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Broadway Villa Post Acute 1250 Broadway
Sonoma, CA 95476

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.

Based on interview and record review the facility failed to report an injury of unknown origin within the 
required timeframe for one of one resident. The facility was visited by the police for an allegation of abuse 
related to this injury, and the facility failed to follow up and report the incident to State agencies as required. 
This failure of timely reporting had the potential to cause a delayed response by enforcement agencies to 
ensure resident safetyFindings: On 12/24/25 at 9:16 a.m., the Department received a report from Adult 
Protective Services (APS) with an allegation of abuse. EMS (Emergency Medical Services) reported to APS 
they transported a Resident to the hospital with, bruising and pain to his hand, consistent with a grabbing 
injury.During an interview on 12/24/25 at 3:30 p.m., with the Assistant Director of Nursing (ADON), the 
ADON stated she was conducting her investigation first to determine if the facility needed to make a report to 
the State about this injury of unknown origin. The ADON stated she was aware the police visited the facility 
to look into an allegation of abuse. The ADON stated she did not send in a report to the Department because 
another agency had already reported the allegation of abuse. The ADON confirmed the allegation had not 
been reported to the Department by the facility.During a review of the facility's policy titled, Reporting Alleged 
Violations of Abuse, Neglect, Exploitation or Mistreatment, revised 1/15/25, the policy indicated the facility 
would ensure that, all alleged violations involving abuse, neglect, exploitation or mistreatment, including 
injuries of unknown source and misappropriation of resident property. All alleged violations are to be 
reported, immediately but not later than 2 hours if the alleged violation involves abuse or results in serious 
bodily injury and not later 24 hours if the alleged violation involves neglect, exploitation, mistreatment or 
misappropriation of property and does not result in serious bodily injury.
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