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V 194

405.2137(b)(2) PATIENT CARE PLAN: TEAM

The patient care plan is developed by a
professional team consisting of at least the
physician responsible for the patient's ESRD
care, a qualified nurse responsible for nursing
services, a qualified social worker, and a qualified
dietitian.

This STANDARD is not met as evidenced by:

Based on review of medical records,
policy/procedure and staff interview, the facility
failed to ensure the patient care plans were
developed by a qualified nurse for four of ten
records.

The Policy for "Patient Care Plan Policy", dated
01/01/95, included, "The Patient Care Plan is
developed by the professional team which is
composed of at least the following: 1. Primary
care physician. 2. DON (Director of Nurses)...."

Findings include:

1. Medical Record # 2 was admitted for
hemodialysis on 4/14/98 with diagnoses including
Glomerulonephritis and Secondary
Hyperparathyroidism. A review of the Short Term
Care Plan, dated 4/13/05 and 5/11/05, revealed
the Nursing Assessment Plan/Intervention was
completed by a Licensed Practical Nurse (LPN).

2. Medical Record # 3 was admitted for
hemodialysis on 9/03/93 with diagnoses including
Hypertensive Renal Disease and Intestinal
Obstruction. A review of the Short Term Care
Plan, dated 4/12/05, 5/17/05 and 6/07/05,
revealed the Nursing Assessment
Plan/Intervention was completed by a LPN.
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3. Medical Record # 4 was admitted for
hemodialysis on 7/01/04 with diagnoses including
Glomerulonephritis and Secondary
Hyperparathyroidism. A review of the Short Term
Care Plan, dated 4/13/05 and 5/11/05, revealed
the Nursing Assessment Plan/Intervention was
completed by a LPN.

4. Medical Record # 5 was admitted for
hemodialysis on 3/20/04 with diagnoses including
Diabetes Mellitus Il and Acute Pancreatitis. A
review of the Short Term Care Plan, dated
4/12/05, revealed the Nursing Assessment
Plan/Intervention was completed by a LPN.

Interview with the facility manager on 6/23/05 at
4:00 PM confirmed the policy had not been
followed for the completion of the patient care
plans by a Registered Nurse.

V 263 | 405.2140(a)(5)(ii) AAMI- DIALYSATE
BACTERIOLOGY

(AAMI 3.2.1.2) Bacteriology of the Dialysate.
Total viable microbial count for the dialysate
should not exceed 2000/ml. The supplier of the
dialysate supply system shall be responsible for
recommending a method of cleaning the
equipment that will result in a device capable of
meeting the requirements of this section. The
user is responsible for monitoring the purity of the
dialysate.

This STANDARD is not met as evidenced by:

Based on facility policy and procedure, interview
with facility staff, review of System Delivery
System Logs, the facility failed to follow the facility
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policy for overnite storage of bicarbonate
concentrate.

The facility policy titled, "Concentrate Mixing and
Handling Overnight Storage of Bicarbonate
Concentrate," dated 3/17/00, contained the
following procedure: The procedure for Validating
Storage of Prepared Bicarbonate Concentrate
Solution documented, "The intent of this
validation procedure is to ensure that based on
the data on form VRB, and in the opinion of the
Medical Director, overnight storage of bicarbonate
concentrate solution, not to exceed twenty-four
hours from mixing to consumption, will not effect
the quality of the bicarbonate concentrate solution
used for hemodialysis treatment of patients."

The policy documented under Step #3,
"Maximum Hours of Storage of Bicarbonate
Concentrate Solution: Indicate the maximum
number of hours that bicarbonate solution will be
stored after mixing until the consumption of the
entire batch."

Findings include:

The Validation Record for Stored Bicarbonate
Concentrate solution documented on Form VRB
dated 5/16/04 the maximum hours of storage as
12 hours. The validation record was signed by
the Medical Director and dated 5/19/04.

Interview with facility staff 6/22/05 at 10:00 AM
confirmed the usual treatment hours in the facility
as 6:00 AM to 4:00 PM.

Review of the Solution Delivery System Logs
dated 1/06/05 to 6/22/05 which contained
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documentation of the date and time a batch was
mixed revealed 102 days with overnight storage
greater than 12 hours.

Interview with facility technical staff 6/23/05 at
3:00 PM confirmed the overnight storage time

documented as greater than 12 hours.

Sue Parker, RN
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