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A desk investigation was initiated on November 3, 2008, related to the following complaint:

A resident arrived at his dialysis appointment on 9/22/08, with no pants on and only a sheet covering
him. In addition, twice the resident arrived at dialysis with his oxygen tank empty, once on 9/17, and
again on 9/19.

Conclusion:

Substantiated that the resident was inadequately dressed when he was sent to dialysis appointment on
September 22, 2008. However, evidence was inconclusive regarding the resident being sent to dialysis
with an empty oxygen tank on September 17, 2008 and September 19, 2008. However, the facility has

taken corrective action and, as a result, no violations will be issued.
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An Administrative review was conducted to '
investigate H5186150. No violations were noted.
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