1630 N, Edison St. Stockton, CA 95204 + Tel: (209) 948-8762 ¢ Fax:(209) 948-1629

October 31, 2024

California Department of Public Health
Center for Health Care Quality,

Stockton District Office

3121 West March Lane,

Suite 150

Stockton, CA 95219

Dear Ms. Afshan Ali, HFES

Reference CADD916585

Attached are plans of correction to the deficiencies identified cn an abbreviated
survey on October 10th 2024. The plan of correction is an allegation of compliance
to F698.

/willy De
Alternate Administrator
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require dialysis receive such services, consistent
with professional standards of practice, the
comprehensive person-centered care plan, and
the residents' goals and preferences.

This REQUIREMENT is not met as evidenced
by:

Based on interview, and record review, the
facility failed to ensure that one of three sampled
residents (Resident 1) was provided dialysis (the
process of removing excess water, solutes, and
toxins from the blood In people whose kidneys
can no longer perform these functions naturally)
care and services consistent with professional
standards of practice when:

1. Resident 1 was unable to attend his scheduled
dialysis session and his make-up dialysis session
due to transport being unavailable; and,

2. Residenj4l's/monthy labs from the dialysis
center wefe ngt ayailable in Resident 1's medical
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F 000 | INITIAL COMMENTS F 000| The following are the allegations of
compliance to the deficiencies
The following reflects the findings of the identified:
California Department of Public Heaith during the
investigation of one complaint. How corrective actions will be
' accomplished for those residents
Complaint Intake Number: CA00916585 found to have been affected:
' 1) List of transportation directory
The inspection was limited to the specific added UBER will be utilized in case of
complaint investigated and does not represent need. Likewise, a facility non-medical
the findings of & full inspectlon of the facility. vehicle will be available at the facility
for use of resident in need for dialysis
One deficiency was identified for complaint transport.
number CAQ0916585 at FE98. Responsible Party: Social Services
F 698 | Dialysis F 698| and Nurse Secretary will schedule
55=D | CFR{s}: 483.25(1) transportation
Administrator/DON or designee wil}
§483.25() Dialysts. monitor overall compliance T yf/
The facility must ensure that residents who Correction Date: 10/22/2024 /] 4

How will facility identify other residents
having the potential to be affected :
List of residents who are on dialysis
are reviewed and found no missed
dialysis schedule due to transportation
Issue.

A list of residents on dialysis will be
subject of discussion at daily standup
meeting.

Responsible Party: AdministratorfDON
or designee will monitor overall
compliance

Correction Date : 10/22/2024
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Any deﬁcienc@t’aten&ﬁt anding gith an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it Is determined that
¢ther safeguards provide sufficient pratection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
fallowing the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of corraction Is requisite to continued

program participatian,
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record.

The failure of unavailable transportation led to a
delay in dialysis care for Resident 1 with a
potential to alter Resident 1's health status. The
failure to include Resident 1's labs in his medical
record had the potential for a lapse in Resident
1's care between the facility and the dialysis
center.

Findings:

1. Areview of Resident 1's Admission Record
indicated Resident 1 was admitted to the facility
in 2022 with diagnoses that included
hypertension, end stage renal disease {chronic
disease where the kidneys are permanently
damaged and can no longer function) and
dependence on dialysis.

During a review of Resident 1's Electronic Health
Record (EHRY}, in the orders section, indicated
Resident 1 would attend scheduled hemodialysis
{a process of filtering the blood of a person
whose kidneys are not working normally)
sesslons three times a week. The specific days
were Monday, Wednesday, and Friday at 2 PM.
The order indicated Resident 1 was to be picked
up at 1:30 PM by "...[name of transportation
companyf ..."

During an interview on 9/6/24, at 1:25 PM, with
the Assistant Director of Nursing (ADON), the
ADON confirmed Resident 1 did not go to his
scheduled dialysis session on 8/16/24. The
ADON stated Resident 1's next dialysis session
was mada for 8/19/24.
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F 698 | Cantinued From page 1 F gog| What measure or systematic changes ~

will be put into place to ensure deficient
practice does not recur:

List of dialysis resident scheduled for ihe
week will be discussed at daily stand-up
meeting to determine transportation
needs,

Responsible Party: Social Service
Designee will provide the list, and the
Nurse Secretary will ensure that
residents scheduled for dialysis have
transportation to take them to the clinic.
Transportation resources will be utilized
in the order of need from list of
Transportation company doing business
to the facility, UBER transport, facility
owned non-medical transport.
Administratot/DON or designee will
ensure overall compliance.

Correction Date: 10/22/2024

How the facility plans to menitor
performance to make sure that the
solutions are sustained:

Dialysis residents schedule will be
discussed daily at stand-up meetings to
determine transportation need.
Resources will be utilized to ensure
transportation is available as scheduled,
The subject will be included in the
Quality Assurance Meeting Quarterly to
measure the effectiveness of the
systematic change and revise the
system as needed.

Responsible Party; Social Service
Designee, Nurse Assistant to implement
the system

Administrator/DON or Designee to
ensure overall compliance.

Cerrection Date: 10/22/2024
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F 698 | Continued From page 2 FF 698| How corrective actions will be

During an interview on 9/6/24, at 1:33 PM, with
Licensed Nurse (LN) 1, LN 1 stated Resident 1
had missed a regularly scheduled dialysis
session due to transportation issues. LN 1 further
stated she would have preferred to make an
appointment for a make-up sessicn on the same
day a resident missed a session or as soon as
possible.

During an interview on 9/6/24, at 2:08 PM, with
LN 2, LN 2 stated dialysis was very important. LN
2 stated it was conceming that Resident 1 went
four days without receiving dialysis treatment. LN
2 further stated four days was a long wait and
that a make-up session should have occurred the
very next day. after a missed session,

During an interview on 9/6/24, at 2:18 PM, with
LN 3, LN 3 stated there could be many
complications that occur with missing dialysis
appaintments.

During an interview on 10/10/24, at 12:55 PM,
with the Nursing Secretary (NS), the NS stated
she did not try calling the two private
transportation and ride-sharing companies to
request sarvices for medical transport. The NS
further stated she did not call an ambulance for
an emergency pick-up either. The NS stated she
did not notify the resident’s family for a possible
pick-up as well.

During a phone interview on 10/11/24, at 2:25
PM, with the Primary Boctor (PD), the PD stated
she could not recall If anyone called her from the
facility regarding Resident 1 missing his dialysis
appointment.

accomplished for those residents found
{o have been affected:

Routine Labs and results completed in
dialysis clinfc are requested and
received copies to this date were filed
in residents clinical records by Medical
Records Designee. Lab result will be
available for attending physician's
review,

Respansible Party : DON/Designee will
menitor compliance with weekly dialysis
audit

Correction Date: 10/22/2024

How the facility will identify other
residents having the potential to be
affected :

l.ist of dialysis resident will be provided
by Medical Records to determine if
there are missing monthly labs from the
dialysis center. Medical Records will
follow up with the Dialysis Center for
copies of lab results and missing results
will be brought up at the daily stand-up
meeting for next level of action by the
DON/Designee to ensure compliance.
An In-service was conducted by the
DON to all LN, Social Service Designee
and Nurse Secretary.

Responsible Party: Medical Record will
implement; DON/Designee will monitor
compliance; Administrator will ensure
overall compliance.

Correction date: 10/22/2024
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F 698 | Continued From page 3 F 698 What measures or systematic changes
During a concurrent interview and record review will be put into place to ensure deficient
on 10/10/24, at 2:50 PM, with the DON and LN &, practice does not recur:
a facility contract titled, "NURSING HOME
DIALYSIS TRANSFER AGREEMENT,” dated Routi_ne Iqbs and res'uits completed at
1/16/2024 was reviewed. The DON confirmed the the dialysis center will be requested for
facility was responsible for providing record keeping s{t the resident's cllm_cal
} A record o be available for the attending
transportation for residents to and from the physician's review.
dialysis center.
Dialysis Center will be requasted to
During a phone interview on 10/16/24, at 3:25 provide any labs that are done STAT in
PM, with the Dialysis Nurse (DN) 1, DN 1 stated the Post Dialysis Communication note to
Resident 1 did not attend his scheduled dialysis gf] fe.‘”,ewid by the 'i-t!\' aI”d “fﬁ'fy
ses§ion oh 8/1 6!24_@ue to transport not being M eﬂ;c;me‘;gfé‘g S;S'g:}er: i;ilsr'e quest
available at the facility. copies of all routine lab works
completed the previous month every
A review of an undated facility policy and first week of the following month,
procedure titled, "PRE AND POST DIALYSIS
MONITORING," in the section "Before Dialysis The LN will request a copy of the results
Procedure,” indicated,  ...If resident is cleared to of labs done STAT at the dialysis clinic
go to dialysis center, arrange transportation and notify he Physician of resuits.
services and secure transfer information for the In-service was conducted by the DON to
dialysis center ..." LN; Medical Records on the Policy and
Procedure of Dialysis Care on
2. During a concurrent interview and record 10/22/12024.
review on 10/10/24, at 1:50 PM, with LN 6, LN 7, Responsible Party: DON/Designee will
and the DON, Resident 1's *[ dialysis center] monlltolr compl:a_nce with weekly audits,
Labs," dated 4/29/24 to 5/29/24 were reviewed. Admiplstrator will ensure overall Va7
LN 6 stated labs were being done at the dialysis Corrzction Date: 10/22/2024 ,
center monthly for Resident 1. LN 6 confirmed
the facility did not have any lab results for %\
Rasident 1 since 5/29/24. The DON stated the
charge nurses were responsible for reviewing the
labs. The DON further stated the PD would
review the fabs only if they were critical values
(abnormal fab values that require a physician's
attention) and did not review them monthly.
During a phone interview on 10/11/24, at 2:25
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F 698 | Continued From page 4 : F 698| How the facility plans to
PM, with the PD, the PD stated she did not monitor its performance to

review the monthly labs for Resident 1. The PD

further stated that unless labs were critical, she make sure the solutions are

would not review them. The PD stated she did sustained.
not order a monthly lab draw for Resident 1 ) .
because he got them done at the dialysis center. The subject will be included in the

daily stand-up meeting for

During a phone interview on 10/16/24, at 3:25 consistent follow up.

PM, with the Dialysis Nurse {DN) 1, DN 1 stated

the facility had to request labs from the dialysis Responsible Party: Medical

center to view them. DN 1 further stated Resident Records Designee, to ensure Lab
1 was getting labs drawn monthly as well some results are submitted by Dialysis
labs were drawn every two weeks. DN 1 stated Center DON to monitor

Resident 1's last lab draw was on 8/14/24. compliance.

A review of an undated fagility policy and . o )
procedure titled "DIALYSIS CARE," in the section The Administrator will include in
“Pracedures,” indicated, " ...Information such as the Quality Assurance Quarterly
the following, shall be documented on resident's meeting to measure the

medical record ...Laboratory testsras indicated ..." effectiveness of the solution or

revise as needed. S0 s
Correction Date: 10/22/2024 M
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