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F 000 I INITIAL COMMENTS F 000 : 

! The followJng reflects the findings of the I I 
: Californio Department of Public Health dwi ng an 
! abbreviF.1.ted survey regarding investigation ct 
! complaints conducted on 9/29/17 and 10/5/17. 

I For Complaint CA0055S960 regarding Quality of 
· Care{rreatment and Transportation Services, the 
department did not substantiated a violation of 
federal or slate regulatlons. However, a federal 
deficiency was identified for a violation unrelated 

. to the oompls.int (F309) , 

I 
For Complaint CA00553627 regarding Quality Of 
Care/Treatment, the department did not 

1 substantiated a violation ofiederal or state 
i regulations. 

. : :· . ! ' 

For Complaint CA00554026 regarding Admission, 
Transfer & Discharge Rights, the department did 
not substantiated a violation of federal or state 
regulations. 

I Inspection was llmited to 1hespecttic complaint 
, Investigated and does not represent the findings l of a full Inspection ot the facility. 

I Aepres!'!nt!ng;the Ca)ifpr~ Department ot Public 
i Health:. 36044, Health Fe.oilities Evaluator Nurse. 

F 309 j 483.24, 483.26(k}(I) PROVIDE CARE/SERVICES 
ss,.o ! FOR HIGHEST WELL BEING 

483.24 Quality of life 
Quality crt life is a fundamental principle that 
applies to all care and services provided to faoility 
residents. Each resident must reoelve and the 
facility must provide the necessary care and 

ices to attain or maintain the highest 
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[ practical>le physical, mental, and psyohosocial 
I well-being, consistt'lnt with the resident's I compmhe11siVe a(3sessment and plan of care. 

! 

I 493.25 Quality of car& 
.

1 

Quality of care is a fundamental principle tha.t I 
applies to au treatment and care provided to ,. 
facility residents. Based on the compn'?hensive 
assessment of a resident, the facility must ensure ; 
that residents receive treatrnent and care in \ 
accordanoe wlth professional standards of ' 

; practice, the comprehensive person-centered j 
oare plan, and the residents' choices, inclucting 
but not limited to the followlng: I 

i (k) Pain M<Jnagament. ~ 

I
. The f<;cility must ensure that pain management Is I 

provided to residents who require such se/Vlcas, 
consistent with professional standards of practice, ! 

' the comprehensive riersi:in~oentered care plan, 
j and the residents' goals and preferences. 
i 
1 (I) Dialysis. Tue facility must ensure tllat 
l residents who require dialysis receive such 
! services, oonsistent With professlonai standards I Of pra01ice, the comprehensive person-centered 
1 care plan, and the msidenls' goals and 
l preferences. , i 
; This REQUIREMENT Is not met as evidenced 

1

. 

I ~ased. ~n inte~l;~-~nd record review, the facility 
i failed to follow faollity's policy and procedure to 1 
I ensure a pre/post dialysis assessment was done j I for three of three sampled residents (1, 2, and 3). \ I 
1 These fallu~es had potential to affect the ! I I 

! residents' dialysis care. I (?;) Mo N 
1 

'{\W'l,~ f\.£!) I 
~-........ '-Findings: _ I~ 1 ~ , <>YJ..i ~ 
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F 309 ! Continued From page 2 I F 309 ' ~\ ~\--,-04'---J-O"Y'.~ f e,o, tJO 1' 
: 1. Resident 1 was admitted on 7/26/17 and I - ,- _. _ .-4-
discharged on 9/20/17. Review of her admission c\i a\.v.D, 'P a<:. S'i?S~ 
liiagnoses Included end stage renal di~se ( _ ~ ( .1 ('eC:.,, ~'\...{J1 \ir! J 
(ESRD) and dependence on hemodia.1ysls. ,~ fY\ \. :::> · i:i • 
Review of Resident t's physician's ordern ' r _ ·1 "'-+VI ~ 
Indicated an order for hemodialysis three times ~ ~ 0~ 1 
per week. c._I) Q \ L-LO-1-C.. c<: \--\-e....V ; _('.:: t 

I During a review ot Resident 1 's ciinioal record I ~~ .( S rvud_.eJ \ ' 1 I 
indicated licensed nurse did not perform a . 

· pre-dialysis asse&Sme1.it prior to hei:nodlalysls on ('rvo.f\ ;,.,...," Y'-~ · l 
8/31/'!!7 and did not complete a post-dialysis 

1 
-

assessment. ().J\ . cu.-1..d (t k {1(\ L-0 t \ \ 

, During ari interview with ~ist;mt director ot 
nursing (ADON) on 1012/17 at 10:45 a.m., she 
reviewed the pre/post dlulys!s assessment reoord 
c.lated m.9!17 to 9/19/17 from the dialysis 
communication binder and clinical record, but 
could not find any evidence Resident 1 had been 
assessed prior. or after t.tie dialysis. She stated 

· the licensed nurse· should have conducted a 
pre/post assessment for dialysis oare. 

2. Resident 2 was admitted on 8/12116 with 
diagnoses Including ESRD and received 

· hernodlalysis three times per week. 

Review of Resident 2's pre/post dialysis 
assessment lndloated Incomplete assessment for 
her post qialysls. ., 

Ourm~J a concurrent interview with ADON, she 
reviewed the pre/post dialysis asses1.1ment record 
and stated licensed nurses are required to 
complete three assessments tor monitoring the 
side effect (bleeding, low blood pressure, blood 
blots and Infection) from post dialysis residents 
and this was not completed. 
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F 309 I Continued From page 3 F 309 I I 
I I~ 

1
3. Resident 3 was readmitted on 3/24/17 with 

, diagnoses Including ESRD and dependent on 
j renal dialysis. Review of Resident S's physir.ian 

I
. orders indicated an order for l1emodlalysis three 
times per week. 

' During a review of pre/post dialysis assessment 
indlca1ed his post dialysis assessment was ! 

incomplete. I 
I During an lnte1viaw with the ADON, on 10/2/i 7 at 
. 12:10 p.m ., she reviewed the pre/post dialysis I 
asi;essment and stat(~CI it was an incomplete 
assessment. 
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