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The following reflects the findings of the
i Galifornia Department of Publio Health during an
| ebbreviated survey regatding investigation of
| complaints conducted on B/28/17 and 10/5/17.

For Complaint CADD553960 regarding Quality of
Care/Treatment and Transportation Sarvices, the

| department did not substantiated a violation of

| federal or state reguiations. However, a federal

| deficiency was identified for a violation unrelated
to the complaint (F208),

| Far Complaint CAQ0558827 regarding Quality of
i Care/Treatment, the department did not
substantiated g vigiation of {ederal or state
i rsgulatmns
P ey
Fer Complatrt CAOGSSdOQS regarding Admission,
Transfer & Discharge Rights, the depariment did
not substantinted a viclation of federal or state
regulations.

! ‘ | \ N
| Inspection was limited 1o the specific complaint EAT ~(-—fit Gty \Vs ol ‘t

Investigated and does not represent the findings S . -
of a full inspection of the facility. | dnsuwe o mykl (e |
‘ !

!{ Reprasenting.the California Department of Public loU)), :
! Health: 36044, Health Fedilities Evaluator Nurse. <

F 308 483.24, 483.26(k)(}) PROVIDE CARE/SERVICES F 309

ss=0 ! FOR HIGHEST WELL BEING

483.24 Quality of life !
Quality of life i& a fundamental principle that @ Q(?i’i 2L nj\,- (e (O
. ; o | , e /1
/ [’f/ A

appiligs to all care and services provided to fagility

residents. Each resident must reoeive and the 4 \M\J‘(
facility must provide the hecessary ¢ars and [ Wi'e \C%U( a
services fo aftain or inaintain the highest LCAU\\ i .
a A
LABOR, '5 OF FROVIDER/SUPELITT] REPRESENTATIVE'S SIGNATURE TITl (X8} DATE.

2/27]]F

;\ny_deﬂi:iﬂfﬁ atal xm ending with an _;e-n'a‘ {3 d 'no & deficiency which the institution may be excused from comécting providing it is determjned tha L'( C e ;/ﬁf‘ A

other safeguards pkowde sufficlent protegtion 10 ¢ cnts. {See Instructons,) Except for nursing homes, the findings stated above are disclosable 90 days !

Tollowing the date orggrvey whethehor pot a plan of corractlan Is provigsd. Foe nursing homas, the above findings and plans of eorreciion are disclosable 14 - o DOX) ¢~
aays following the cats these documdiits are mada availabie to the faciity, | deficiencies are clied, an apprevad plan of correction is raquisita to ontinued .

program particlpation, / 7‘/,/. P4 f‘?’ i
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| practicable physical, mental, and psyohosocial |
well-peing, consistent with the resident's
comprahensive assessment and plan of care,

i 488.25 Quality of care

Quality of care is a fundarmental principle that
apphas o ail treatmen! and care provided 1 i
facility residenis. Based on the comprehensive ’
assessment of & resident, the facility must ensure |
that residents receive traéatment and care in |
accordanoe with professional standards of
practice, the comprehensive person-centered '

oare plan, and the residents’ choices, including
but not limited to the following;

{k) Pain Management. :
' The facility most ensure that pain management Is |
| provided to residents who reguire such services, |
consistent with professional standards of practice, .
the comprehensive person-centered care plan, |
and tha residents' goals and preferences.

i () Diglysis. The fagility must ensure that .

1 residents who require dialysts receive such

| sdIvices, ponsistent with professianal standards

| of practice, the somprehensive person-cemerad

| care plan, end the residents’ goals and

! preferences, .

: This REQUIREMENT s not met as evidenced
by: z:m - A4

Based on interview and record review, the faclility
; failed to follow facllity's policy and procedurs 1o
ansure & pra/post dialysls assessment was done
for three of thrge sampled residents (1, 2, and 3).
These failures had potential to affect the

i residents' dislysis care,

Findings:

i

)
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1. Resident 1 was admitted on 7/26/17 and i 4l i
discharged on 9/20/17. Review of her admission Nialup. e as$es m 3
dingnoses included end stage renal disease - ; AT i
{ESRDY) and dependence on hemodialysis. .(n:f oy (?’ g WG %’
Review of Resitiant t's physician's orders g_a/ | vroriHn | Yhen
indicated an order for hemodialysis three times : ‘ (
per week, Y, OL\\,LO-‘\C- & (’\—EM T

) .. N
During a review of Resident 1's clinical record ();W (> Wdﬂl
indicated licansed nurse did not perform a

pre-dislysis assessment prior o hemodialysis on ﬂvcrw\ﬁ‘m Y“?r £
8/31/17 and did not compiete a post-dialysis ,
assessment. UU’\ g ML& ;Jr (—ﬁ”m o
- During an interview with assistant director of e \(,Q_‘{DJV' o A el
nursing (ADON) or 10/2/17 at 10:45 a.m., she N L 4 -
raviewad the pre/post dialysis assessment record et o "5 Geudt i /w) -
dated 7/20/17 10 9/10/4 7 from the dialysls / // /
communication binder and clinical record, but q(1 }(’

couild not find any evidence Resident 1 had been CED W - l\g\ T ,h B,

assessed prior or after the dialysis, She statad ,
e ; ; d | g_e (&
the licenssd nurse should have conducted a g - o aued + NS

pre/post assessment for dialysis cars.

2. Resident 2 was admitted on 8/12/16 with Wi e '\C)M + o |
™ e § e Gyeoniolly
Gt vtnds .

Review of Resident 2's pre/post dinlysis
assessment indloated Incomplete assessment for
her post dialysis. -

Duning a concurrent interview with ADON, she
reviewed the pra/post dialysis assessment record
and stated licensed nurses are raquired to
complete three assessments for monitaring the
side affect (bleeding, low blood pressura, blood
blets and Infection) from post dialysls residents
and this was not completed. |
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| 3. Resldent 3 was readmitted on 3/24/17 with /
! diagnoses including ESRD and dependent on i A1
rerial dialysis. Review of Resident 8's physician rd
arders indicaied an order for hamaodialysis three 4

times per week,

During a review of pre/post dialysis assessment
indicated his post dialysis assessment was
incomplate.

During an Interview with the ADON, on 10/2/17 at
12:10 p.m., she reviewed the pre/poat dialysis
assessmoent and stated it was an inoomplete
assessmant.

J'
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