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V 000 INITIAL COMMENTS V 000

Surveyor: 14041

The following reflects the findings of the 

Department of Public Health during a Complaint 

visit.

Complaint Intake Numbers:

CA00191123

 

The inspection was limited to the specific 

complaint investigated and does not represent the 

findings of a full inspection of the facility.

Representing the Department of Public Health:

Elizabeth Arenas, REHS, HFE I

V 403 494.60(b) EQUIPMENT MAINTENANCE

The dialysis facility must implement and maintain 

a program to ensure that all equipment (including 

emergency equipment, dialysis machines and 

equipment, and the water treatment system) are 

maintained and operated in accordance with the 

manufacturer's recommendations.

This STANDARD  is not met as evidenced by:

V 403

Surveyor: 14041

Based on observation and interview, the facility 

failed to maintain a program that would ensure 

that the patients' dialysis treatment chairs were 

maintained for effective cleaning/disinfecting. 

There were four patient treatment chairs (Station 

7, 13, 17 and 26) that had torn upholstery on the 

footrest and/or armrest that was being used in the 

dialysis treatment area.

Findings:

On June 12, 2009, at approximately 9 a.m., a 
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
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V 403 Continued From page 1 V 403

complaint investigation regarding unsanitary 

conditions in the facility was conducted. The 

evaluator observed three dialysis patients in 

Station 7, 17, and 26. The upholstery on the 

dialysis treatment chair footrests were observed 

cracked and torn. When Staff 2 removed the 

cover sheet from the dialysis treatment chair at 

Station 13, the evaluator observed two large 

3-inch holes below the inside of the two armrest.

On June 12, 2009 at 9:15 a.m., an interview was 

held with the Administrative Staff 1, he stated that 

the chairs are scheduled to be repaired. The 

evaluator requested to review the facility repair 

log for the chairs. Staff 1 stated there was no log 

for the dialysis chairs.

V 405 494.60(c)(2) PATIENT CARE ENVIRONMENT

The dialysis facility must: 

(i) Maintain a comfortable temperature within the 

facility; and

(ii) Make reasonable accommodations for the 

patients who are not comfortable at this 

temperature. 

This STANDARD  is not met as evidenced by:

V 405

Surveyor: 14041

Based on observation and interview, the facility 

failed to ensure the ambiance temperature in the 

facility was maintain at a comfortable level for the 

patients.

Findings:

On June 12, 2009 at 9:00 a.m., an investigation 

was conducted at the facility regarding unsanitary 

conditions. The evaluator observed a patient at 

Station 5 fanning himself stating that the facility 

was too hot. The patient also stated that the 
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V 405 Continued From page 2 V 405

facility is always too warm and asked the staff 

when was the facility going to fix the air 

conditioner?     

On June 12, 2009 at 9:10 a.m., an interview was 

held with the Staff 1,  he stated that the 

temperature in the facility was 75 degrees 

Fahrenheit. Staff 1 stated that the temperature in 

the facility should be between 68 - 72 degrees 

Fahrenheit.

Staff 1 and the evaluator located the facility's 

thermostats, only to find the thermostat control 

panel was broken and the temperature reading 

could not be ascertained. There was no evidence 

of an accurate temperature reading in the facility.
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