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Northbrook Healthcare Center 64 Northbrook Way
Willits, CA 95490

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 ensure an allegation of resident-to-resident abuse
involving one of four sampled residents (Resident 2) was reported to the State Survey Agency and the
Long-Term Care Ombudsman within the required timeframe.This finding had the potential to result in
an inability for the appropriate authorities, such as the State Survey Agency and the Long-Term Care
Ombudsman to promptly intervene and ensure the safety and well-being of residents. In addition, the
delay in reporting could have prevented a timely investigation, protective measures, and corrective
actions, increasing the risk of further harm or unaddressed abuse within the facility.Record review of
Resident 1's face sheet indicated Resident 1 was admitted to the facility on [DATE] with diagnoses
including dementia (decline in mental ability severe enough to interfere with daily life) with behavioral
disturbance. Record review further indicated Resident 1 had a history of behavioral symptoms
requiring staff intervention.Record review of Resident 2's face sheet revealed Resident 2 was
admitted to the facility on [DATE] with diagnoses including dementia. Record review of the Minimum
Data Set (MDS), dated [DATE], indicated Resident 2 had a Brief Interview for Mental Status (BIMS)
score of 12, indicating Resident 2 was able to participate in interviews.Record review of the nursing
progress note dated 6/03/26 indicated that at approximately 11:45 p.m., Resident 1 was found in
Resident 2's room. The progress note documented that Resident 2 alleged Resident 1 struck him in
the groin. Because the allegation involved resident-to-resident physical abuse, the allegation required
immediate reporting to the State Survey Agency and the Long-Term Care Ombudsman.During an
interview on 7/17/26 at 12:21 p.m., Resident 2 stated Resident 1 entered his room during the night
and alleged Resident 1 struck him in the groin. Resident 2 stated he declined a physical assessment
following the alleged incident.During an interview on 7/17/26 at 12:30 p.m., the Administrator stated
the night shift charge nurse did not notify administration immediately after the alleged incident. The
Administrator stated administration first became aware of the allegation at approximately 6 a.m. on
6/04/26. The Administrator acknowledged the reporting delay and stated the night shift charge nurse
received disciplinary action as a result.During a follow-up interview on 7/17/26 at 4:29 p.m., the
Administrator confirmed the SOC 341 (Report of Suspected Dependent Adult/Elder Abuse), was
submitted to the California Department of Public Health at approximately 8:15 a.m. on 6/04/26,
approximately eight hours after the allegation of abuse occurred.Record review of the facility policy
titled, Abuse Prevention, revised 03/2025, indicated, All alleged incidents of abuse, mistreatment or
neglect are to be reported to State Licensing Agency immediately or within two (2) hours. The policy
further indicated, All allegations of abuse, mistreatment and neglect are to be reported immediately or
within two (2) hours to the Long-Term Care Ombudsman.
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