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St Edna Subacute and Rehabilitation Center 1929 N. Fairview Street
Santa Ana, CA 92706

F 0698

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide safe, appropriate dialysis care/services for a resident who requires such services.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50003

 Based on observation, interview, and medical record review, the facility failed to ensure the daily fluid 
restriction for one of three sampled residents (Resident 2) was monitored and documented as ordered by the 
physician. This failurehad the potential to result in Resident 2 having an excess of fluid which could lead to 
negative health consequences due to impaired kidney function and the potential to negatively affect Resident 
2's continuity of care while receiving dialysis at an outpatient dialysis center.

Findings:

Medical record review for Resident 2 was initiated on 2/13/25. Resident 2 was readmitted to the facility on 
[DATE], with a diagnosis including ESRD requiring the dialysis treatments at an outpatient dialysis center 
three times a week.

Review of Resident 2's Order Summary Report showed a physician's order dated 1/13/24, for fluid restriction 
of 1500 ml per 24 hours as follows:

- dietary department: 840 ml on meals trays (breakfast: 360 ml, lunch 240 ml, dinner 240 ml); and

- nursing department: 660 ml (day shift: 350 ml, PM shift: 200 ml, NOC shift: 110 ml).

Review of Resident 2's plan of care showed a care plan dated 12/27/24, addressing Resident 
2'shemodialysis with a goal for the resident to be free of fluid overload symptoms. Further review of Resident 
2's plan of care showed a care plan revised on 1/29/25, addressing Resident 2's altered nutrition and 
hydration status related to the resident's fluid restriction. The interventions included for fluid restriction of 
1500 ml per 24 hours.

Further review of Resident 2's medical record failed to show documented evidence Resident 2's daily fluid 
intake totals were monitored as ordered and care planed.
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St Edna Subacute and Rehabilitation Center 1929 N. Fairview Street
Santa Ana, CA 92706

F 0698

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 2/13/25 at 1500 hours, an interview and concurrent medical record review was conducted with LVN 2. 
LVN 2 stated Resident 2 was scheduled to go to the outpatient dialysis center for dialysis treatments three 
times a week and had a physician'sorder for daily fluid restriction of 1500 ml per day. When asked how the 
facility staff documented and monitored Resident 2's daily fluid intake totals to ensure the fluid restriction was 
followed as ordered, LVN 2 was not able to provide the documentation of the fluid intake monitoring. LVN 2 
further stated there should be a fluid intake monitoring report and documentation of the resident's daily fluid 
intake totals.

On 2/13/25 at 1545 hours, an interview was conducted with RN 1. RN 1 acknowledged the above findings. 
RN 1 further stated failure to follow the fluid restriction as ordered by the physician could lead for the resident 
to have fluid overload and result in shortness of breath, high blood pressures, and cardiac issues.
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