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The following reflects the findings of the
. | Californta Department of. Public Health during the

investigation of a complaint. .
. ) Submisslon of this Plan of Correction Is not
Complalnt number: CA00846361 : . legal admission that a deficlency exisis or that
. | this statemenl of deficlency was correctly cited
- ) and Is aiso not to be construed es an
Representing thé Department: 36331 , HFEN | o of teroste aganettho acly, tho
The Inspeciion was limfted to the specific ' adminlsiratar, or any employess, agenta, or
complaint investigated and does not represent m&;mmmm“ .
the findings of a ml!-lnspecﬂup of ;he faplllly. . preparalion and submission of this pian of
L. . ) . -carrection de constitute imigs} . .
One deficlency was issued for complaint number - an m:mn::'v Kind by z:: (actity of u,:'
.| CAC0646361. L : , truth of any facts allaged or the corractness of
F 668 | Dialysis o F 8981  ashy conclusions'set forth by the survey
8sog | CFR(s): 483.25(1) : agency. The submission cf the plan of
. correctian within the tme framoe should th no
§483.25()) Dialysls. - . way bo considared or construed as egreement
The {aclgg ‘yrrsxgst ensb\l};e th:": res!d!:g;s who ‘:‘”‘Waﬂﬁ:m:;m m;?h?d
requlre recelve such servicas, consistent |. | - edmission - This
| with professional standards of practice, the L Seetonof oo constiuta his cllfes eradie -
comprehansive person-centered care pian, and e e oty Section |
the residents' goels and preferences. .. "o Hodith and Safety Gods.
This REQUIREMENT Is not met as evidenced ' '
Based on obsewaﬁon. intervisw, and record F 698
raview, the facifity failed to provide . ’ .
resident-centered care for residents recelving | How tho corrective action(s) will be
hemodialisis treatment (a treatment to filter ' sccomplished for those residents found to
wasteg and water from your blood, asyour : BD e dfastod- by the deflolent
kidneys did when they wére healthy) in practos.

accordance with current standards of practice for
3 out of 4 sampled resldents (Resident 2, 3,and
4). This deficlent practice had the potential to i - :
. | cause shortness of breath, bleeding, electrolyte . . : .

imbalances (is commonly caused by loss of body . ‘
. 9elzag

fluids through prolonged vamiting, diarrhea
Seh (he rablution may be excused from cofreciing providing i Is datenmined that

Sea InsifectiBns.) Excopt for nurelng homes, (he findings stated above are disclossbla 80 days
Is provided. For nursing hemias, the sbove findings and plans of comraction are dlsclosable 14
to tha faclllly. If deficlencles ara ciled, an approved plan of corraction s requisie to centinued
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sweating or high fever), infection, and may lead to
death. -

Findings;

'| On B/1/2019, at 11:55 a.m., an unannounced Visit

was made to the facility to investigate a complaint
regarding Quality of Care/Treatment.

A record review of Resident 2's admission record
indicated Resident 2 was admitied on 7/12/2018,
with diagnoses including generalized muscle
weakness and difficulty in walking.

During an Interview and observation with

| Resident 2, on 8/1/2019 at 12:10 p.m., at

Resident 2's bedside, Resident 2 stated he has
been a resident in the facility for several weeks
and nursing-staff do not monitor and assess his
AV graft (a surgeon connects an artery to a vein,
usually in your arm, to create an AV fistula) site
dally. Resident 2 further stated staff assessed his
site two weeks ago and this "makes him worry."
During an observation at Resident 2's bedside, no
emergency supplies of gauze, tape, or clamps
were observed. Further observation revealed no
caution-sign above the bed indicating Resident 2
has an AV graft, and avoid taking blood
pressures, labs and needle punctures on left arm.

Resident 2's Minimum Data Set (MDS- an
assessment and care planning toal); dated
7/19/2019, indicated Resident 2 had clear
speech, the ability to express ideas and wants,
and clear comprehension (understanding). The
MDS further assessed Resident 2 requiring
limited assistance from staff for bed mobility (how
resident moves to and from lying position, turns
side to side, and positions body while in bed),

(x4)ID" D PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL "1~ PREFIX (EACH CORRECTIVE ACTION SHOULD BE m;kfeﬂqn
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROSS-REFERENCED TO THE APPROPRIATE
_ i ~ DEFICIENCY)
Continued From page 1 F 608

On Resident 2, 3, and 4 corrective action
provided to Licensed Nurses Included
in-service meeting Initiated on B/1/2019 by the
Director of Nursing regarding care of Dialysis
‘Resldents, to provide residents with safe,.
accurate and appropriate care, assessments
and interventions to improve resident
outcomes. Completing pre and post dialysis
communication record. Dialysis Alert was
placed on front page of the patient chart, that
includes shunt site or central line site, dialysis
center, dialysis center address and dlalysis
contact number, dialysis scheduled days and
time, "as well as pick up time and
transportation information. Placed at the
bedside are dialysis kit on resident 2, 3, and 4
which includes dlalysls clamp, scissor clamp,
alcohol pads, 4x4 sterile gauze, and tape. We
placed a notification sign on the patient's roem
stating no blood pressure, no Venipuncture
and no bload draw on left arm or right arm.
Residents 2, 3, and 4 plan of care were
updated on 8/1/19.
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dressing, and personal hyglene.

Arecord review of Resident 2's physician orders,
dated 7/13/2019, indicated to monitor dialysis
site: left upper arm graft for signs and symploms
of Infection, and bleeding avery shift. Apply
pressure dressing if active bleeding is noted and
notify medical doctor. Monitor dialyss site for
bruits and thrills (brult is an audible vascular
sound associated with turbulent blocd flow.
Although usually heard with the stethoscope,
such sounds may cccasionally also be' palpated
as a thrill) every shitt.

A record review of Resident 2's care plan, fitled
“Dialysis, Renal," dated 7/12/2019, indicated
Resident 2 has advanced renal Insufficlency: end
stage renal fallure with hemodialysis and at risk
for injuries and complications related to' :
hemadialysis. Nursing interventions included to
monltor access slte graft for bleeding, drainage,
and signs and Symptoms of Infection every shift
Manitor access site for bruit and thrill every shift.
If brult changes in regularity and depth notify
medical doctor.

A record review of Resident 3's admlsslon record
indicated Resident 3 was admitted on 7/11/2019
with diagnoses including cellulitis (a bacterial
infectioni of the skin and soft tissues underneath)
of right upper limb, difficuity In walking, and

‘muscle weakness.

| During an interview and observation with .

Resident 3, on'8/1/2019 et 12:26 p.m., at
Resident 3's bedslde, Resident 3 stated he has
been a resident in the facillty for one week.
Reslident 3 stated nursing staff do not touch or
listen to his AV graft, nursing staff do not assess

How the facliity will tdentify other resldents
having the potential to be affected by the
same deficlent practice and what carractive
action wlll be taken.

All current dialysls patients 2, 3, and 4 charts
were reviewed by Diractor of Nursing on
_ 8/1119. Medicai records will review and audit
on a regular basis and any findings wil be
reported to the Director of Nurging or
" Designes. Chart review will ba conducted at
daily morning mesting for all new admissions.
" Al new admissions requling dialysis,
admission nurses will place the sign fer no
blood pressure, no blocod draw and
venlpuncture on dialysis access site If it's right
or lefl arm and will be communicated to the
- Director of Social Services for transportation
needs. All Inqulies from admissions wil
acqulre dialysis information as part of the
pre-admission process.

What measures will be put Into place, or
what systematlc changes will the facllity
make to onsure that the deficient practice
does not occur, :

Medical racords will régularly audit.all dialysis
patlents record. During morning meeting
Director of Nursing or -designee will review
admission charts. Admissions will provide as
part of pre-admission process Inquiry record of
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his blood pressure, pulse or AV graft when he -
returns to the facility after a hemodialysis
treatment, and stated this Is "not good”. Resident
3 further stated staff tries to take his blood
pressure on the left arm. During an observation at
Resident 3's-bedside, no emergency -
equipment/supplies or.sign indicating no bload
pressures on the left arm were observed.

Resident 3's MDS, dated 7/18/2018, indicated

-| Resident 3 had clear speech, the ability to

express ldeas and wants, and clear

. | comprehension. The MDS further Indicated

Resident 3 required extensive assistance from
staff for bed mobility (how resident moves to and
fram lying position, turns side to side, and
positions body while in bed), dressing, and
personal hyglene.

Arecord review of Resident 3's physician orders,
dated 7/11/2019, indicated no blood pressure
taking, no venlpuncture, no blood draws to left .
arm secondary to presence of dialysis site: left
upper arm AV grait. ’

Arecord review of Resident 4's admission record
indicated Resldent 4 was admitted on 7/1/2019
with diagnoses Including chronic respiratory
fallure (respiratory system Is unable to remove
enough carbon dioxide from the blood, causing it
to build up in your body), end stage renal disease
(kidneys are only functioning at 10 to 15 percent

‘of their normal capacity), and difficulty in walking.

During aninterview and observation with
Resident 4, on 8/1/2019 at 12:30 p.m,, at
Resident 4's bedside, Resident 4 stated she has
been a resident in the facility for one and a half
months and-only one nurse checks her right

- Director of Social Services who wiii attempt to

.accommodale later chair time. The Licenss

*transportation arrangemenl.' All residents will -
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Resident 1.n0 longer in the facility at this time.
Corrective action included Director of Nursing
who provided inservice training on 8/01/19 on
Care of Dialysis Resident and Transportation
lo Licensed Nurses to assist residenis in- |
accessing transportation according to their -
needs. Any missed dialysis pertalning to
transportation lssues, will be directed to the

call other transportation modes including -
private transportation, community transport
based services andlor responsible party for
asslistance. Licensed nurse will notify. Dialysis
center of. .transportation issues to

Nurse will notify Physiclan of any difficulties
and for any special considerations thaf may
require a transfer to Acute hospital for dialysls.
Inservice  tralning was provided by
Administrator and Director of Nursing
regarding Transportation to the Directer of
Soclal Services, Soclal Services Assistantand -
Case Manager. A dally appolntment calendar
is printed out by Soclal Services Diractor or
designse and provided to each nursing station
with Information including each resident name,
appolntment time, locatlon, - and' .
physician/dialysls nems.. Part of the
pre-admisslon Inguiry and pre-admission forms
will include dialysis Information and

have Dialysis alert placed in front of the chart
and include information of dialysis pick up and
transportation time.
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sub-clavian artery (arteries are pipss that carry
blood rich in oxygen from your heart to your arms
and the back of your braln) hemodialysis
catheter. Resident 4 further stated, “I'm mad as
hell, my life depends on them". During the
observation at Resident 4's bedside, no

emergency equipment of gauze or clamps were
| observed.

Resident 4's MDS, dated 7/8/2019, indicated

. | Resident 4 had clear speech, the abllity to
express ideas and wants, and clear - ,
comprehension. The MDS further assessed
Resident 3 requiring extensive asslstance from
staff for bed mobllity (how resident moves to and
from lying posiltion, turns side to side, and
positions: body while in bed), dressing, and
personal hygiene. -

A record review of Resident 4's care plan, titled
“Dialysls, Renal", dated 7/7/2019, indicated
Resident 4 has advance renal insufficlency: end
stage renal failure with hemodialysis and has a
potential for injuries/complications (is an.
unfavorable result of a disease, health condition,
or treatment) related to hemodialysis. Nursing
interventions included 1o monitor the
hemodialysis catheter (vascular access
procedure Inserts a flexible, sterile plastic tube
called a catheter into a blood vessel to allow
blood to be drawn from or medication to be
delivered into a patient's bloodstream) for
bleeding, drainage, and signs and symptoms of
| infection every shift. If bleeding is apparent, apply
direct pressure over the hemodialysis access site
and call medioal doctor promptjy.

During an interview with thé licensed vocational
nurse (LVN 1), on 8/1/2019, at 1:05 p.m., LVN 1

Fees|

FORMAPPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381 .
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) gg}ﬁi féglafvgv
AND PLAN OF CORRECTION IDENTIFICATICN NUMBER: A BUILDING
. . ! * ’ c )
.. 665039 B. WING 09/16/2019
NAME OF PROVIDER OR SUPPUER : " STREET ADDRESS, CITY, STATE, ZIP CODE * .
: . 947 THIRD STREET
FIRESIDE CONVALESCENT HOSPITAL s ANTA MONICA, CA 80403
’ ' . . : ! ECTION (Xs) .
¥4’ |, SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORR oo
EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE
P?EQX éeeuwrom OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
, : T . DEF(GIENCY) )
F 698 | Continued From page 4

'FORM CMS-2867(02-88) Previous Verslons Qbsalete

Event [D:5QWD11

Facilty (D: CA910000038 If continuation sheet Page 509




6309 afieg 188ys uopenufjues )| 8£0000046YD Q) AlRey

HaAMD:Q) lueag

GiBjsq0 SUDjIBA, SNOIABY (GE-Z0)LBSZ-SND WHOS

0884

8694

| syesB Ay sjuepjsal 8y} ssasse o} ||gj yeys Bujsinu

PBOUSPIAG SB J8LIJOU S| LNIWANINDIY SIUL

: "SIENPIAIPU| Yim Ajjoauip

Bupyiom Bupyes ases Yjleay e u) aousyadxa

310M [ejoos pasintedns Jo Jeah suQ (2)(d)o2'eabs

. pue ABojoyohsd
. bue 'Bujjesunod uoyeyiqeya: ‘uojjleanpa
[ejoads ‘ABojojuoieB ‘ABojojoos ‘o) paywy) jou

Inq ‘Bujpnjoy; pjay saojes uewny e uj aniBap
SA0j8yoeq & Ja 3jlom [2jo0s u| aeiBap s ojayoeq
B JO Wnwjujw e yym ienpiapul uy (L)(d)o2'ears

o ‘S| Javjlom [ejoos payijenb

V "siseq awp-jinj e uo Jayiom |efoos payjenb e
Aojdwa ysnw spaq gz, uzy) asow uym Ayjaey Auy.
“Ixiom jejoog (d)oLegr§

a=ss
098 4

- (@)M)d)os esy (s)y0

SPag 02| < Jaxi0M [B]30S 0 Suoyeayjient)

~ "suopes)dwoo

Jusiedde Aue jo Ajsjejpaww) payyou aie
suepasiyd ylys Aiana fousied pue uojjjpuon Joy
PB308LD ale sayis Junys “18pio s,uBjaisAyd yym
‘asinu pasusgj Aq papjaosd aq |m asea unys
"In230 suopEo||dwos J) pamojjo; aq o) sainseaw | -
oyjoads ssyjuap) pue suopeo)dwon sjusaasd
‘Sjunys snousaoyayie Jo (pajonnysqoun Jo
‘pepuedxe ‘tado Bujaq Jo uogjpuos ay)) Aousied
'8Y} sulejujew jey) aies Bujsinu apinosd o)

Ajiioey ey) jo esodind ay) s| 3 peteajput wiuspisay
sisfeiq Jo ased, peyp ‘Aojjod Ayjlioey peyepun sy

. "Yieauq Jo Joys awodaq
Aew sjuapjsai ay; 'siajeyien sjsAjejpowsay Jo

. 3l POjElS JByun) | NAT 'PoQjq 9s0j Aew Juspjsal
8y} a1y Jou are sajjddns Aouabisw 4| ‘apjspeq
84} Je 8q pjnoys sa}jddns AsuaBiawse pajejs

g ofied woi4 panujuoy | ggg 4

. {AoNZigld3a
3LVI¥JONddY IHL OL GIINIUILZH-SS0HD
34 QINCHS NOILOY IALLOZYHOD HOVA)

ava
NOUITINOD
6 NOILOZUNOO 40-Nv1d SMIQNONd

vl

. XiH38d
a

Syl
Xi434d
alpx)

(NOLLYWHOSN ONIAJILNIO! 987 ¥O AMOLYINOIY
TN A8 03032344 38 1SN AONTIDISZA HOV3)
- S3IONII0120 40 INTWILVLS AUVINNAS

£0v08 VO ‘VIINOW VLNVS
133YLS QMIHL Lb6
- 3009 dIZ 'FLVLS 'ALID 'SSIHAAY LIFULS |

IVLIdSOH LNIOSTTVANOD IchsaId
. H3INddNS HO ¥IMAOUd 40 IWVN

6L02/9L/60
o)

aaizadnNog
ASANNS 3Lva (ex)

ONIM '8

oNIgTIng v
NOLLONMLISNOD F1dILINN (2X)

680558

NZENNN NOLWVOLAINZal NOJLOZUHOO 40 Nv1d ONV
VITDMAddNSAIAINOY (1X) $3IONZ101430 40 LNSWALYLS

"1680-8€60 ON 8NO0

Q3AOYddY WO

6102/91/60 ‘TILNINd
tun

6L02-91~60  vbi6Si€T

S30INNLS AIVOITIN 8 IHVOIaIW ¥Od SY3INIO |
S30IANIS NYINNH GNY HLTV3H 40 IN3WLINvd3a

~oeee



........ - nriv 23:59:57  09-16-2018 15117

. ' ' : . PRINTED: 09/16/2019
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

" CENTERS FOR MEDICARE & MEDICAID SERVICES : . OMB NO. 0838-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (x3) ggm LSéJTI}EUI;EY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING ED
; . C
555039 . B. WING ; 08/16/2019
NAME OF PROVIDER OR SUPPLIER ) . STREET ADDRESS, CITY, STATE, ZIP QDDE

. 947 THIRD STREET
SANTA MONICA, CA 80403

©(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION

FIRESIDE CONVALESCENT HOSPITAL

(%5)
E COMPLETION
REFIX EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B
PTAG Pk REEGULATDRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY)
~ F 850 Continued From page 6 : F 850
by:

Based on interview, and record review, the
facility failed. to provide reliable transportation for
hemodialysis treatments for one of four sampled
residents (Resident 1). This failed practice i
resulted in Resident 1 with multiple hospital .
admissions for not receiving hemodialysis
treatments as ordered and in a timely manner.

Findings: .

On 8/1/12018, at 11:55 a.m., an unannounced visit
was made to the facility to investigate & complaint
regarding Quality of CarefTreatment.

A review of Resident 1's admission record
indicated Resident 1 was re-admitted to the
facility on 10/11/2018, with diagnoses including
stage four chronic kidrey disease (kidneys are
damaged and can't filter blood the way they
should), difficulty walking, and muscle weakness.

Resident 1's Minimum Data Set (MDS- an..
assessment and care planning tool), dated |
| 10/27/2019, indicated Resident 1 had clear |
speech, the ability to express ideas and wants,
and clear comprehension. The MDS further
| indicated Resident 2 requiring extensive
assistance with dressing, toilet use and personal
hygiene,

Arecord review of the Skilled Nursing Facility .
History and Physical Examination (H&P) recard,
dated 10/22/2018, indicated Resident 1 presents
with altered mental status having missed
hemodialysis. The H&P further indicates Resident
1 was recently admitted last week to the General
Acute Care Hospital (GACH), and discharged on
10/11/2018, for the same issue, having missed

FORM CMS-2567(02-88) Previous Versions Obsolale Event ID: 5QWD11 Facility ID: CAS10000038
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| Arecord review of Resident 1's admissions

hemodialysis due to transportation.

record indicated Resident 1 was admitted on

9/28/2018 and discharged on 10/1/2018, admitted |

on 10/6/2018 and- discharged 10/8/201 8, admitted
10/11/2018 and discharged 10/15/2019; -

A record review of Resident 1's physiclan orders,
dated 10/12/2018, indicated Resident 1 will have
hemodialysis every Monday, Wednesday, and -
Friday at 3:00 a.m. .

A record review of the inter-disciplinary progress
notes, dated 10/20/2019, indicated at 14:30 am.,
the Insurance company that covers Resident 1's
hemadialysis transportation was having a difficult

time providing transportation due to Resident 1's
chalr time.

A record review of the transportation logs
indicated Resident 1 was transported on

10/12/2018 to Hemadlalysls and 10/23/2019 to a
different location. :

During an Interview with the Scclal Service
Assislant (§SA), on 8/1/2019 at 1:15 p.m., she
stated If transportation was not available, she
would try to locate another transportation
company and inform the hemodialysis unit.

Resldent 1's care plan, titled “Renal,* indicated
Resident 1 Is at risk for shortness of breath, chest
pains; edema (a condition characterized by an
excess of watery fluld collecting in the cavities or
tissues of the body), elevated blodd pressure,
elevated BUN/éreatinine (waste byproducts of

protein metabolism that are usually filtered by the
kidneys and excreted in the urine.) due to
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advancing age, complex and medical condition,
Nursing interventions indicated nursing staff will
monitor for signs and.symptoms of shortness of
breath, chest pain, and edema. .
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accessing transportation according to thelr needs.

The facllity is expacted to help residents evaluate !

options and access public or private
transportation according to thair means and
abilities to travel safely in the community,
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