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Initial Comments

The following reflects the findings of the California
Department of Public Health during the
investigation of an ENTITY REPORTED
INCIDENT.

Entity Reported Incident: CA00145410

Inspection was limited to the specific entity
reported incident and does not represent the
findings of a full inspection of the facility.

Representing the California Department of Public
Health: Health Facilities Evaluator Nurse, 1040.

For ERI CA00145410 a AA Title XXII Citation was
written under the following regulations: 73315(b);
73521; 73523(a)(9); and, 73523(a)(25).

T22 DIV5 CH4 ART3-73315(b) Nursing Service--
Patient Care

(b) Each patient shall be treated as an individual
with dignity and respect and shall not be subjected
to verbal or physical abuse of any kind.

This RULE: is not met as evidenced bv:

T22 DIV5 CH4 ART4-73521 Patient Care Policy
Committee

Written patient care policies shall be established
and followed in the care of patients governing the
following services: physician, dental, nursing,
dietetic, pharmaceutical and an activity program
and such diagnostic, social, psychological and
therapy services as may be provided. Such
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policies shall be developed by a committee whose
membership shall consist of at least one physician,
the administrator, the supervisor of health services
and such other professional personnel as may be
appropriate. These policies shall be reviewed and
revised by the committee at least annually and
minutes of the committee meetings shall be
maintained on file indicating the names of
members present, the subject matter discussed
and action taken.

This RULE: is not met as evidenced by:

T22 DIV5 CH4 ART4-73523(a)(9) Patients' Rights
(9) To be free from mental and physical abuse.

This RULE: is not met as evidenced by:

T22 DIV5 CH4 ART4-73523(a)(25) Patients' Rights

(25) Other rights as specified in Welfare and
Institutions Code Sections 5325 and 5325.1 for
persons admitted for psychiatric evaluations or
treatment.

This RULE: is not met as evidenced by:

The facility failed to comply with the above
regulations by:
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