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555416 03/27/2026

Glendora Canyon Transitional Care Unit 401 W. Ada Ave.
Glendora, CA 91741

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.

Based on interview and record review, the facility staff failed to document the amount of meal intake
on the resident's medical record for one of four sampled residents (Resident 1). This deficient
practice had the potential to result in lack of communication between staff and delay and interrupt the
provision of care needed to maintain the resident's highest practicable, physical, mental, and
psychosocial well-being.Findings: During a review of Resident 1's admission Record (AR), the AR
indicated the facility admitted Resident 1 on 12/31/2024 with diagnoses including sepsis (a
life-threatening blood infection) and diabetes mellitus (DM, a disorder characterized by difficulty in
blood sugar control). During a review of Resident 1's History and Physical (H&P) dated 1/1/2025, the
H&P indicated Resident 1 had the capacity to understand and make decisions. During a review of
Resident 1's Minimum Data Set (MDS, a resident assessment tool) dated 1/5/2025, the MDS
indicated Resident 1 had intact cognition (ability to understand). The MDS indicated Resident 1
required setup assistance from staff with eating. The MDS indicated Resident 1 required supervision
from staff with oral hygiene. The MDS indicated Resident 1 required moderate assistance (helper did
less than half the effort) from staff with toileting hygiene, showering/bathing, and personal hygiene.
The MDS indicated Resident 1 required maximal assistance (helper did more than half the effort) from
staff with bed-to-chair transferring. During a concurrent record review and interview with Certified
Nurse Assistant 1 (CNA 1) on 3/27/2026 at 11:37 AM, Resident 1's Documentation Survey Report
(DSR) for January and February 2025 were reviewed. The DSR indicated the CNAs (in general)
documented Resident 1's amount of meal intake for 90 out of 93 meals from 1/1/2025 to 1/31/2025.
The DSR indicated the CNAs documented Resident 1's amount of meal intake for 40 out of 45 meals
from 2/1/2025 to 2/15/2025. CNA 1 stated the CNAs (in general) should have documented in the
resident's medical record after each resident's meal. CNA 1 stated the CNAs needed to document on
the resident's medical record if the resident refused to eat. CNA 1 stated it was important to complete
the documentation on the resident's medical record before the end of the shift because it was the
standard of practice. CNA 1 stated if there was no documentation on the DSR, staff would not know
how much the residents ate. CNA 1 stated incomplete medical record documentation would affect the
continuity of residents' care. During an interview with the Director of Nursing (DON) on 3/27/2026 at
2:17 PM, the DON stated without documentation, nursing staff would not know if the resident ate or
refused the meal. During a review of the CNA's job description dated 10/2020, the job description
indicated the CNA should record the resident's food/fluid intake. During a review of the facility's
Policy and Procedure (P&P) titled Charting and Documentation, dated 7/2017, the P&P indicated all
services provided to the resident should be documented completely in the resident's medical records.
The P&P further indicated that documentation should include the date and time the
procedure/treatment was provided and the signature and title of the individual documenting.
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