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Mainplace Post Acute 1835 West LA Veta Avenue
Orange, CA 92868

F 0842

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Safeguard resident-identifiable information and/or maintain medical records on each resident that are
in accordance with accepted professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, medical record review, and facility P&P review, the facility failed to ensure the
medical record was accurate for one of four sampled residents (Resident 1). * The facility failed to
ensure Resident 1's physician's progress notes were accurate and did not contain information of other
residents. * The facility failed to ensure Resident 1's skin assessments were documented by the
licensed staff. These failures had the potential for the resident's care needs not to be met as their
medical information was inaccurate and incomplete.Findings: Review of the facility's P&P titled
Nursing Clinical: Documentation revised 5/2007 showed the resident's clinical record is a concise and
accurate account of treatment, care, response to care, signs, symptoms, and progress of the
resident's condition. Medical record review for Resident 1 was initiated on 4/23/26. Resident 1 was
admitted to the facility on [DATE]. Review of Resident 1's H&P dated 3/11/26, showed Resident 1
had the capacity to make medical decisions. a. Review of Resident 1's Progress Notes showed a
Physician's Progress Note dated 3/16/26 at 0427 hours, listing a detailed summary of Resident 1's
status and plan of care. However, upon further review, the Physician's Progress Note also listed a
detailed summary and plan of care for Residents 5 and 6. On 4/23/26 at 1457 hours, an interview and
concurrent medical record review for Resident 1 was conducted with the DON. The DON stated the
Physician's Progress Notes were not reviewed after entry unless there was a new order to review.
The DON verified the medical information for Residents 5 and 6 should not be listed in the medical
record for Resident 1. b. Review of the facility's P&P titled Change in Condition revised 4/2025
showed the nurse will perform and document an assessment of the resident and identify need for
additional interventions, considering implementation of existing orders or nursing interventions or
through communication with the resident's provider using SBAR or similar process to obtain new
orders or interventions. Review of Resident 1's CNA Skin Observation, also referred to as the shower
sheet, showed the following:- dated 3/12/26, CNA 1 indicated redness to the bilateral groin/inner
thigh area. LVN 1 indicated assessment done.- dated 3/19/26, CNA 2 indicated redness to the right
groin/inner thigh area. LVN 2 indicated assessment done.- dated 3/23/26, CNA 3 indicated red areas
to the lower back and the groin area. LVN 3 indicated assessment done. On 4/23/26 at 1305 hours, an
interview and concurrent medical record review for Resident 1 was conducted with Treatment Nurse
1. Treatment Nurse 1 stated for any new findings there should be a documented assessment, change
of condition documented, and the physician should be notified if necessary. Treatment Nurse 1
verified there were no assessments, progress notes or change of condition documented to correspond
with the findings on the shower sheets dated 3/12, 3/19, and 3/23/26. On 4/23/26 at 1457, an
interview and concurrent medical record review for Resident 1 was conducted with the DON. The DON
verified there were no assessments, progress notes or change of condition documented to correspond
with the findings on the shower sheets dated 3/12, 3/19, and 3/23/26. The DON further verified
nurses should be documenting their skin assessments.
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