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F 0607

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Develop and implement policies and procedures to prevent abuse, neglect, and theft.

 Based on interview and record review the facility failed to follow their own policy and procedure for one of two residents
 (Resident 1) when Resident 1 alleged someone stopped her for calling assistance by covering her face and the local law
 enforcement was not notified. This failure had the potential to affect resident's safety. Findings: Review of the
 facility's SOC 341 report (a form use by a facility to report suspected dependent adult/elder abuse) received by the
 California Department of Public Health (CDPH) on 5/18/2020 indicated Resident 1 made an allegation that someone stopped her for
calling assistance by covering her face. There was no indication the local law enforcement was notified. During an
 interview on 5/28/2020 at 8:45 a.m., the administrator (ADM) confirmed he facility did not notify the law enforcement. A
 review of the facility's policy, Abuse Prevention, Intervention, Investigation & Crime Reporting Policy dated 11/2016,
 indicated it is the responsibility of all employees to immediately report To other officials in accordance with Federal and State law,
any suspected or alleged abuse .
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