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F 000 INITIAL COMMENTS 

The following reflects the findings of the 
California Department of Public Health during an 
abbreviatod standard survey regasding lwo entity 
reported incidents and one complaint. conducted 
on 11/25/13tllrough 11/28/13. 

Entity Reported Incident Cl\00376504 oeganling 
Quality of Care/Treatment was substantiated with 
no Federal or State regulatory violations. 

Entity Reported Incident Cl\00376511 regarding 
Quality of Care,ITreatment resulted In a Federal 
deficiency (F514). 

Complaint Cl\00376881 reganiing Quality of 
Car&/Treatment was subStantiated with no 
Federal or State regulatory vioJatil?ns. 

Inspection was limited lo tile specific entity 
reported incidents and complaint investigated and 
do88 not represent the findings of a full inspection 
of tile lacifoty. 

Representing the California Department of Public 
Health: 31388, Health Facilities Evaluator Nurse 
Qrld 32398, Health Facilities Evaluator Nurse. 

Findings: 
F 514 483.75Q)(1) RES 
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The taoiroty must tnalntein clinical reconte an each 
resldem in aaaordanae with aocepled professional 
standards end practices tllotare complete; 
acC<na!ely documentad; readily aooesslble; and 
!l)'!!ematically myanized. 
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FOOD DJSCLAIMERSTATEMENl' 

Tlrl.s Plan ofComction ~a 
wrttten erodible allogation of""""'liance 
for 1he deficlenclos notiOd. Proparatioo 
IUidlor execu!ian of1his Plan of 
Correcti"" do not oonsti1lrtc admission in 
agi>emODI or by 1be provider of1be trutb 
of1ho fiocll aJicged or c<mclusion sot 1brth 
on 1be-of deficiencies. This plan 
of~is propsredand/ or~ 
sololy because required by provis!aas of 
Fodoral and State Law. 
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F 514 Uceuse Nurse A....., given a 1:1 in- 12-1&-2013 
s<:<vioe reprdlng ossuring occuncy of 
coding in 1be MinimU!Il Oata Set by 1be 
MDS Coordinator aa Novcmlx:t 26, 2013. 
Rosident2Minimutn DotaSetreoord will 
be opened, COllected, and will bo losent 
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Tile clinioal record must contain sufficient 
in1Drma.tion to ldentffy the raslder:rt; a record of the 
residenrs assessments; the plan of care and 
servioes provid~; the resun:s of any 
preadrrii&Sion screening conducted by the State; 
end progress notes, 

This REQUIREMENT Is not met as evidenced 
by: 
Ba.'aed on staff illleNiew and record revieWs, the 

lfo.~'l"" faHad to ensure accurate dDCumentation 
for one of three eamplecl residents (2) when 
Resident 2's multlple falls were not documented 
in the quarterfY Minimum Data Set (MDS, a 
comprehenslve assessment tooij and nursing 
weekly summaries. 

Findings: 

Review of Resident 2's Admission Record 
""""""" he was read mitred in the facility on 
10/7/11 with the diagnoses of oonvulsicns and 
hislory of falls, 

During an Interview on 11/25113 at 9:10a.m., 
Hcensed nuiSe A (LN A) stated Resident 2's 
incidence of falls shoutl have been coded In the 
MOS and nursing weekly summaries. LN A stated 

did not receive a verbal report that Resident 
2 had falls and did not look at any notes before 
completing the weekly summary report dated 
10/10/13, 

Review of Resident 2's clinical record Indicated 
unwitnessed falls Which occurred on 4/13, 
and 4/1 a/13. The quartelly MDS dated 

~1• fall since the last MDS and 
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TheMDS ~ODd ream 
completed "" audit 1o """"" proper 
coding~ ruis. No other Issues 
notod, 

The MDS Coordina1Dr and statfwiU 
double check wi1h 1he incident and 
accident log prior 1o docamOirting laDs in 
order 1o ~ycode it In 1he 
Milrimum Data Set 

The MlnJmum Data Sot Coordinator will 
be re&pollOible td mooilor1he process 
lbrougb the 111<lllllng """""'& incident 
and accident reporting specifically on 
falls. Findingl ftom 1ho morning meeting. 
lncidont and accident reporting will be 
brought to the !itcility QA&A meoting 
monthly until compllimce is" sustained. 
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'()" falis wilh oi- without injury. 

Review af Resident 2's clinical rraoord Indicated a 
fall on 5/2611 a with an ab18Sion 1D lhe right kneo. 
lolls on 6/17, 6/Z3, and two falls on 6/6/la. The 
second fall on 0/611 a resulted In an abrasion to 
the mldforeheacf and below one nostril. Resident 
2 had four falls and one faD with injuries. The 
quarterly MDS dated 8/15/13 Indicated one !all 
since the IQt M'DS and •o- farla with or without 
Injury. 

Review of Resident 2's clinical record indicated 
lal1s wilhout injury on 9/25/13, 10/511 a, 11 /"2/13, 
aml11/7/13. A faR Willllnjury on 10120/13. The 
"'""erlyMDS doted 11/10/13 indicated '1'faU, 
and '1' faR Without Injury. 

The Centers for Medicare and Medicaid Services 
(OMS) L.ong Tann Ca.n> Facility Resident 
Assessment Instrument Manual, revised .2010, 
indicated, •Any Falls Since Admission or Prior 
Assessment• must be documented on the MOS. 
The review poriod is a lOok-back period sincelhe 
last MDS was comploted. 
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