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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 interviews and record reviews, the facility failed to have a policy and procedure that include to immediately
 report of all alleged abuse to the state agency and not later than two hours after the allegation is made. This deficient
 practice has the potential to delay the investigation by the state agency and expose the residents in an environment of
 abuse and mistreatment. Findings: On 5/16/18 at 2 p.m., an unannounced visit was made to the facility to investigate a
 facility reported incident about an alleged resident-to-resident abuse. During a telephone interview on 5/16/18 at 3:25
 p.m., the facility's activity assistant (AA 1) stated that on 4/29/18, Resident 1 was on his wheelchair in the dining room
 since 9 a.m. At around 9:40 a.m., Resident 2 came to the dining room to attend an activity. During the activity, Resident 1 and 2 had
an altercation with each other that led to Resident 2 hitting Resident 1 on his face. AA 1 stated that she
 reported the incident immediately to the facility's Manager of the Day (MOD) since she was the only staff who witnessed the event.
During a telephone interview on 5/16/18 at 4:10 p.m., the MOD stated that AA 1 promptly reported the 4/29/18
 incident to him. After being aware of the event, he faxed an SOC to the state agency, ombudsman, and to the police
 department. The MOD stated that the facility is required to notify the state agency and to other officials within 24 hours
 an abuse incident that did not result to a serious bodily injury. He stated that he was not aware that the facility was
 required to report an allegation of an abuse incident within 2 hours, regardless if the incident resulted to a serious
 bodily injury or not. A review of the facility's transmission log report, dated 4/29/18, indicated that the facility
 notified the state agency, Ombudsman, and the police department at 5:11 p.m. via facsimile. A review of the facility's
 policy and procedure titled, Abuse - Reporting & Investigations, version 2.0, revised in September 2017, indicated that the
administrator or designated representative would notify the police department, ombudsman, and CDPH Licensing and
 Certification by telephone followed by a written report within 24 hours of a report of an alleged physical abuse. The
 facility's policy and procedure had not been updated in accordance with the federal requirement.

F 0609

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the
 investigation to proper authorities.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interviews and record reviews, the facility failed to report an alleged abuse incident to the state agency and to
 other officials within two hours after two of four sampled residents (Resident 1 and 2) had a physical altercation. This
 deficient practice resulted in the delay of the investigation by the state agency and has the potential to expose the
 residents in an environment of abuse and mistreatment. Findings: A review of Resident 1's face sheet (admission record)
 indicated that the facility admitted   Resident 1 on 9/28/09 and readmitted     the resident on 8/25/16. Resident 1's
 [DIAGNOSES REDACTED]. A review of Resident 1's minimum data set (MDS), a resident assessment and care-screening tool,
dated 2/19/18, indicated that Resident 1's cognition was moderately impaired. The MDS indicated that Resident 1 required limited
 assistance to total dependence from at least one person to perform activities of daily living (ADLs) such as dressing,
 eating, toilet use, and personal hygiene. The MDS indicated that Resident 1 uses a wheelchair for mobility. A review of
 Resident 2's face sheet indicated that the facility admitted   Resident 2 on 10/30/17 and readmitted     the resident on
 5/9/18. Resident 2's [DIAGNOSES REDACTED]. A review of Resident 2's MDS, dated [DATE], indicated that Resident 2's
 cognition was severely impaired. The MDS indicated that Resident 2 required extensive assistance to total dependence from a person
to perform activities of daily living (ADLs) such as dressing, eating, toilet use, personal hygiene and walking in
 the room and corridors. On 5/16/18 at 2 p.m., an unannounced visit was made to the facility to investigate a facility
 reported incident about an alleged resident-to-resident abuse. During a telephone interview on 5/16/18 at 3:25 p.m., the
 facility's activity assistant (AA 1) stated that on 4/29/18, Resident 1 was on his wheelchair in the dining room since 9
 a.m. At around 9:40 a.m., Resident 2 came to the dining room to attend an activity. During the activity, Resident 1 and 2
 had an altercation with each other that led to Resident 2 hitting Resident 1 on his face. AA 1 stated that she reported the incident
immediately to the facility's Manager of the Day (MOD) since she was the only staff who witnessed the event.
 During a telephone interview on 5/16/18 at 4:10 p.m., the MOD stated that AA 1 promptly reported the 4/29/18 incident to
 him. After being aware of the event, he faxed an SOC to the state agency, ombudsman, and to the police department. The MOD
 stated that the facility is required to notify the state agency and to other officials within 24 hours an abuse incident
 that did not result to a serious bodily injury. He stated that he was not aware that the facility was required to report an allegation of an
abuse incident within 2 hours, regardless if the incident resulted to a serious bodily injury or not. A
 review of the facility's transmission log report, dated 4/29/18, indicated that the facility notified the state agency,
 ombudsman, and the police department at 5:11 p.m. via facsimile. A review of the facility's policy and procedure titled,
 Abuse - Reporting & Investigations, version 2.0, revised in September 2017, indicated that the administrator or designated
 representative would notify the police department, ombudsman, and CDPH Licensing and Certification by telephone followed by a
written report within 24 hours of a report of an alleged physical abuse. The facility has not revised its abuse reporting policy in
according with the new federal requirement.
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