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Surveyor: 25206

The following reflects the finding of the
Department of Public Health during the
investigation of an entitiy reported incident and a
complaint.

The entity reported incident number:
CA00156215.

The complaint number: CA00156245.
Representing the Department: Irene Lam, HFEN

The inspection was limited to the specific entity
reported incident and the complaint investigated
and does not represent the findings of a full
inspection of the facility.

No deficiency was issued for the complaint CA
00156245. One deficiency was issued for the
entity reported incident CA00156215.

V 726 | 494.170 MEDICAL RECORDS V 726 5/18/09

The dialysis facility must maintain complete,
accurate, and accessible records on all patients,
including home patients who elect to receive
dialysis supplies and equipment from a supplier
that is not a provider of ESRD services and all
other home dialysis patients whose care is under
the supervision of the facility.

This STANDARD is not met as evidenced by:
Surveyor: 25206

Based on staff interview and record review, the
facility failed to maintain complete records for two
of ten patients reviewed (Patients 1 and 2) in
accordance with the facility policy titled " Against
Medical Advice(AMA)/Early Termination of
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Treatment". This failure had the potential to
compromise the quality of the hemodialysis
treatments.

Findings:

During an interview on 3/30/09 at 11 a.m., Staff 1
stated that the facility experienced a power
outage on 7/7/08 at approximately 3:30 p.m. and
that not all patients could receive their treatments
as scheduled. Patients were rescheduled and
received treatment on 7/8/08.

The facility policy titled, "Against Medical Advice
(AMA)/Early Termination of Treatment", dated
September 2007, and reviewed on 3/30/09,
showed that an "Against Medical Advice
(AMA)/Early Termination of Treatment" form was
to be signed any time a patient requested to
terminate the treatment early.

1. In a staff interview on 3/30/09 at 11:15 a.m.
and clinical record review with Staff 2 showed that
Patient 1 did not receive hemodialysis treatment
on 7/7/08 because of the power outage. Patient 1
received a 165-minute hemodialysis (HD)
treatment on 7/8/08, from 5:40 p.m. to 8:25 p.m.
Further record review, showed that Patient 1 had
a physician order, dated 5/15/08, for HD
treatments for 195 minutes. Staff 2 reviewed the
clinical record and stated that there was no
physician order for early termination of HD
treatment on 7/8/09 and no Against Medical
Advice (AMA) consent obtained from Patient 1 on
7/8/09.

In a phone interview on 4/2/09 at 10:35 a.m., Staff
4 stated that Patient 1 came late for HD treatment
on 7/8/08, around 5:40 p.m. , needed to go to
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work and had requested to have the treatment
ended at 8:25 p.m. Staff 4 said that there was no
physician order for early HD treatment termination
documented in Patient 2's record and no AMA
form signed by the patient on 7/8/08.

2. In a staff interview on 3/30/09 at 11:41 a.m.
and clinical record review with Staff 2 showed that
Patient 2 did not receive HD treatment on 7/7/08
due to the power outage. The patient received a
195-minute HD treatment on 7/8/08 starting from
5 p.m. until 8:15 p.m. Patient 2 had a physician
order, dated 2/2/08, for HD treatments of 210
minutes. Staff 2 reviewed Patient 2's clinical
record and confirmed that there was no physician
order for an early treatment termination nor an
AMA form signed by the patient on 7/8/08.

In a phone interview on 3/30/09 at 11:57 a.m.,
Physician 1 said that the HD treatment time
should not be shortened. The treatment should
have been provided as the exactly ordered time
or more.

In a phone interview on 4/2/09 at 10:15 a.m., Staff
4 stated that Patient 2 came in late on 7/8/08 and
had the treatment initiated at 5 p.m. Staff 4 further
stated that Patient 2 requested to have the
treatment terminated early at 8:15 p.m. Staff 4
said that there was no physician order or any
AMA form signed by Patient 2 on 7/8/08.

On 3/30/09 at 1:30 p.m. Staff 3 stated that the
facility should have followed each patient's
physician order for the HD treatment. If the HD
treatment could not be completed, the physician
should be consulted and an approval for early
treatment termination should be obtained, or if the
patient requested early termination, an AMA form
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signed by the patient should be documented in
the clinical record.
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