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F 000 INITIAL COMMENTS 

The following reflects the findings of the 
ll California Department of Public Health during an 
abbreviated survey for the Investigation of 
complaint #CA00532273. 

I 
\ Representing the Department of Public Heel\h: 
HFEN, 36586 

\ 
The investigation was limited to the specific 
complaint investigated and does not represent 
the findings of a full inspection o( the facility 

F 514 483.70(1)(1)(5) RES 
SS"'D RECORDS-COMPLETE/ACCURATE/ACCESSIB 

LE 
I 
'! (I) Medical records. 
('I) In accordance with accepted professional 

; standards and practices, the facility must 

l maintain medlcal records on each resident that 
are· 

I 

i (i) Complete; 

I (ii) Accurately documented; 
I 

(iii) Readily accessible; and 

(Iv) Systematlcally organized 

l (5) The medical record must contain- . 
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PROVIDER'S.PLAN OF CORRECTION 
(EACH CORRE.CTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THiO Af>F'ROl'RIATE 
DEFICIENCY) 

PLAN OF 
CORRECTIONS 

'
1This plan of correction is 
prepared as part of the 
quality assurance process 
for the provider. This plan 
of correction and any 
attached documents are 
prepared with substantial 
reliance upon privileged 
peer review information 
und/or reports and as such 
nre protected from 
discovery." 
"This plan of correction is 
prepared, submitted and/or 
executed so1cly because it is 
required by local, state 
and/or federal tegulations, 
codes, and or guidelines, 
As this transmiss ion is 
required by law, it is not a 
waiver of the provisions 
within applicable laws and 
regull\tions or any other 
codes, statutes or 
regula tioni>." 

c 

(XO) 

\ 

COMPLeTION 
OATE 

I (i) Sufficient i~formatlon to Identify the resident; 

I (Ii) A record of ~he resident's assessments; 

\ (iii) The comprehensive plan of care and services 

1 
provided; 

TIT\.E rw 
Any deflclcincy 5lPlomorit ond 09 wilh an s\e rlsk (') denott& ei d"fic cy which \h e lostllution mey be excused lrorn corr!lctlng providing It I~ d11t~rm 101;1d th11t 
other ~ofegu ard~ provide sufficient prottictlon lo \hi) paJlente . (See instrucllono.) Excopt for nursing homu, th11 findings &t £1led ibove aro dlscloaable 90 days 
foliowtng tl'le dete ol survey whelh!!r or not a plan of correc\lon IS provided. For nursing hon'leS, lhe above llndlngs and p1aris of correc\lon are df~o;lo,ab le 14 
days following \he date these documerHs ere rnede available to th11 fecllity. If deficiencies are Cl!Gd, 11n approvsd plan of correction i~ requisite to conllnuad 
p109rern par\ic;1patlon · 
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F 5141 Continued From page 1 II 

I (IV) The results of any preadmlsslan screening 
and resident review e.veluat1ona and 1

1 determinations conducted by the State: 

(V) Physician'•, nurse's, and othsr licensed 
' profeeslonal's progress notes; and ! 

(vi) Laboratory., radiology and other diagnostic 
services reports as required under §463,50. 
This REQUIREM!:NT Is not.met as evid..,nced 
by. 
Based on interview end re¢ord review, the facility 
failed to ma'1ntain an accurate and complete 
clinical record for 1 ol 3 sampled residents 
(Resident 1) when: i 

1. Valuables belonging to resident one were not 
reflected on the Resident 1's Inventory or 
Personal Effects record, and 

2. Resident 1's Responsible Party (RP) was listed 
on the Resident 1's document titled Resident 
Face Sheet <l$ a ''Legal Guardian" and 
"Responsible POA (Power of Attorney!· Health I Ca~.· I 

I These failures had the potential ror Res'1d~nt 1's I 
! personal property to become lost and the 
! potential ror a non·l~gal guardian to make 
: medical or financial decisions for Resident 1 as 
I end of life approached. 
I 

I Findings: 

II Resldant 1 was readmitted to the facility from the 
General Aoute C~re Hospital and elected to 

1
1 rticelve Ho•pica Care. Resident 1 had capacity to 

make health care decisions. 
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F 514 
F 514 

I. Resident 1 discharged 
from the facllity on 4/2/17. 

2. Resident 1 discharged 
from the facility on 4/2/17. 

For residents that have 
potential to be affected by 
1his deficient practice; 

l. The facility social service 
department will complete a 
house audit by 8/28117 to 
ensure 1hat residents' 
valuables are reflected in 
their personal effects record. 

2. Medical record department 
will complete a medical 
record face sheet audit by . 
8/28/17 to ensure accuracy 
and availability of legal 
documentation as necessary. 

()(ti} 
COMPl.E'rlON 

L'IATa 
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F 5141 Continued From psge 2 
! 
'11. In a concurrent int~rview and record review 
I with the laoility Business Manager (BM) on 51'1117 

1at12:30 p.m., the BM stated Reslden11's family 
1 member came to the facility and received two 
I gold rings and a check reflecting the balence of 
Resident 1's TtustAcoount. A rf,lView of a letter 
from the facility, d~led 4126117, reflected Resident 
1 's family member received a check tor th• 
balenoe of Resident 1's trust fund account and 

1 
two gold rings. The letter waa eigned on 4126117 

'by Re$ldenl 1's family member acknowledg'1ng 
I "final receipt of ell personal remaining effects" of 
Resident 1. 

Durrng a Interview with Iha Social Services 
Director (SSD) on 511117 at 1 :15 p,m., the SSD 
stated the family received most of R@sldent 1 's 
belongings on 4/24117, Me lurther 5t~ted lhe 
remaining twa gold rings from the f~cillty safe 
wera given to Resident 1's family member on 

14126117, 

1on511117 at 1:2~ p.m .. two documents titled 
Inventory of i>ernonal Effects for Resident 1 were 
reviewed. lhe first document for Resident 1's 
personal lnvMtory, with an admission d~te of 
7119116, Indicated the following !terns in black ink 

I 
pen: upper and lower dentures, eye glasses, a 
w<ill~V purse, blue water bottle and a rad 

I 
overnight bag. The section of the ciocumenl to 1 

, oertlly receipt of the listed iterns was signed In 
blue felt pen by Resident 1 's family member on 
4/24116. The second document for Resident 1's 
person~l Inventory, with no admission date, 

I 
refl"cted In black ink pen multiple clothing ilmns 
and slippers. Under the suiltltle "ON ADMISSION 
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F 514 The Director of Staff 
Development in-serviced 
staff on the process and 
accuracy of completing the 
inventory record as well as 
the face sheet. 

During the admission 
process, the admission staff 
. will initiate the resident face 
sheet. Legal documents if 
needed will be requested by 
the admission staff. 

The completed admission 
packet will be handed to the 
Business Office Manager, 
who will verify presence of 
stated legal documents, 

During the resident quarterly 
and annual care conference 
meetings, the facllity staff 
will review with the resident 
and or responsible party the 
contents of the face sheet and 
changes will be made 
accordingly. 

1"1 
C:0Mfl'L6'rlON 

DATS 

I 
" was a note Indicating In blue felt pen "also rings 

1

1 

ara with [DONI..':nd under the subtitle :v_s_r::_T_H_l_S-'--~-C.~------------'-----' 
PORM CMS·~~~7(0i·OS) PrfJ'vlou~ Vel"tilDns Ob!!1;1lel.e Faclllty ID: CA03000010$ If oontlnoerlon •heet Pege 3 or~ 
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F 514 \ Continued From page 3 
I SPACE 10 RIO CORD MISCELLANEOUS 

I 
INFORMATION" in blue felt pen "04-24-17 
checkbool<s, wallet. phone release to the !family 

I member]." The section of the document to certify I 
I receipt of the !Isled lte111s waa signed In blue fell 
, pen by Re$Jdent 1's family member on 4124/16. 
', I I During a telephone conference call with the I 

Director of Nursing (DON), The Administrator 
(ADM) and the sso on 514117 at 3:00 p.m., the 
DON stated the sddit.,onal Item• Ith• rings] were 
not added to the Inventory sheet until the family 
took them, as a record the Items were removed 
from the racillly. 

Review of the facility document tilled Inventory of 
Personal Effacts stipulated "lnstrllctlons; Upon 
admission, identify the resident's personal 
belongings by Indicating quantity of those Items 
listed ... Update as neoessary throughout the 

1 

resident's stay .. ," I 
\ 2. A review of Resident 1's cllnlcal record I 
I 

document titled Resident Face Sheet listed under 
the section "Cont~cts: Call Order" 1, Relationship I 

... Resider1t, Name !Resident Name]", Indicating a I 
resident would make their own decisions. Second 
on the call order listed "Relationship - frl~nd, 

1 
Name [Friend's Name], Responsibilities -

! Emergency Contact, Rasponslblo Party, Legal , 
j Guardian, Responsible POA - Health Care" 

I
: lndicallng this person could make legal end 

health care decisions. 

'1 During an Interview wltl1 t11a SSD on 5/1/17 at 
1 :30 p,m., the SSD stated the responsibility ol the 

I 
RP varied dependent on the legal documents I 
presented to the facility. II tha RP was not family, 
an\l had no legal documents like a DPOA 

1 
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F 514 Weekly times 4 weeks and 
monthly thereafter, medical 
record staff will audit the 
resident face sheet to ensure 
legal representation 
documents are filed in the 
resident chart. 

Audi ls will be handed to the 
Director of Nursing to follow 
up as needed. 

Upon admission, resid.ent and 
or responsible party will be 
provided with the inventory 
sheet to log their personal 
eilects. Staff will assist to 
label and document as 
needed, 

During the residents' 
quarterly and annual care 
conforence meetings, the 
facility staff will review with 
resident and or responsible 
party the current inventory 
sheet Changes will be made 
accordingly. 

I COM~~TION Oo\IE 
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\ 

(Durable Power of Attorney) or court appoln,trnent, 
then the RP would be the first arnergency contact 

I and would receive Information about tl1e resident. 
I No docurne11ts should be slgnsd, nor should ~ny 
\ medical or fin~nclal decisions be made by this 
t person. The SSD further stated Resident 'l's RP 
I did not produce a DPOA or other legal document 
i to be given the responsibility of anything beyond 
1
1 

an Emergency cont~ct or resident Information. 
. SSD stated that until tha last week or so.of her 
f life, Hesldent 1 rnada sll decisions, including 

I 
asking to se~ f~mily members. When asked if 
Re•ldent 1's friend listed as Responsible Party 
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F 514 During r~sident council , 
meetings the Activity 
Director will remind the 
resident about the process of 
completing the inventory and 
updating any new item~ to 
the inventory record. 

1
1 had a DPOA, the SSD stated, "We should have 
, asked'for one." I 
I A facility policy was requested regar(Jlng the I 

Weekly times 4 weeks and 
monthly thereafter, the 
medical record depaiiment 
w\11 audit resident personal 
inventory record to ensure 
completeness of current items 
in resident possession. 

Responsible Party role within the facility and was 

I 
told by the ADM there was not one. 'fhe ADM 
further stated the RP would ohly have 

, responslbllltles as allowed by law. 

j 
' I 

i 
FO~M CMS·2:667(0l-"119} Pr~vlous Vn111lan~ 01;11olel&. l!van1 lD;F0-4'11'1 

Audits will be handed to the 
DON for follow up as 
needed. 

The Director of Nursing will 
report any non-compliance to 
the Quality Assurance 
Committee for 
recommendations, 

: 
Foollity ID: OAO~OIJ0010ij II oonllnootlon·•hoot P~g• Solo 


