


      NEW 
The^ESRD Core Survey 
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The Role of the Hemodialysis 
Technician in assuring your clinic 
is survey ready and your patient is 
treated in a clinics with a Culture 

of Safety!!  



Hitting the Target    




Hitting the Target… 

• Understanding the Condition for Coverage (CfC)  
• How to be ‘survey ready’  
• What constitutes a Culture of Safety 
• How a facility-wide culture of safety will protect 

patients 
• The key role direct care staff play in the culture of 

your dialysis facility 
 

 
4 



Patient 

Direct Care Staff (YOU!)  

Doctors, Nurses, SWs, RDs, Bio Meds 

CMMS, CFC, State Surveyors 



Condition For Coverage (CfC) 

• Original CfC published in 1976 
• Proposed rule for current CfC- 2005 
• Final rule for CfC- 2008 
• …and so it continues 

  



Why Focus on the CfC?  

• Clinic must meet CfC to receive $$ from 
Medicare/Medicaid programs 

• It establishes Health and Safety Standards 
for Improving Quality of Care and 
protecting the Health and Safety of 
Beneficiaries  

• It establishes the ‘Conditions’ on which the 
Core Survey Process is based   
 
 



Conditions 



Standards and Vtags 
Interpretative Guidelines (299 pgs!)   



Core Survey Process 
from the Surveyors Perspective   

• Intended to increase efficiency and effectiveness 
of the survey process (they have fewer resources)  

• Shift to a more collaborative approach  
• Partner with and listen to PATIENTS  
• Focus on patient safety and quality outcomes  
• Utilize data to prioritize where they will focus 
• More about performance improvement and less 

about ‘policing’ the clinic   
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5 “T’s” of the Core Survey  
• Theme 

– Use of data, Infection Control, QAPI 
• Threads 

– Technical Safety, Culture of Safety, Patient Voices 
• Tasks 

–  4 page document that outlines survey process 
• Tools 

– Used to promote survey consistency 
• Triggers  

– Each task has a ‘trigger’; if identified, then surveyor 
‘digs deeper’  
 



Core Survey Experience  
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Pre Survey Preparation 
• Surveyor will review the clinic’s most current 

Dialysis Facility Report (DFR) 
– If clinic not meeting state/national goals, it will 

be an area of more intense focus 
 
 
 

– Contact the ERSD Network 
– Review complaint and survey history 
– Collect Survey entrance data  



Flash Tour  (triggers)  

• Purpose:  to look for observable indicators of 
patient safety concerns  
– Culture of Safety 

• Question the staff (including YOU!) 

– Observe clinical floor 
• Staffing, blood spills, covered accesses, disrespectful 

communication, strong reuse odors, dysfunctional 
emergency equipment 

– Water Treatment/Dialysate Preparation Area 
– Reuse Room 
– Home Dialysis Training Area   



Staff Questions  
• What can a HD Tech do to prevent or reduce 

treatment errors? 
• What errors or near misses are you expected to 

report? 
• Do you feel comfortable reporting errors or 

making suggestions to improve safety?  
•  How comfortable are you to report an error, if 

you made it?  
• What is your role in follow up? 
• Are you involved in your clinic’s QAPI program?    

 



Full Survey  
• Will focus on areas based on the pre-

survey review, flash tour and patient 
interviews (concerns they express)  

• Medical Record review  
• Personnel Interviews  
• Personnel Record Reviews 
•  QAPI Review  



Quality Assessment Performance 
Improvement (QAPI) 

• Expects a vigorous, comprehensive and pro-
active QAPI program to protect patients 
24/7/365 

• 3 Key areas of focus  (DATA, DATA, DATA) 
– Monitoring Care and facility operations  
– Review 3 critical priorities 

• Mortality review 
• Infection prevention and control 
• Medical error/adverse event reporting  

–  Culture of Safety! 
• Risk identification 
• Staff and Patient engagement  
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Listening to Patients’ Voices in the 
Core Survey 

• As the frequent recipients of care at the facility, patients 
have the “best view” of safety & quality 

• Patient interviews are enhanced & open-ended 
• Patients will be asked: 

– How  are they encouraged to report concerns & suggestions? 
– Do they feel free to speak up? 
– How does the direct care & administrative staff respond 

• Patient education and engagement are emphasized 
• QAPI review includes a segment dedicated to the 

patients’ voice/engagement 
 

 
 



How to ‘engage’ the 
patients and make 
them survey ready?   
YOU ask them these 
questions routinely!  



There are HD, PD and 
Home HD questionnaires 
 
 
 
 
 
 
If a surveyor interviews 3-
4 patients and none of 
them can answer the 
majority of these 
questions, the surveyor 
would ‘assume’ the 
culture of the clinic is 
NOT patient centric!   
 



 “CULTURE OF 
SAFETY” 

 
IT STARTS WITH YOU! 

WHAT CAN YOU/ WOULD YOU 
DO? 
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Why the Focus on Safety?  

• 1996 IOM published “Crossing the Quality-
Chasm” 
– Shifted Healthcare industry focus to patient 

centeredness and safety! 

• 1999, 2001 IOM reported +/- 10,000 
patients die each year due to hospital 
preventable medical errors! 
– Today, hospitals do not receive $$ for hospital 

acquired infections!   
 
 



Does Your facility have a 
Culture of Safety? 

• Facility-wide program 
• Robust and proactive system for reporting 

and addressing errors/risk 
• ‘Blame-free’ communications 
• Engaged patients and staff  

 



Why the traditional ‘Blame/Shame’ Culture 
does NOT Protect Patients  

• Error occurs, staff is sought out, blamed 
and punished 

• Fear of punishment causes staff to ‘clamp 
down’ 

• Errors, events, ‘near misses’ are under-
reported  

• Result:  prevents meaningful investigation 
and change in process to improve 
outcomes!  
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HD Survey 
Interview 
Worksheet 





Scenario 1 

• You are getting ready to put John Smith 
on dialysis. You cannualte his fistula, hook 
up his lines, and before you start the blood 
pump you notice that the reprocessed 
dialyzer is labeled for Joseph Smith, a 
patient on the next shift. 
 
 

What would you do? 
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Scenario 2 
• The patient schedule was revised last week, and 

your 4 station patient assignment now has 2 
patients going on dialysis at the same time on 
the first and third shifts, and 2 patients coming 
off at the same time on the 2nd shift. You are 
having a very hard time keeping up with it, and 
are worried about not being able to safely 
monitor your patients. 
 

What would you do? 
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Scenario 3 

• Your patient, Mr. Doe always watches the 
staff working during the turnovers. When 
you come over to his station to take him 
off dialysis, he asks you if you 
sanitized/washed your hands before 
coming over. 
 

What would you do? 
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What is the culture of your 
facility? 
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Facility culture is the MOST important thing for 
PATIENT SAFETY! 



The Patient Safety Movement 
• Institute of Medicine (IOM) reports-1999, 

2001 
– ≈100,000 patients die each year d/t 

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

times this in outpatient settings 
• Healthcare Associated Conditions (HAC) 

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

study  WHY 
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Looked to Other High Reliability 
Industries 

• Where an error will likely  have 
disastrous results 
– Aviation 
– Nuclear energy 
 
 

 
• Clear lessons were learned… 
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Patient Safety Lessons Learned 

Lesson #1: No one intends to harm patients 
– Flaws in systems facilitate errors 
– “Human factor”: Nobody’s perfect 
– Comfort with a system will cause people to 

deviate from what they were taught to do 
with the belief they are acting safely 
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Patient Safety Lessons Learned 

Lesson #2: The “blame/shame” culture of 
healthcare does not protect patients 

– When an error occurs, the person(s) 
responsible is sought out, blamed and 
punished 

– Fear of punishment causes staff to “clamp 
down”  

– Errors and “Near Misses” are under 
reported 

– Prevents meaningful investigation into 
WHY something happened or almost 
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A Culture of Safety in Dialysis-the 
CORE of Patient Safety 

Lesson #3: A facility-wide “Culture of 
Safety” will protect patients 

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

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

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

– Robust system for reporting & investigating 
causal factors of ALL abnormal events, and 
near misses/close calls: NOT WHO, but  WHAT 
and WHY did it happen? 
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CMS Expects All Dialysis Facilities 
to Implement a True Culture of 

Safety! 
not just in words or on paper 
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 “CULTURE OF 
SAFETY” 

IT STARTS WITH YOU! 
WHAT WOULD YOU DO? 
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How the Core Survey Will Identify a 
Culture of Safety-You are the key! 

Surveyors will ask YOU about: 
• The facility system of communication  

– What is the facility system of communication 
like here? 

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

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

– How are you involved in the QAPI Program? 
How are QAPI plans for improvement 
communicated to you? 
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How the Core Survey Will Identify a 
Culture of Safety-You are the key! 

Surveyors will ask you about: 
• Your involvement in investigating & problem-

solving at the facility 
– What can someone in your position here do to 

prevent or reduce treatment errors?  
– What errors or near misses are you expected to 

report?  
– Do you feel comfortable reporting errors?  
– How and to whom would you report an error or 

near miss you observed or were involved in?  
– How would you expect the error or near miss to be 

addressed? What is your role in follow up?  
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Your Role in Promoting a Culture 
of Safety 

• Know what is expected in all of the care you 
give-be clear on HOW to best do things to protect 
patients and do it that way all the time 

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

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

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

• Be open & honest with surveyors about your 
facility’s “culture”!  They can help improve 
things! 
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How to Stay Informed 
CMS ‘Open Door Forum’ 





CELEBRATE WHAT YOU DO TO 
IMPROVE THE CULTURE OF 
SAFETY AT YOUR FACILITY! 

        THANK YOU! 
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