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Valley Oaks Post Acute 830 East Chapel Street
Santa Maria, CA 93454

F 0637

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Assess the resident when there is a significant change in condition

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to document a comprehensive nursing assessment for one of 
two residents sampled (Resident 1). 

This failure had the potential for the receiving facility not to have sufficient information necessary to develop 
and implement a plan of care to meet Resident 1's needs.

Findings: 

During a concurrent interview and record review on 7/3/25 at 4:27 p.m. with Director of Nursing (DON), 
Resident 1's Nursing Progress Notes (NPN), dated 3/13/25 through 3/19/25 were reviewed. There was no 
evidence in the NPN that a comprehensive assessment was completed before Resident 1 was sent to the 
Emergency Department (ED) for coffee ground emesis (is a sign of upper gastrointestinal [GI] bleeding). 
DON stated there was no assessment documented and there should have been. 

Review of [NAME] and [NAME], Tenth Edition, Fundamentals of Nursing, page 365 in the section titled, 
Informatics and Documentation, indicated, Documentation is a key communication strategy that produces a 
written account of pertinent data, clinical decisions and interventions, and patient responses in a health 
record. Documentation in a patient's health record is a vital aspect of nursing practice.
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