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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the

investigation to proper authorities.
Level of harm - Minimal **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on observation, interview, and record review, the facility failed to report to the state agency (Department of Public Health) an
harm abuse allegation for one of two sampled residents (Resident 1). This failure had the potential to result in
delay of an onsite inspection by the Department of Public Health and potential for further abuse and mistreatment from
Residents Affected - Few occurring while the investigation isin progress. Findings include: During areview of Resident 1's face sheet (document
used by facility which contains the demographic information of the resident), the face sheet indicated, Resident 1 was

admitted on [DATE]. Resident 1 had the following [DIAGNOSES REDACTED)]. During review of Resident 1's History and
Physical (H&P), dated August 21, 2019, H& P indicated, Resident 1 had the capacity to understand and to make decisions. During
review of Resident 1's Minimum Data Set (MDS - a standardized assessment and screening tool), dated August 9, 2019, H& P
indicated, Resident 1 had an intact cognitive response/ skills (mental process of thinking and understanding) for daily decision
making. During a concurrent interview and record review, on January 7, 2020 at 1:04 p.m., with Director of Nursing (DON),
SOC 341 (areport template for reporting suspected dependent adult/ elder abuse) was reviewed. SOC 341 indicated an

allegation of abuse by Certified Nursing Assistant (CNA) 1 to Resident 1 on September 12, 2019, reported to the facility by Resident
1 on September 19, 2019. DON stated, a telephone report to Department of Health was completed on September 19,

2019 at an unknown time. DON stated, SOC 341 was reported on September 20, 2019 viafax. The SOC 341's fax confirmation
indicated, fax transmission completed on September 20, 2019 at 4:45 p.m. During a concurrent interview and record review,

on January 7, 2020 at 1:15 p.m., with Licensed Vocational Nurse (LVN) 1, Resident 1's Change in Condition (COC), dated
September 17, 2019 at 2:00 p.m. was reviewed. Resident 1's COC indicated, Possible physical, emotional, and mental abuse.
LVN 1 stated, Resident 1's COC was completed after the DON notified LVN 1 of the allegation. Resident 1's COC indicated,

both physician and the responsible party were notified regarding COC on September 17, 2019 at 2:00 p.m. During areview of
Resident 1's Licensed Personnel Weekly Progress Note (LPWPN), dated September 17, 2019 for 3 p.m. to 11 p.m., the LPWPN
indicated, resident on monitoring for alleged abuse. Progress note was signed by LVN 2. During a concurrent interview and
record review, on January 8, 2020 at 7:11 am., with DON, Resident 1's COC and Resident 1's LPWPN were reviewed. DON
confirmed Resident 1's COC on September 17, 2019 at 2:00 p.m. was signed by LVN 1. DON confirmed Resident 1's LPWPN for
September 17, 2019 3 p.m. to 11 p.m. was signed by LV N 2. During a concurrent interview and record review, on January 8,
2020 at 7:11 am., with DON, Abuse-Reporting and Investigations Palicy, revised March 2018, was reviewed. Policy indicated, a
written SOC 341 report to CDPH Licensing and Certification within two hours for allegation of abuse with no serious

bodily injury.
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