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F 0610 Respond appropriately to all alleged violations.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45315
or potential for actual harm
Based on interview and record review the facility failed to thoroughly investigate an allegation of abuse
Residents Affected - Few involving two residents (Residents 1 and 2) and provide the California Department of Public Health (CDPH)
with the 5-day investigation results.

This failure had the potential for abuse allegations to go uninvestigated and placed residents living at the
facility at risk for harm.

Findings:

A review of the facility ' s undated policy and procedure (P&P) titled, Abuse, Neglect, and Exploitation,
indicated, the facility would identify and interview all people that were involved in allegations of abuse to
include: alleged victims, alleged perpetrators, witnesses, and any one with information regarding the
allegations. The P&P indicated, The Administrator will follow up with government agencies, during business
hours, to confirm the initial report was received, and to report the results of the investigation when final within
5 working days of the incident, as required by state agencies.

A review of the Report of Suspected Dependent Adult/Elder Abuse (abuse report), that was provided to
CDPH, dated 10/10/24, indicated, facility staff witnessed suspected resident-to-resident abuse, that involved
Resident 1 and Resident 2. The abuse report indicated facility staff reported Resident 1 .aggressively
squeezing . Resident 2 ' s .wrists and hands and aggressively shouting he was going to f*** him up. There
was no 5-day investigative report included with the intake packet.

A review of the facility ' s undated Admissions Record, indicated, Resident 1 was admitted to the facility on
[DATE] with the diagnoses of depression and chronic pain syndrome. Resident 1 was his own responsible
party (RP, made own decisions).

A review of the facility ' s undated Admissions Record, indicated, Resident 2 was admitted to the facility on
[DATE] with the diagnoses of age-related cognitive decline (slowness in thinking and difficulty with
remembering) and chronic pain syndrome. Resident 1 was not his own RP.
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F 0610 During a concurrent interview and record review on 11/15/24 at 11:50 am, with the facility ' s Administrator
(ADMIN), the undated 5-Day Follow Up, was reviewed. ADMIN stated, the 5-Day Follow Up indicated, the
Level of Harm - Minimal harm or facility ' s previous social worker had obtained statements from Resident 1 and Resident 2 during the facility '
potential for actual harm s investigation regarding the allegations of abuse. ADMIN confirmed, the 5-Day Follow Up did not identify or
include statements from facility staff that witnessed the alleged abuse and should have. ADMIN confirmed,
Residents Affected - Few the facility did not provide CDPH with the 5-day investigation results and should have.
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