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Surveyor: 22383

The following reflects the findings of the California
Department of Public Health during the
investigation of complaint/self-reported event.

Complaint #: CA00182285
Regarding: Quality of Care

The investigation was limited to the specific
complaint/self-reported event investigated and
does not represent the findings of a full inspection
of the facility/agency.

Representing the Department of Public Health:
Jackie Gallen, HFEN.

The findings do not represent a full survey of the
facility. The findings were identified during an
investigation of the complaint allegation.

V 452 | 494.70(a)(1) PATIENTS' RIGHTS V 452

The patient has the right to-

(1) Respect, dignity, and recognition of his or her

individuality and personal needs, and sensitivity to
his or her psychological needs and ability to cope

with ESRD;

This STANDARD is not met as evidenced by:
Surveyor: 22383

Based on interview the facility failed to treat
Patient A with dignity and respect when they
failed to provide him with a urinal in a timely
manner.
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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
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following 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 correction is requisite to continued
program participation.
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Findings:

Patient A had been dialyzing in the facility since
11/26/08. During an interview with Patient A on
5/8/09 at 12:00 P.M., he stated that on 3/21/09
while receiving dialysis, he informed the staff he
needed to urinate. The staff did not respond to his
request. He said he told the staff 3 times that he
needed to urinate. He said that it took the staff 45
minutes to bring him a urinal but by that time, he
had already wet himself. He stated that during the
45 minutes he was waiting, the staff were
"chatting in the kitchen and attending to other
patients."

The clinic manager was interviewed on 4/21/09 at
3:21 P.M. She stated that Patient A was Spanish
speaking only and the staff had difficulty
understanding him. She stated that on 3/21/09
Patient A used the urinal once and wanted to use
it again and by the time the staff provided the
urinal the patient had urinated on himself.
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