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F 000 INITIAL COMMENTS 

The followmg represents the findings of the 
California Department of Public Health during an 
abbreviated survey for the investigation of 
complaint(s) #CA00393324, #CA00398056 and 
entity reported incident #CA00393229. 

I Representing the Department of Public Health 
HFEN, 29825 

I HFEN, 33456 

The inspection was limited to the specific 
complaint(s) and entity reported incident 
investigated and does not represent the findings 
of a full inspection of the facility. 
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followi t e date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are d isclosable 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 participation. 
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SW.l'>tAR Y STATI:Me..'T OF DEFlCtENC!ES 

4RJ.750X I) RES RECORDS-CO}.fl1 l ETI~ACCURATEIACCESSIBl.E 

The facility must maintain clinical records on each residenl in accord<ince with accepted profossil.ln;.il standards and practices that arc 
complete; accurately documented, n:adily accessible; :ind systematically organized. 

The clinical record must contain sutficienl infonnation to idCfllify the resident; a record of the rcs1dent"s assessments; the plan of Cdrc 
and services provided; the result:> of any preadmission screening conducted by the State; and progress no~. 

This REQUIRE.'vlE}l.'T is not met as C\ idenced by: 
Based on observation, imen ie~ and review of the clinical record, lhe facility failed to maintain clinical records that were accurately 
documented "hen the Resident I's casted leg was indicated as the lefi rather than the right.• 

fhis documentation failed to indicare the correct leg that was casted. 

F'mdings: 

Resident I was readmitted to the facifoy on 3/3012014 with diagnoses including fracrurcd femur. Review of the admission Minimum 
Data Ser (MDS. an assessment tool). dated 412/14, indicated the resident was alert and oriented and required extensive assistance with 
most activities of daily li,·ing. 

Resident l's clinicaJ record was re\ 1e\\ed. The document titled History & Physical. dared 3124111. indicated "Physical Findings ... 
Musculoskeletal: R [right] LEG IN CAST._ 
Diagnosis: ... R FEMUR [thigh bone] FX [fracrure] - NONOPERATIVE TX [treatment]." 

Review of Resident l's document titled Licensed Nurses Progress Note, dated 3/26/14 at 2:37 am., documented "LEFT LONG LEG 
CAST INTACT." 

During an interview with the Director of Nurses (DON) on 5/ 13/ I .1 :It 11 :57 a.m. she said she was aware on the incorrect documentation 
and said "h was the nght leg that was casted. I noticed it was documented as left [in lhe Nurses Note on 3126/14 at 02:37 a.m J." 

An-,· Jdlc1cnc) staiement ending with an astcnsk ( ")denotes a deficiency which me msrnulJon may be e•cused from correctmg pro,1Jrng 111> determined 1ha1 other »foguard5 pro'1dc su tlio1c111 
pro1ect1on 10 the pancnt~ ( <;ce instructions ) Except t<ir nursmi; h<,mc§, the iinchngs stated above arc d1sclosablc 90 d3ys following the date of survey whether or not a plan of correction is pruvtJcJ 
For ntustng homes, the above findings and plans of c~rrccti1m nre d1sclos.1ble 14 diys folluwing rhe rl:11c Ll1esc Jucumcnts arc made avruJ.!~lc to the 1:1c1hty If deficiencies :ire cued. an app1c,cd plJn l)f 

The nhi>ve isolated delic1enc1es pose no ncnul harm to the residents 
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