basis for sampling patients for review 
•• Focus area(s) for QAPI reviewFocus area(s) for QAPI review



What is Facility “Culture”?What is Facility “Culture”?
The values and behaviors that contribute to the unique social, The values and behaviors that contribute to the unique social, 

psychological environment of an organization…It is based on psychological environment of an organization…It is based on 
shared attitudes, beliefs, customs, and written and unwritten shared attitudes, beliefs, customs, and written and unwritten 
rules that have been developed over time and are consideredrules that have been developed over time and are consideredrules that have been developed over time and are considered rules that have been developed over time and are considered 
valid.valid.

It is shown in:It is shown in:
Th i d i ’ b i d i lTh i d i ’ b i d i l–– The ways it conducts it’s business and treats it employees The ways it conducts it’s business and treats it employees 
and customersand customers

–– The extent to which freedom is allowed in decisionThe extent to which freedom is allowed in decision--making, making, 
developing new ideas, and personal expressiondeveloping new ideas, and personal expressionp g , p pp g , p p

–– how power and information flow  through it’s hierarchyhow power and information flow  through it’s hierarchy
–– How committed employees are towards collective How committed employees are towards collective 

objectivesobjectives

It affects the organization’s performance, productivity…product It affects the organization’s performance, productivity…product 
quality and safety…is unique for every organization and  one quality and safety…is unique for every organization and  one 
of the hardest things to change.of the hardest things to change.g gg g

http://www.businessdictionary.com/definition/organizationalhttp://www.businessdictionary.com/definition/organizational--
culture.html#ixzz2KnbZ5nC3culture.html#ixzz2KnbZ5nC3



CMS E t All Di l i F iliti tCMS E t All Di l i F iliti tCMS Expects All Dialysis Facilities to CMS Expects All Dialysis Facilities to 
Implement a True Culture of Implement a True Culture of pp
Safety!Safety!
Not just in words or on paperNot just in words or on paperNot just in words or on paperNot just in words or on paper



The Patient Safety MovementThe Patient Safety Movement

•• Institute of Medicine (IOM) reportsInstitute of Medicine (IOM) reports--
1999 20011999 20011999, 20011999, 2001
–– ≈100,000 patients die each year d/t ≈100,000 patients die each year d/t 

preventable hospital medical errors! preventable hospital medical errors! p pp p
•• More recent suggestions of many more More recent suggestions of many more 

times this in outpatient settingstimes this in outpatient settingsp gp g
•• Healthcare Associated Conditions (HAC)Healthcare Associated Conditions (HAC)

–– Healthcare Associated Infections (HAI)Healthcare Associated Infections (HAI)Healthcare Associated Infections (HAI)Healthcare Associated Infections (HAI)
•• HUGE efforts  and resources spent to HUGE efforts  and resources spent to 

studystudy WHYWHYstudy  study  WHYWHY



Patient Safety Lessons LearnedPatient Safety Lessons LearnedPatient Safety Lessons LearnedPatient Safety Lessons Learned

No one intends to harm patientsNo one intends to harm patients
–– Flaws in systems facilitate errorsFlaws in systems facilitate errorsyy
–– “Human factor”: Nobody’s perfect“Human factor”: Nobody’s perfect
–– Comfort with a system will cause people to Comfort with a system will cause people to y p py p p

deviate from what they were taught to do with deviate from what they were taught to do with 
the belief they are acting safelythe belief they are acting safely



Patient Safety Lessons LearnedPatient Safety Lessons Learned
The “blame/shame” culture of healthcare The “blame/shame” culture of healthcare 

does not protect patientsdoes not protect patientsp pp p
–– When an error occurs, the person(s) When an error occurs, the person(s) 

responsible is sought out, blamed and responsible is sought out, blamed and p g ,p g ,
punishedpunished

–– Fear of punishment causes staff to “clamp Fear of punishment causes staff to “clamp 
down” down” 

–– Errors and “Near Misses” are under reportedErrors and “Near Misses” are under reported
–– Prevents meaningful investigation into WHY Prevents meaningful investigation into WHY 

something happened or almost happened!something happened or almost happened!



A Culture of Safety in DialysisA Culture of Safety in Dialysis--the the 
CORE of Patient SafetyCORE of Patient SafetyCORE of Patient SafetyCORE of Patient Safety

A facilityA facility--wide “Culture of Safety” will protect wide “Culture of Safety” will protect 
patientspatientspatientspatients

Everyone at the facility is committed to identifying Everyone at the facility is committed to identifying 
and eliminating any risks to patientsand eliminating any risks to patients

–– Open, nonOpen, non--judgmental communication b/t all judgmental communication b/t all 
levels of personnel and patientslevels of personnel and patients--ALL share ALL share 
patient safety goal (no blame/shame)patient safety goal (no blame/shame)patient safety goal  (no blame/shame)patient safety goal  (no blame/shame)

–– Clear direction for staff of what is expectedClear direction for staff of what is expected
•• Less reliance on memory  Less reliance on memory  

–– Robust system for reporting & investigating Robust system for reporting & investigating 
causal factors of ALL abnormal events, and causal factors of ALL abnormal events, and 
near misses/close calls:near misses/close calls: NOT WHO, but WHAT andNOT WHO, but WHAT andnear misses/close calls: near misses/close calls: NOT WHO, but  WHAT and NOT WHO, but  WHAT and 
WHY did it happen?WHY did it happen?



How the Core Survey Will Identify a How the Core Survey Will Identify a 
C l f S fC l f S f Y h k !Y h k !Culture of SafetyCulture of Safety--You are the key!You are the key!

Surveyors will ask YOU about:Surveyors will ask YOU about:Su eyo s as OU aboutSu eyo s as OU about
•• The facility system of communication The facility system of communication 

–– What is the facility system of communication What is the facility system of communication y yy y
like here?like here?

–– How does the administration ask for your input? How does the administration ask for your input? 
–– Are you comfortable bringing issues and Are you comfortable bringing issues and 

concerns to administration's attention? Do they concerns to administration's attention? Do they 
listen to you?listen to you?listen to you?listen to you?

–– How are you involved in the QAPI Program? How are you involved in the QAPI Program? 
How are QAPI plans for improvement How are QAPI plans for improvement Q p pQ p p
communicated to youcommunicated to you??



How the Core Survey Will Identify a How the Core Survey Will Identify a y yy y
Culture of SafetyCulture of Safety--You are the key!You are the key!
S ill k bS ill k bSurveyors will ask you about:Surveyors will ask you about:
•• Your involvement in investigating & problemYour involvement in investigating & problem--solving at solving at 

the facilitythe facilityyy
–– What can someone in your position here do to prevent or What can someone in your position here do to prevent or 

reduce treatment errors? reduce treatment errors? 
–– What errors or near misses are you expected to report? What errors or near misses are you expected to report? 
–– Do you feel comfortable reporting errors? Do you feel comfortable reporting errors? 
–– How and to whom would you report an error or near miss How and to whom would you report an error or near miss 

you observed or were involved in? you observed or were involved in? 
H ld h i bH ld h i b–– How would you expect the error or near miss to be How would you expect the error or near miss to be 
addressed? What is your role in follow up? addressed? What is your role in follow up? 



Your Role in PromotingPromoting a Culture of 
SafetySafety

•• Know what is expectedKnow what is expected in all of the care you givein all of the care you give--
b l HOW t b t d thi t t tb l HOW t b t d thi t t tbe clear on HOW to best do things to protect be clear on HOW to best do things to protect 
patients and do it that way all the timepatients and do it that way all the time

•• Speak up about your work environment issuesSpeak up about your work environment issuesSpeak up about your work environment, issues, Speak up about your work environment, issues, 
and concerns that may lead to problems with and concerns that may lead to problems with 
patient safetypatient safety

•• Report ALL abnormal events and close callsReport ALL abnormal events and close calls--
openly give your POV of what and whyopenly give your POV of what and why

•• Encourage patient engagementEncourage patient engagement--don’t take offensedon’t take offense•• Encourage patient engagementEncourage patient engagement--don t take offense don t take offense 
if they speak upif they speak up--YOU are the professionalYOU are the professional

•• Be open & honest with surveyors about your Be open & honest with surveyors about your p y yp y y
facility’s “culture”!  They can help improve things!facility’s “culture”!  They can help improve things!



Dialysis Technicians are an Integral Dialysis Technicians are an Integral y gy g
Part of the IDTPart of the IDT

l h d hl h d h•• Dialysis Technicians and other Direct care Dialysis Technicians and other Direct care 
Staff  Staff  ARE THE CAREGIVERSARE THE CAREGIVERS

•• You have the most contact with the patientsYou have the most contact with the patients•• You have the most contact with the patientsYou have the most contact with the patients
–– You know them BESTYou know them BEST--things the other IDT things the other IDT 

members do NOT know about themmembers do NOT know about them
•• You have the greatest opportunity to You have the greatest opportunity to 

establish rapport with the patientsestablish rapport with the patients
•• You are the primary members of the IDT thatYou are the primary members of the IDT that•• You are the primary members of the IDT that You are the primary members of the IDT that 

implement each patient’s individualized plan implement each patient’s individualized plan 
of careof care



Be an Active Member of the IDT to Be an Active Member of the IDT to 
Optimize Your Patients’ OutcomesOptimize Your Patients’ Outcomes

•• Dialysis Technicians and other Direct Care Staff Dialysis Technicians and other Direct Care Staff 
are in the best position to “see” problems for are in the best position to “see” problems for 

ti t t fi t d i t ithti t t fi t d i t ithpatient outcomes first and communicate with patient outcomes first and communicate with 
the other IDT members to find solutionsthe other IDT members to find solutions

•• YOU can positively influence your patients’ YOU can positively influence your patients’ 
clinical outcomes by being an active IDTclinical outcomes by being an active IDTclinical outcomes by being an active IDT clinical outcomes by being an active IDT 
member, and bringing what YOU know about member, and bringing what YOU know about 
each patient to the teameach patient to the teameach patient to the teameach patient to the team



Why Is This Important?Why Is This Important?Why Is This Important?Why Is This Important?
•• Because failing kidneys produce less or no Because failing kidneys produce less or no 

erythropoietin (which stimulates red cell production)erythropoietin (which stimulates red cell production)

•• Because high fluid volume “dilutes” the blood & the Because high fluid volume “dilutes” the blood & the 
dialysis process itself results in blood lossdialysis process itself results in blood loss

•• Because Because the IDT is expected to work with the patient to:the IDT is expected to work with the patient to:p pp p

–– Identify, attain, and maintain the hemoglobin level Identify, attain, and maintain the hemoglobin level 
that allows for desired function and QOL without S/S; that allows for desired function and QOL without S/S; 

–– Use ESAs and iron appropriately to achieve that level Use ESAs and iron appropriately to achieve that level 
respecting  the patients risk/benefit choices; respecting  the patients risk/benefit choices; 
Avoid transfusionAvoid transfusion–– Avoid transfusion Avoid transfusion 



The ESRD Conditions for Coverage (CfC) The ESRD Conditions for Coverage (CfC) 
Requirements for Clinical Management ofRequirements for Clinical Management ofRequirements for Clinical Management of Requirements for Clinical Management of 

Dialysis PatientsDialysis Patients

•• Assess each patient’s individual needs and plan Assess each patient’s individual needs and plan 
and provide the care and services to meet those and provide the care and services to meet those 

d i t bli h d li i l tid i t bli h d li i l tineeds, using established clinical practice needs, using established clinical practice 
standards as the outcome goalsstandards as the outcome goals

•• The assessment and planning of care must The assessment and planning of care must 
include at least the members of the facilityinclude at least the members of the facilityinclude at least the members of the facility include at least the members of the facility 
Interdisciplinary TeamInterdisciplinary Team



Areas of Clinical Care in the CfCAreas of Clinical Care in the CfCAreas of Clinical Care in the CfC Areas of Clinical Care in the CfC 

•• Anemia Anemia 
•• Dialysis adequacy and dialysis accessDialysis adequacy and dialysis accessDialysis adequacy and dialysis accessDialysis adequacy and dialysis access
•• Fluid and blood pressureFluid and blood pressure
•• Mineral and boneMineral and bone•• Mineral and boneMineral and bone
•• NutritionNutrition
•• Psychosocial and rehabPsychosocial and rehab



Ways YOU can help improve your Ways YOU can help improve your y p p yy p p y
patients’ anemia outcomespatients’ anemia outcomes

•• Watch patients for symptoms of increasing Watch patients for symptoms of increasing 
anemia and anemia and communicate thiscommunicate this
–– Less energy, more shortness of breath, more Less energy, more shortness of breath, more 

pale, c/o chest pains pale, c/o chest pains 

•• Minimize blood loss from HDMinimize blood loss from HD
–– Return as much blood as possibleReturn as much blood as possible--report if report if pp pp

dialyzer does not cleardialyzer does not clear
–– Reduce heparin if prolonged or excessive Reduce heparin if prolonged or excessive p p gp p g

bleeding (needs an order)bleeding (needs an order)



Ways YOU can help improve Ways YOU can help improve 
ti t ’ d tti t ’ d tpatients’ adequacy outcomespatients’ adequacy outcomes

•• Deliver the patients’ dialysis prescription accurately Deliver the patients’ dialysis prescription accurately 
and consistentlyand consistently-- communicate if you can’t and whycommunicate if you can’t and why
–– Dialyzer type, BFR, DFR, dialysate, heparin, Dialyzer type, BFR, DFR, dialysate, heparin, timetime
–– Make suggestions for improvement (e gMake suggestions for improvement (e g ↑BFR if access↑BFR if access–– Make suggestions for improvement (e.g. Make suggestions for improvement (e.g. ↑BFR if access ↑BFR if access 
can support it)can support it)

•• Monitor the vascular accessMonitor the vascular access
–– Follow your procedure, report when there are changesFollow your procedure, report when there are changes

•• Draw post dialysis labs correctly Draw post dialysis labs correctly (per procedure)(per procedure)
E ti t i i i th i dE ti t i i i th i d•• Engage patients in improving their adequacy; Engage patients in improving their adequacy; 
encourage/supportencourage/support adherence (“It’s great that you adherence (“It’s great that you 
stayed for all 4 hours”)stayed for all 4 hours”)stayed for all 4 hours )stayed for all 4 hours )



Ways YOU can improve outcomes Ways YOU can improve outcomes 
i fl id d bl di fl id d bl din fluid and blood pressurein fluid and blood pressure

•• Limit the fluid removal during an HD txLimit the fluid removal during an HD txgg
–– Some studies suggest max 10Some studies suggest max 10--13mL/kg/hr13mL/kg/hr

•• In 100kg. patient, no more than 1,000In 100kg. patient, no more than 1,000--1,300UFR1,300UFR
•• In 70kg. Patient, no more than 700In 70kg. Patient, no more than 700--900UFR900UFRg ,g ,

•• Be aware when your patient’s blood pressure is Be aware when your patient’s blood pressure is 
not their “usual”not their “usual”--report too high or lowreport too high or low

•• Recognize that drops in BP (“crashes”) andRecognize that drops in BP (“crashes”) and•• Recognize that drops in BP ( crashes ) and Recognize that drops in BP ( crashes ) and 
intradialytic  symptoms of fluid depletion are intradialytic  symptoms of fluid depletion are 
detrimental to the patient and may shorten their detrimental to the patient and may shorten their 
lifelifelifelife

•• Engage patients in knowing why they should limit Engage patients in knowing why they should limit 
fluid & salt intake; Encourage/supportfluid & salt intake; Encourage/support adherence adherence 
(“Y l i d2 k(“Y l i d2 k d k!”)d k!”)(“You only gained2 kg.(“You only gained2 kg.--good work!”)good work!”)



Ways YOU can help patients adjustWays YOU can help patients adjust
Create a Culture of Safety in your Create a Culture of Safety in your 

facilityfacilityyy
•• Maintain a professional attitudeMaintain a professional attitude

–– It’s not about us, it’s about the patientsIt’s not about us, it’s about the patients
•• EE ti t t i th i t t tti t t i th i t t t•• EncourageEncourage patient engagement in their treatment patient engagement in their treatment 

planplan
•• EducateEducate patients about dialysis and rationale for patients about dialysis and rationale for p yp y

following their treatment planfollowing their treatment plan
•• Reinforce/supportReinforce/support adherence (fluid, diet, etc.)adherence (fluid, diet, etc.)
•• ListenListen to the patients’ “voices” and communicateto the patients’ “voices” and communicate•• ListenListen to the patients  voices , and communicate to the patients  voices , and communicate 

with the other IDT members what you know about with the other IDT members what you know about 
the patientthe patient



InfectionsInfections: : A Major Patient Safety j y
Problem  in Dialysis –– 22ndnd Leading Leading 
Cause Of DeathCause Of DeathCause Of DeathCause Of Death

UM‐KECC, 2009

3535
Approximately 15,000 dialysis patients die annually due to 15,000 dialysis patients die annually due to 

infectionsinfections



h ll lIC Challenges in Dialysis

•• Temporal and spatial issuesTemporal and spatial issuesp pp p
•• Water and dialysateWater and dialysate
•• Staffing matrixStaffing matrix•• Staffing matrixStaffing matrix



Why Is Infection Prevention Such a 
Challenge in Dialysis?Challenge in Dialysis? 

The in‐center hemodialysis  patient treatment reality:

Staff caring for 
m ltiple

Lots of 
potential 

bloodmultiple 
patients w/short 
“changeover” 

times

blood 
exposure

immunosuppressed 
dialysis patients

High risk 
for spread

No physical 
separation of

dialysis patients

for spread 
of   blood-
borne  and 

other 
pathogens

separation of 
individual 
treatment 
stations

pathogens
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How Are Infections Spread in Dialysis?How Are Infections Spread in Dialysis?

Five main sources of pathogenFive main sources of pathogenFive main sources of pathogen Five main sources of pathogen 
transmission:transmission:

1.   On the 1.   On the hands of staff hands of staff going between going between 
patients & between common areas andpatients & between common areas andpatients & between common areas and patients & between common areas and 
patientspatients

2.   From 2.   From ineffectively disinfected ineffectively disinfected 
equipment & environmental surfacesequipment & environmental surfacesequipment & environmental surfacesequipment & environmental surfaces

3.   From 3.   From contaminated supplies & contaminated supplies & 
medicationsmedications

i d li d l4. 4. From From inadequate vascular access careinadequate vascular access care
5.  From 5.  From virulentvirulent pathogens pathogens (e.g. hepatitis (e.g. hepatitis 

B)B)))
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Dialysis Patient Infections Can Be Dialysis Patient Infections Can Be 
Prevented by:Prevented by:Prevented by:Prevented by:

Following good infection Following good infection 
prevention and control practicesprevention and control practicesp pp p

The Centers for Disease Control andThe Centers for Disease Control andThe Centers for Disease Control and The Centers for Disease Control and 
Prevention (CDC) has guidelines for these Prevention (CDC) has guidelines for these 

practices in dialysis facilitiespractices in dialysis facilities
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The CDC GuidelinesThe CDC GuidelinesThe CDC GuidelinesThe CDC Guidelines

••Address general practices (wash hands, clean & Address general practices (wash hands, clean & 
disinfect equipment, etc.)disinfect equipment, etc.)

••Do not include details for Do not include details for applicationapplication of the of the 
guidelines (what parts of the equipment need guidelines (what parts of the equipment need 
to be disinfected, etc.)to be disinfected, etc.)

b h l f hb h l f hRemember the lesson from the Remember the lesson from the 
Patient Safety Movement…Patient Safety Movement…

Staff need Staff need clearclear directions in what is directions in what is 
expected of them in their duties…expected of them in their duties…
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NOTICE!NOTICE!NOTICE!NOTICE!
NNationalational OOpportunitypportunity TTooNNational ational OOpportunity pportunity TTo o 

Improve Improve IInfection nfection CControl In ontrol In 
EESRDSRD

The NOTICE Initiative is funded by The NOTICE Initiative is funded by 
thethe

Department of Health and Human Department of Health and Human 
ServicesServicesServicesServices

to support the renal community into support the renal community in
improving infection controlimproving infection controlimproving infection controlimproving infection control
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Note: Note: It is It is not required not required that the patient has that the patient has 
vacated the dialysis station beforevacated the dialysis station beforevacated the dialysis station before vacated the dialysis station before 
disinfection and preparation of the machine disinfection and preparation of the machine 
can be conducted.can be conducted.can be conducted.can be conducted.

If the patient remains in the chair during If the patient remains in the chair during 
disinfectiondisinfection strictly adhere tostrictly adhere todisinfection, disinfection, strictly adhere to strictly adhere to 
separationseparation b/t the patient and the b/t the patient and the 
disinfected/prepared machinedisinfected/prepared machinedisinfected/prepared machine.disinfected/prepared machine.
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In SummaryIn Summary
Dialysis Technicians: Dialysis Technicians: 
•• Are in the best position to know what is Are in the best position to know what is pp

going on with the dialysis patientsgoing on with the dialysis patients
•• Are integral to the facility InterdisciplinaryAre integral to the facility Interdisciplinary•• Are integral to the facility Interdisciplinary Are integral to the facility Interdisciplinary 

Team Team 
•• Can positively influence patients’ clinicalCan positively influence patients’ clinical•• Can positively influence patients  clinical Can positively influence patients  clinical 

outcomesoutcomes
A it l t th i l t ti f “C ltA it l t th i l t ti f “C lt•• Are vital to the implementation of a “Culture Are vital to the implementation of a “Culture 
of Safety” in the dialysis facilityof Safety” in the dialysis facility

•• Are vital in reducing HAIAre vital in reducing HAI


