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G 000 : INITIAL COMMENTS ‘ G 000/
! ! The Agency note the following points of
: | ‘ clarification to the findings stated:
A unannounced, on-site investigation was | ‘ i
. conducted on 7-7-09. l ! The nurse left the patient’s home at 10:53 am. -
G121 484.12(c) COMPLIANCE W/ ACCEPTED % = after instructing the primary caregiver to call the
; nurse if there was no urinary drainage from the
PROFESSIONAL STD l | foley catheter with an hour. It is common for this
. . : : patient to not have urinary drainage immediately
- The HH_A and its staff must CO_mP'Y with accepted | i after catheter insertion; urine usually begins to
- professional standards and principles that apply : flow within the hour. ‘
" to professionals furnishing services in an HHA. | The patient did not experience pain, discomfort

or distention at the time of insertion. The
patient’s primary caregiver contacted the office at
1:00 p.m. to page the nurse to report that the
catheter was not draining. The primary caregiver

|
\
‘ NDARI | |
' Based on interview and record review, the agenc
' gency l advised that the patient was in Plattsburgh, NY |
|
1

 failed to assure staff complied with acceptable

" professional standards of practice pertaining to

- Foley catheter care for 1 client in the targeted
sample (Client# 1) Findings include:

1
This STANDARD is not met as evidenced by: i
; and would not be available for a visit until after -
| 3:30 p.m. the nurse initiated the second visit at
i 4:12 p.m.
|
: : ACTION PLAN
~Per interview at 2:15 PM on 7-7-09, the : ‘
. Registered Nurse (RN) conducted a routine Foley | G 121 1. Agency will revise content of urinary
_ catheter change on 5-28-09 for Client # 1, and i catheter policy to include signsand
met with with uncharacteristic resistance during Sympt{;’ms of dcompl‘catlogs ?Ssocgated “{"lth;
the procedure. The Registered Nurse then failed S(r)i’jiigure and recommendations for problem
| to wait for a return qf urine frqm thg newly' Person responsible: Betty Lavoie
“inserted cathefter prior to leaving Client #1's : Completion Date: September 1, 2009. :
- home. Approximately 6 hours later, the RN l i :
: returned to the home and removed the Foley J 2. Agency shall provide education to all
. catheter, noting that the catheter did not drain any \ | nursing staff responsible for insertion of
. urine into the collection bag during her absence. : urinary catheters. .
- During interview, the RN stated there was frank ! Person responsible: Betty Lavoie

bloody drainage from the urethra, combined with Completion Date: October 1, 2009.

an unmeasured amount of urine drainage

released after the catheter was removed at
; approxum_atel|y 4:30 PM that dgy. The RN again urinary catheters. ;
left the client's home, instructing the care provider | ‘ Person responsible: Betty Lavoie i
. that s/he would call to check on the client's status | .‘ Completion date: Completed '
.in 30 minutes. Client # 1 was taken to the : !
! emergency Department within the 30 minute time."
i During this interview, the RN stated s/he should
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! 3. Agency will develop nursing competency
assessment process and tool for insertion of
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! patient's condition and needs.

- This STANDARD s not met as evidenced by:
: Per record review and interview the agency staff
| failed to notify the physician of changes in the
. client's status, for 1 of 3 clients in the targeted |
: sample (Client # 1). Findings include:

i Per interview at 2:156 PM on 7-7-09 the

' Registered Nurse (RN) stated that on 5-28-09
. s/he failed to notify the physician of issues that
- occurred during and after a Foley catheter .
_change for Client# 1. The RN stated during the |
| catheter change, there was uncharacteristic !
" resistance during the insertion of the catheter and |
. the RN left the client's home prior to witnessing |

| urine return from the newly inserted Foley |
!

staff in recognizing changes in patient
condition and needs which prompt

notification of physician.

Person responsible: Janet McCarthy
Completion date: September 1, 2009
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G 121 | Continued From page 1 G 121 : i
1 th left the h ithout waiting f . ' 4. Agency will assess competency of urinary :
| not have le € home without wal 'r,‘g Or,urme catheter procedure of all nursing staff
' return from the Foley catheter after insertion. Per responsible for insertion of urinary catheters
repord review, Client# 1 had a history of a recent Person responsible: Betty Lavoie
i urinary tract infection (UTI). Additionally, the Completion date: November 1, 2009. \
- Client's blood pressure and temperature were riot i
f checked by the Registered Nurse on 5-28-09 5. Agency will monitor effectiveness of plan 1
" after the episode of bloody urinary drainage. by: o _ :
| This was confirmed through interview with the a. A“’f‘(liyzmg ’;‘fe.“‘o“ :’“ttr‘.)l freptf’“s for,
| Clinical Nurse Manager on the morning of faaiaense o uHnaty Fact it econs.
' 7.13-09 The h ital disch f b. Analyzing patient incident reports !
PA7 oS € nospital discharge Sl."mmary_o c.  Audit clinical records of all patients ;
| 6-2-09 notes reason for adm|SS|on. Urological with urinary catheters for two months °
 bleeding requiring transfusions and urosepsis. ! (Nov — Dec) identifying complications!
. 5 Person responsible: Janet McCarthy
- Lippincott Manual Nursing Practice 8th edition: Completion date: January 1, 2010. :
. Lippincott Williams& Wilkins; 2006 page 754. —
G 176 : 484.30(a) DUTIES OF THE REGISTERED N e O AcoerT e !
' NURSE ; | - —_—
] | ! DBV TF w\ﬁ&\l
 The registered nurse prepares clinical and | TN
; progress notes, coordinates services, informs the |
physician and other personnel of changes in the G 176 1. Agency will develop guidelines to assist

2. Agency will provide education to all nurses;
about requirements to notify physician of 1
changes in patient condition and needs. |
Person responsible: Betty Lavoie ‘
Completion date: October 1, 2009

3. Agency will provide education to all rehab
therapists about requirements to notify
physician of changes in patient condition

and needs.

Person responsible: Kathy Marn
Completion date: October 1, 2009
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catheter. Approximately 6 hours later, the RN |

| returned to the home and removed the catheter ‘

| because it was not draining. There was frank
bleeding from the urethra along with an
unmeasured amount of urinary drainage. Per

. record review, Client# 1 had a urinary tract

"infection (UTI) about 1 month prior and was

| treated with an antibiotic. During the interview on

; 7-7-09, the RN confirmed the physician had not

. been notified of Client # 1's change in condition.
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G 176 . Continued From page 2 |

4. Monitor effectiveness of plan by:

a. Analyzing patient incident reports

b. Conducting random record review of
thirty (30) patients to determine if
physician was notified of change in
patient condition and needs.

Person responsible: Janet McCarthy

Completion date: November 1, 2009
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