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The following reflects the findings of tl1e 
California Department of Public Healtl1 during an 
abbreviated suNey for the investigation of 
complaint #CA00433532. 

Representing the Department of Public Health: 
HFEN, 17069 

The Inspection was limited to the specific 
complaint investigated and does not represent 
the findings of a full Inspection of the facility. 
483.20(k)(3)(1) SERVIC ES PROVIDED MEET 
PROFESSIONAL STANDARDS 

The services provided or arranged by the facility 
must meet professional standards of quality. 

This REQUIREMENT Is not met as evidenced 
by: 
Based on Interview and record review, the facility 
failed to provide services that met profess!onal 
standards of quality when Licensed Nurse (LN) 1 
flushed Resident A's nephrostomy tubes (a tube 
that is placed through your skin Into the kidney to 

I 
drain your urlne)wfthout a physician's order. This 
fellU(e had the· potential .for a negative health . 

I ou tcome. 

Findings; 

Resident A was admitted to the facility 11/29/14 
and diagnoses included rehabilitation, 
hydronephrosis (swelling of a kidney due to urine 
is unable to drain from the kidney) and 
urinostomy (a stoma surgically created outside 
I the body used for the elimination of unne). 
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PLAN OF CORRECTIONS 
"Thie plan or correction lg prep~red 11~ 
pRl'I of the quality akrnrH nce process for 
the provider. This plau of correction und 
Hny nmched ducumu1t.1 are prepared 
will! rnbslanllal rcllante upon privileged 
pter rc\•lm i11formHtlon and/or reporrs 
and a~ tuch nre proleeletl frtJm 
discovery." 
"This plan of correctlo11 h prcpa•·ed, 
submhtcd end/or executed solely becnu~c 
II is rc4ulred by local, state and/or federal 
rrgulntions, "o\!cs, and or guldellnc~. A• 
this tr11nm1lnton Is required by l»rr, H Is 
not ~ waiver of the pr<wbtnn~ within 
npt>llcnble law5 and regulations or any 
other codtR, sl~tutes or regnlallons." 

F281 

Corrective Action for the 11ffected 
resident 

Resident A. was discharged. 
Chllrge nurse who fa iled to get the 
order for flushing the nephrostomy wu~ 
inserviced one: on um: on nephostomy 
care which included need for order for 
flushing on 3/ l 7/15 Licensed stnfT 
wa' inserviced on ncphrostomy cure 
which includc:u need for flushing on 
.3/25/15 

LASOR 'TORY I' CX-0,H'S R ROV ER~j;:LIR REPRESEN'J'ATIVE'S SIGNAllJRE TIT..lf tXAl nATP 

· r ~ '- / _,/ OfJrJ d.i.~4s-
Anv deficiency atement ending with a terlsl\ ·) dor.o:os a deficiency which tne ins\ltullon rn<iy be cxcusfld from correcting providing ll ls dete.rmlned thai 
other safeguards provide aufticlGnt pr ctlon . pallonts. (See i n~lruction~.) Except for nursing homes, the finding$ stc•tod ~bovo aro cllsclo~abl e 90 days 
fol1owlng the date of survey whet11er o a plan of correc:lon Is provldeo. For n1.irsl.1g homes, the abov'l findings and plans of correction are dlsclo$~ble 14 
days following lhe dale lnese documents are rnaoe available to lhe facility. If deficiencies are cited . 11n approved olan of correction la requlslle lo continued 
program participation. 
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Review of Resident A's Resident Progress Note, 
I dated 1/10/15 at 6:51 p.rn., indicated LN 1 
1 flushed Resident A's nephrostomy tubes with 
normal saline. A Resident Progress Note, dat€d 
1/11/15 at 9:59 p.rn., Indicated agsln LN 1 flushed 
Resident A's. nephrostorny tubes with normal 
saline. 

Review of Resident A's physician's orders 
Indicated no order for LN 1 to flush Resident A's 

, nephrostomy tubes. 
I . 

During an Interview with the Director of Nursing 
(DON), on 3/11115 sit 8:52 a.m., she confirmed 
she was unable to locate a physician's order for 
LN 1 to flush Resident A's nephrostomy tubes on 
1110 snd 1/11/15 

Review of the "Nursing Practice Act Rules and 
Regulations" revealed "Article 2 Scope of 
Regulation 2725 (b). The practice of nursing 
within the rrieaning of this chapter means ... (2) 
Direct and Indirect patient care services, 'including 
but not limited to, the administration ot 
medications and therapeutic agents, necessary to 
Implement a treatment, disease prevention, or 
r.<lht>"bllltijlJV$ .r!!glrn~n. gr~~r~c/ ... t!Y .~~d. xvi.th.I~ the 
scope of llcensure of a physlolsn, dentist, 
podiatrist, or cllnlcal psychologist, as defined by 
Section 1316.5 of lhe Heelth and safety Code." 
(Nursing Practice Act Rules and Regulations 
Issued by lhe Board of Registernd Nursing 1897 
State of California Department of Consumer 
Affairs. pp. 5.). 
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Identiflcatloll ~f other residents 
potentially nt rlrjk 

Residents with nephroston1y tube will 
Identified through on >1udit by Medical 
Records. 
There were no other residents identified 
that has nephrosLomy. 

Measures will b" put into phu:.e and 
systen1ic cha,nges to ensure the 
deficient practice does not occur 

DON!Dt:slgnce \vi!! r¢view identified 
resld~nts' ordei·s and look tit. order 
sp~<;lfic.: lo flushing; l:he nephoston1y. 
DON/Designec wiU co.rty oul MD)s 
order for ncphrostorny t1ushlng, 
DON wil1 inservioe u.11 \ic.::nscd nurses 
on nephostomy care and policy of 
getting physician 1s order for all 
pro cod ures. 

Monltol'lng Process 

DON/Designee will review oil 
nephostorny orders fron1 adrnlssion for 
nephroston\y flu~hing orde1·. 

DON/Designee will ropmi to Quality 
Assurance Committee for re-vision, 
evaluation and n::commcndation if 
needed. 

Corrective actions will be completed by 
May 29, 2015 
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