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Residents Affected - Few

Respond appropriately to all alleged violations.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to ensure the results of the investigation were reported within
 five working days to the California Department of Public Health (CDPH), for one resident (Resident 1). This failure placed
 Resident 1 at risk for further abuse. Findings: On May 26, 2020, at 2:25 p.m., an unannounced visit was conducted to the
 facility to investigate a facility reported incident of an allegation of abuse. On May 28, 2020, the record of Resident 1
 was reviewed. Resident 1 was admitted   to the facility on [DATE], with [DIAGNOSES REDACTED]. The History and Physical (H
& P), dated May 6, 2020, was reviewed. The H & P indicated, .Social History .Home .Lives with (FM) at home. History of
 domestic violence . The social service documentation titled, Progress Note Inquiry, dated May 6, 2020, indicated, .patient
 (Resident 1) stated that her (family member (FM)) pushed her last Friday and that's how she hurt her knee, patient stated
 that her body went one way and her knee went the other way, patient stated that she was trying to adjust, plug in her
 (FM's) oxygen and that when (the FM) pushed her and that (FM) slap her with slippers, patient also showed her bruises on
 her upper arms/shoulders and she stated that they were from her (FM) . There was no documented evidence the results of the
 investigation were reported to CDPH within five working days. On July 13, 2020, at 3:15 p.m., the Assistant Director of
 Nursing (ADON) was interviewed. The ADON stated the facility did not report the result of the investigation to CDPH within
 five working days. The facility policy and procedure titled, ABUSE, PROHIBITION OF; TRAINING, INVESTIGATING AND
REPORTING,
 was reviewed. The policy indicated, .Purpose .To provide a method for the prevention of any type of dependent adult or
 elderly abuse .and to identify and appropriately report any actual or suspected dependent adult or elderly abuse .
 Management of Suspected Abuse .Cases of suspected or known abuse shall be given priority, investigated thoroughly and
 reported immediately to the appropriate agency . Reporting .The Chief Hospital Executive Officer and/or Chief Nursing
 Officer or designee shall investigate all suspected and alleged abuse . Upon completion of the investigation of the
 suspected or alleged abuse, but in no instance more than five (5) working days after the incident, the Chief Hospital
 Executive Officer/Chief Nursing Officer or designee, shall report the results of the investigation to the California
 Department of Health .
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