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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** Based on
interview and record review, the facility failed to report an abuse allegation for Resident 1 within the required

Residents Affected - Few timeframe when a Certified Nursing Assistant (CNA 1) was witnessed shoving him back forcefully into his

wheelchair.This failure had the potential to put all residents at continued risk for abuse by staff. Findings:A
review of the facility policy titted ANO1 Abuse Prevention and Management with the effective date of
06/12/2024 Indicated Purpose: To address the health, safety, welfare, dignity, and respect of residents.
Reports of resident abuse, mistreatment, neglect exploitation, injuries of an unknown sources, and any
suspicion of crimes are promptly reported and thoroughly investigated. P-ANO1 with the effective date of
06/12/2024 indicated 7 Notification of Outside Agencies for all Allegations of Abuse. a. The Administrator or
designated representative will notify law enforcement, by telephone immediately, or as soon as practicably
possible, but no longer than (2) hours of an initial report AND send a written report to the Ombudsman, Law
Enforcement, and California Department of Public Health (CDPH), and Certification within (2) hours.A review
of Resident 1's record indicated he was admitted to the facility on [DATE], with diagnoses which included
stroke with left side weakness and needed assistance with care. Resident 1 was able to make his own health
care decisions. A review of facility incident report received by the California Department of Public Health
(CDPH) dated 12/24/25 at 5:10 pm, indicated CNA 3 documented and reported to Licensed Nurse (LN 4) on
12/23/25 at 6:50 pm, an allegation of abuse. CNA 3 observed CNA 1 forcefully grab Resident 1's shirt and
shoulders and shoved him back in his wheelchair to prevent a fall, then CNA 2 stated to Resident 1 see this
is why we don't get you up. Administrator (Admin) of the facility reported this incident late on 12/24/25 at 5:10
pm, to CDPH.During a concurrent interview and record review on 12/29/2025 at 11:01 am, Admin stated the
timeframe for reporting allegations of abuse was within 24 hours if there are no injuries. After reviewing the
facility's abuse policy, Admin confirmed the reporting time was immediately or within 2 hours after an abuse
allegation is made. Admin confirmed the facility had not reported the allegation of abuse to Resident 1 in
accordance with their Abuse Policy.
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