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The following reflects the findings of the BIC: 4/23/25
California Department of Public Health during an Per Hannah Quinn

abbreviated survey for the investigation of two (2)
complaints #CA00955662 and #CA00955911.

The inspection was limited to the specific
complaints nvestigated and does not respresent
the findings of a full inspection of the facility.

The Department was unable to substantiate a
violation of the regulations for complaint
#CADDI55662.

The Depariment substantitated a violation of
regulations for complaint #CA00955911.
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§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents' choices.

This REQUIREMENT is not met as evidenced
by

Based on observation, interview, and record
review the facility failed to ensure professional
standard of care was provided for one of three
sampled residents (Resident 3), when the
physician's order for fluid restriction {a diet which
limits the amount of daily fluid consumption) was
not followed.
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Any deficiehcy statement e\nﬁ‘r{g with an astdrisk {*) denotes a deficlency which the instifution may be excused from correcting providing ¥ is determined that
other safeguards provide suifficient 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 pians of correctlion 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 pariicipation.
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