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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
interview and record review, the facility failed to report an allegation of sexual abuse involving one of
four sampled residents (Resident 1).This failure prevented the California Department of Public Health
(CDPH) from ensuring the facility was taking appropriate actions to protect residents from abuse,
which could jeopardize the safety and well-being of residents within the facility.Findings:A review of
Resident 1's admission Record (a document containing clinical and demographic data) indicated
Resident 1 was admitted to the facility on [DATE], with diagnoses that included acute respiratory
failure (a sudden, life threatening condition where the lungs cannot provide oxygen to the blood or fail
to remove carbon dioxide), diabetes mellitus (a disorder characterized by high blood sugar), and
hypertension (high blood pressure).A review of Resident 1's AMA (against medical advice - document
used by healthcare providers to document a resident's decision to leave a facility or discontinue
treatment against medical advice.) Release Form indicated Resident 1 went home against medical
advice on February 17, 2026.During a telephone interview on February 23, 2026, at 8:57 AM, with
Resident 1's family member , the family member stated he took Resident 1 for an out on pass
(temporary, approved leave, allowing residents to leave for family visits) on Sunday, February 15,
2026, during which she alleged that she was sexually abused by a staff in the facility. Resident 1's
family member further stated that he had reported to the sheriffs and police department, and had
taken Resident 1 home last Tuesday, February 17, 2026, after discharging AMA.During an interview on
February 23, 2026, at 12:52 PM, with the Director of Nursing (DON), the DON stated the police came
into the facility in response to Resident 1's allegations of abuse. The DON stated the facility did not
initiate an investigation nor report to California Department of Public Health (CDPH) because Resident
1 had already been discharged when the facility was made aware of the alleged abuse.During a
concurrent telephone interview and record review on March 9, 2026, at 9:15 AM, the DON reviewed
and acknowledged the facility's policy and procedures (P&P) tilted, Abuse, Neglect, Exploitation and
Misappropriation Prevention Program. The P&P indicated, 8. Identify and investigate all possible
incidents of abuse, neglect, mistreatment, or misappropriation of resident property. 9. Investigate and
report any allegations within timeframes required by federal requirements.
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F 0610

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Respond appropriately to all alleged violations.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to investigate an allegation of sexual abuse involving
one of four sampled residents (Resident 1).This failure had the potential for the facility to not identify
the concern or any potential harm, allowing ongoing or future abuse to continue which could
jeopardize the health and safety of highly vulnerable residents living in the facility.Findings:A review
of Resident 1's admission Record (a document containing clinical and demographic data) indicated
Resident 1 was admitted to the facility on [DATE], with diagnoses that included acute respiratory
failure (a sudden, life threatening condition where the lungs cannot provide oxygen to the blood or fail
to remove carbon dioxide), diabetes mellitus (a disorder characterized by high blood sugar), and
hypertension (high blood pressure).A review of Resident 1's AMA (against medical advice - document
used by healthcare providers to document a resident's decision to leave a facility or discontinue
treatment against medical advice.) Release Form indicated Resident 1 went home against medical
advice on February 17, 2026.During a telephone interview on February 23, 2026, at 8:57 AM, with
Resident 1's family member, the family member stated he took Resident 1 for an out on pass
(temporary, approved leave, allowing residents to leave for family visits) on Sunday, February 15,
2026, during which she alleged that she was sexually abused by a staff in the facility. Resident 1's
family member further stated that he had reported to the sheriffs and police department, and had
taken Resident 1 home last Tuesday, February 17, 2026, after discharging AMA.During an interview on
February 23, 2026, at 12:52 PM, with the Director of Nursing (DON), the DON stated the police came
into the facility in response to Resident 1's allegations of abuse. The DON stated the facility did not
initiate an investigation nor report to California Department of Public Health (CDPH) because Resident
1 had already been discharged when the facility was made aware of the alleged abuse.During a
concurrent telephone interview and record review on March 9, 2026, at 9:15 AM, the DON reviewed
and acknowledged the facility's policy and procedures (P&P) tilted, Abuse, Neglect, Exploitation and
Misappropriation Prevention Program,. The P&P indicated, 8. Identify and investigate all possible
incidents of abuse, neglect, mistreatment, or misappropriation of resident property. 9. Investigate and
report any allegations within timeframes required by federal requirements.
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