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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 Based on interview, and record review, the facility failed to report an allegation of staff to resident
abuse (the willful infliction of injury, unreasonable confinement, intimidation, or punishment with

Residents Affected - Few resulting physical harm, pain or mental anguish) immediately, but no later than two (2) hours after the

allegation was made to the State Survey Agency (CDPH, California Department of Public Health), the
Ombudsman (a resident advocate), and local law enforcement (LLE) in accordance with federal and
state law for one (1) of one (1) sampled resident (Resident 20) reviewed under the abuse care area.
This deficient practice had the potential to result in unidentified abuse in the facility and failure to
protect residents from harm from abuse. Findings: During a review of Resident 20's admission Record
(AR), the AR indicated the facility admitted the resident on 4/16/2025, with diagnoses including
diabetes mellitus (DM 2-a disorder characterized by difficulty in blood sugar control and poor wound
healing), legal blindness (a term that defines severe limitation with vision where someone can see at
20 feet when a normal person can see at 200 feet), and adult failure to thrive (a decline caused by
chronic diseases and functional impairments which can cause weight loss, decreased appetite, poor
nutrition, and inactivity) During a review of Resident 20's Minimum Data Set (MDS - resident
assessment tool) dated 1/16/2026, the MDS indicated that Resident 20 had severely impaired
cognition (mental action or process of acquiring knowledge and understanding) and was able to
understand others and sometimes was able to make her needs known. The MDS further indicated that
Resident 20 required setup or clean-up assistance with eating, supervision or touching assistance

with oral hygiene and roll left and right; partial or moderate assistance with upper body dressing and
sit to lying; total assistance with bathing; substantial/maximal assistance from staff with all other
activities of daily living (ADLs - routine tasks/activities such as bathing, dressing and toileting a

person performs daily to care for themselves). During a review of Resident 20's History and Physical
(H&P), dated 4/17/2025, the H&P indicated the resident had the capacity to understand and make
decisions. During a review of Resident 20's eINTERACT Change in Condition Evaluation form dated
3/17/2026 at 9:45 a.m. completed by Registered Nurse (RN) 2, the eINTERACT Change in Condition
Evaluation form indicated that Resident 20 reported an allegation of being abused by a staff member.
The eINTERACT Change in Condition Evaluation form indicated that the physician was notified with
new order for psychologist/psychiatrist consultation and that the nurse practitioner came and

assessed Resident 20. During an interview on 3/25/2026 at 7:45 a.m. with Certified Nursing Assistant
(CNA) 6, CNA 6 stated that on 3/17/2026 at approximately 4:30 a.m. while CNA 6 was cleaning
Resident 20, Resident 20 accused CNA 6 of hitting the resident during activities of daily living (ADLs-
activities such as bathing, dressing and toileting a person performs daily) care. CNA 6 stated she
continued cleaning Resident 20 and the resident continued to scream accusing CNA 6 of hitting
Resident 20. CNA 6 stated CNA 5 offered to assist CNA 6 while providing ADL care to Resident 20, but
CNA 6 stated she (CNA 6) was almost finished cleaning the resident. CNA 6 stated Resident 20
continued to be upset, and repeating CNA 6 hit her. CNA 6 stated she (CNA 6) continued with her work
and went to provide ADL care to another resident. CNA 6 stated that when Resident 20 accused her of
hitting her, it should be considered an allegation of abuse. CNA 6 stated she (CNA 6) did not report the
(continued on next page)
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F 0609 incident to the charge nurse because she (CNA 6) did not hit Resident 20. CNA 6 stated she (CNA 6)
should have reported the allegation to the charge nurse immediately, or within two (2) hours,

Level of Harm - Minimal harm regardless of whether it was true, to ensure resident's safety. During an interview on 3/25/2026 at

or potential for actual harm 10:10 a.m. with Licensed Vocational Nurse (LVN) 8, LVN 8 stated that she (LVN 8) was notified by
CNA 5 at approximately 5 a.m. on 3/17/2026 to speak with Resident 20 as the resident was extremely

Residents Affected - Few upset with CNA 6. LVN 8 stated that upon arrival to Resident 20's room, the resident seemed upset

and stated that she (Resident 20) was hit by a CNA. LVN 8 stated she (LVN 8) did not ask Resident 20
to identify the CNA. LVN 8 stated that she (LVN 8) just checked Resident 20 for any injuries and there
were no injuries, so she (LVN 8) continued with her medication administration. LVN 8 stated all staff
are mandated reporters for any allegation of abuse and that such allegations should be reported to the
Administrator (Adm) or Director of Nursing (DON). LVN 8 stated that the licensed nurses are supposed
to remove the CNA being accused from the assignment and/or reassign to other residents away from
the alleged victim. LVN 8 stated that any allegations of abuse should be reported to CDPH, the
Ombudsman and LLE agency within two hours. LVN 8 stated she (LVN 8) should have notified the
Adm/DON, CDPH, Ombudsman, and LLE immediately or within two hours. LVN 8 stated that she (LVN
8) should have removed CNA 6 from the assignment and reassigned her to ensure the resident’s
safety, as continuing the assignment could cause the resident to become more upset and feel unsafe.
During an interview on 3/25/2025 at 10:39 a.m. with the Director of Staff Development (DSD), the
DSD stated that she (DSD) was made aware by the Adm of Resident 20's allegation that she
(Resident 20) was hit by CNA 6 which happened on 3/17/2026 at approximately 4:30 a.m. The DSD
stated that she (DSD) spoke with CNA 5, who stated that while providing care to Resident 20's
roommate (Resident 55), he (CNA 5) overheard that Resident 20 upset and cursing, telling CNA 6, who
was providing care, not to hit her in the face. The DSD stated CNA 5 denied witnessing the alleged
abuse. The DSD stated LVN 8 said that she (LVN 8) went to check on Resident 20 and the resident
seemed upset and stated that she (Resident 20) was hit by a staff member but did not identify. The
DSD stated that LVN 8 stated she (LVN 8) talked to Resident 20, calmed the resident down, and
continued on administering medications to other residents. The DSD stated that CNA 6 said Resident
20 was upset with her for being late in providing care and was cursing at CNA 6 telling her something
about the face in Spanish. The DSD stated CNA 6 further stated she (CNA 6) continued providing care
to Resident 20 and left the room once finished and did not report to LVN 8. The DSD stated that all
staff are mandatory reporters and any allegation of abuse should be reported to the Adm immediately
and to the CDPH, Ombudsman, and LLE within two hours to keep the residents safe from further
abuse per facility policy on abuse. The DSD stated that any staff accused of any type of abuse should
be immediately removed from the assignment, removed from work schedule pending final
investigation of the allegation. The DSD stated that CNA 6 should have reported Resident 20°s
allegation to LVN 8 and Adm. The DSD stated that LVN 8 should have reported Resident 20°s
allegation of abuse to the Adm, completed the report best of her ability and faxed the report to CDPH
and Ombudsman, and called the LLE. The DSD stated that the policy to report any types of abuse
within two hours was not followed which placed Resident 20 and other resident at risk for further
abuse. During an interview on 3/25/2026 at 1:31 p.m. with CNA 5, CNA 5 stated that on 3/17/2026 at
approximately 5 a.m., after cleaning Resident 55, he (CNA 5) saw Resident 20 upset and crying and
stated in Spanish that CNA 6 was very rough with her. CNA 5 further stated that after speaking with
Resident 20, he (CNA 5) went to LVN 8 and told her to speak with the resident as the resident was
saying CNA 6 was rough with her. CNA 5 stated that they received in-services in the past on reporting
allegations of abuse to the Adm, who is the facility's abuse coordinator, immediately. This allows the
facility to report the allegation to CDPH, the Ombudsman, and LLE within two hours of the allegation
to prevent further potential abuse to residents. During an interview on 3/26/2026 at 7:56 a.m. with the
Assistant Director of Nursing (ADON), the ADON stated that on 3/17/2026 at approximately 9:30 a.m.
he (ADON) was made aware by the licensed nurse assigned to Resident 20 that the resident's
(continued on next page)
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F 0609

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

roommate (Resident 55) claimed that CNA 6 hit Resident 20 while providing ADL care earlier in the
morning. The ADON stated that Resident 55 said that she (Resident 55) did witness the alleged abuse,
but she (Resident 55) heard slapping sound while Resident 20 was receiving ADL care. The ADON
stated that Resident 20 said that she (Resident 22) was hit on the face by CNA 6. The ADON stated
that an investigation was immediately started, and it was confirmed with CNA 5, CNA 6, and LVN 8
that the allegation of abuse happened between 4:30 a.m. and 5 a.m. The ADON stated that the Adm
was immediately notified, and CDPH, Ombudsman, and LLE were called, and the report was faxed
within two hours. The ADON stated all staff are mandated reporters and that any allegations of abuse
regardless of if it is true or not has to be reported to the Adm immediately and to CDPH, the
Ombudsman, and LLE within two hours of the allegation. the ADON stated that LVN 8 should have
removed CNA 6 from her current assignment and reassigned to ensure that Resident 20 was safe from
further abuse. The ADON stated that CNA 5, CNA 6, and LVN 8 should have reported the allegation of
abuse to the Adm immediately per facility policy so it can reported to the CDPH, Ombudsman, and
LLE within two hours to keep Resident 20 and other residents safe and free from abuse at all times.
During an interview on 3/26/2026 at 12:54 p.m. with the Administrator (Adm), the Adm stated that on
3/17/2026 at 9:15 a.m., she (Adm) was made aware by the ADON that Resident 20 claimed that she
(Resident 20) was hit on the face by CNA 6 while providing care to her early in the morning. The Adm
that during interview with Resident 20, the resident stated that she (Resident 20) was covering her
face and CNA 6 removed the cover. The Adm stated during an interview with CNA 6, CNA 6 stated that
she (CNA 6) did not report to LVN 8. The Adm stated that CNA 5 stated that he (CNA 5) reported to
LVN 8 at approximately 5 a.m. after providing care to Resident 20's roommate and seeing Resident 20
upset but did not report to the Adm. The Adm stated that LVN 8 said that CNA 5 reported to her that
CNA 6 was rough with Resident 20 during care and she (LVN 8) just checked Resident 20 if there was
pain, or for any signs of injury then continued with her medication administration and did not report to
the Adm. The Adm stated that all staff are mandated reporters and must report any allegation of
abuse immediately to the Adm as the facility is required to report to CDPH, Ombudsman, and LLE
within two hours of when the allegation was made per facility policy and state/federal regulations.

The Adm stated that CNA 5, CNA 6, and LVN 8 should have reported to her (Adm) the allegation of
abuse immediately to be reported within two hours to CDPH, Ombudsman, and LLE for resident safety
and protect Resident 20 and other resident at risk for further abuse. The Adm stated that CNA 6
should have been removed from providing care to Resident 20, as the resident may become upset,
stressed, and psychologically affected upon seeing CNA 6 again. During a review of the facility's
policy and procedure (P&P) titled, Abuse, Neglect, Exploitation or Misappropriation - Reporting and
Investigating, last reviewed on 9/10/2025, the P&P indicated that all reports of resident abuse
(including injuries of unknown origin), neglect, exploitation, or theft/misappropriation of resident
property are reported to local, state, and federal agencies (as required by current regulations) and
thoroughly investigated by facility management. The P&P further indicated: - If resident abuse,
neglect, exploitation, misappropriation or resident property or injury of unknown source is suspected,
the suspicion must be reported immediately to the administrator and to other officials according to
state law. - The administrator or the individual making the allegation immediately reports his or her
suspicion to the following persons or agencies: a. The state licensing/certification agency

responsible for surveying/licensing the facility b. The local/state ombudsman c. The resident's
representative d. Adult protective services (where state law provides jurisdiction in long-term care) e.
Law enforcement officials f. The resident's attending physician g. The facility medical director -
Immediately is defined as: a. Within two (2) hours of an allegation involving abuse or result in serious
bodily injury; or b. Within 24 hours of an allegation that does not involve abuse or result in serious
bodily injury. - Upon receiving any allegations of abuse, neglect, exploitation, misappropriation of
resident property or injury of unknown source, the administrator is responsible for determining what
actions (if any) are needed for the protection of residents. - Any employee who has been accused of
(continued on next page)
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F 0609 resident abuse is placed on leave with no resident contact until the investigation is complete. - If the
investigation reveals that the allegation(s) of abuse are unfounded, the employee(s) may be
Level of Harm - Minimal harm reinstated to his/her /their former position with back pay.

or potential for actual harm

Residents Affected - Few
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