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The following reflects the findings of the ' E%C f/\»ﬁ) E/r%ed: 5/1/25

California Department of Public Health during an :
abbreviated survey for the investigation of two (2) Per Hannah Quinn
complaints #CAD00953216 and #CA00953269.

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

F 658 | Services Provided Meet Professional Standards F 658
$8=D CFR(s): 483.21(b)(3)(i)

§483.21(b}{3) Comprehensive Care Plans

The services provided or arranged by the facility,
as outlined by the comprehensive care plan,
must-

(i} Meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the facility failed to provide intravenous
(IV, the administration of substances directly into
a vein) care in accordance with professional
standards of quality for two of six sampled
resident's (Resident 2 and Resident 3) when
Resident 2 and Resident 3 did not have physician
orders for iV flushes (used to clear out |V lines
after medication is used and to prevent blockages
in the line).

This failure had the potential for the residents to
not receive the full dose of medication ordered, to
receive the incorrect type or amount of IV flush
and increased the risk for a blockage in the IV
line.

Findings:
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Any defit':iency statement endifig with an astertsk {*} denotes a deficiency which the insfitution may be excused from correcting providing it is Llermided that
other safeguards provide sufficlent protection to the pafients. (See Instructions.) Except for nursing homes, the findings stated above are disc¢losable 80 days
following the date of survey whether or not a plan of corection is provided. For nursing homes, the above findings and plans of cotrection are disclosable 14
days following the date these documents are made avaitable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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