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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.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to implement their policy and procedure for abuse reporting when
 the facility did not notify law enforcement of an allegation of abuse made by Resident A. This failure had the potential to result in an
incomplete investigation of an allegation of abuse made by Resident A. Findings: On February 20, 2020, an
 unannounced visit was made to the facility to investigate a complaint and a facility reported abuse allegation made by
 Resident A. Resident A's record was reviewed. Resident A was admitted   to the facility on [DATE], with [DIAGNOSES
 REDACTED]. A facility form titled, Social Services assessment dated  [DATE], was reviewed. The documentation indicated
 while Resident A was at an outside medical appointment she reported an allegation of physical abuse that occurred at the
 facility. There was no documentation indicating, local law enforcement had been notified of the allegation. A review of the facility's
investigation was conducted. There was no documentation indicating local law enforcement had been notified of
 the abuse allegation made by Resident A. On March 17, 2020, at 1:28 p.m., a telephone interview was conducted with the
 Director of Nursing (DON). The DON confirmed local law enforcement had not been notified of the abuse allegation made by
 Resident A. On March 17, 2020, at 1:30 p.m., a telephone interview was conducted with the Social Service Director (SSD),
 The SSD confirmed local law enforcement had not been notified of the abuse allegation made by Resident A. The facility's
 policy and procedure dated March 2018, titled, Abuse - Reporting & Investigations, was reviewed. The policy indicated, .The
Administrator or designated representative will notify within two (2) hours notify, by telephone, CDPH (California
 Department of Public Health,) the Ombudsman and Law Enforcement .

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE
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