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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 harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43755

Residents Affected - Few Based on interview and record review, the facility failed to report a physical abuse allegation for one of two

residents (Resident 1) to the California Department of Public Health (CDPH) within two-hours after Resident
1 alleged a tall, thin, male staff member, physically abused her.

This had the potential for Resident 1, and other residents, to be vulnerable and unprotected from
mistreatment, and negatively impact their emotional and psychosocial well-being.

Findings:

A review of the facility's policy titled, Abuse Prevention and Management revised 5/30/24, indicated, The
administrator or designated representative will notify law enforcement, by telephone immediately, or as soon
as practicable possible, but no longer than (2) hours of initial report AND send a written SOC341 (a form
used to report suspected dependent adult/elder abuse to certain entities) report to the Ombudsman (a
person who investigates and tries to resolve complaints for residents), Law Enforcement, and CDPH
Licensing and Certification within (2) hours.

On 2/12/25, an onsite visit was made to the facility to investigate a self-reported abuse allegation dated
2/10/25, which had occurred on 2/6/25 at 5:30 pm. Resident 1 alleged that she was physically abused by an
unknown male staff member.

Resident 1's medical record was reviewed. Resident 1 was admitted to the facility on [DATE], with diagnoses
that included: bipolar (a mental health condition causing extreme mood swings that include emotional highs
and lows) disorder, anxiety, mood disorder, stroke, pain, and fracture of left leg. Resident 1 had severe
cognitive (memory, thinking, and decision making) impairments, as evidenced by a cognition score of 2 out
of a total of 15.

A review of Resident 1's nursing progress note dated 2/6/25 at 9:00 pm, Licensed Vocational Nurse (LVN) A
documented, resident (Resident 1) informed other staff members on 2/6 approx. 1730 (5:30 pm) that she
was getting physically abused by an unknown male staff member. All resident was able to recall was that it
was tall skinny male with brown hair A skin check was done, and police were called.
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F 0609 During a concurrent interview and record review with the Administrator (Admin) on 2/12/25 at 11:32 am, fax
transmission verification reports (a report that verifies that a fax was sent and received by the recieving

Level of Harm - Minimal harm or party) concerning Resident 1's allegation dated 2/6/25 at 6:31 pm, was reviewed. There was a fax

potential for actual harm transmission verification report confirming that the Ombudsman had been notified but there was no fax
transmission verification report confirming that CDPH had been notified of the abuse allegation. The Admin

Residents Affected - Few indicated she mistakenly thought CDPH had been informed but they had not been. Admin confirmed that

there was no phone call made to CDPH, or fax sent to CDPH concerning this allegation within two- hours of
the occurrence and there should have been.
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