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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** 38612

Based on interview and record review, the facility failed to ensure the result of its investigation of the abuse 
allegation involving two residents (Resident 1 and Resident 2) on 1/29/24 was reported within five working 
days of the occurrence of the alleged incident to the State Survey Agency.

This failure violated the federal mandated reporting time frame.

Findings:

Resident 1's Admission Record indicated she was admitted on [DATE] and was discharged on [DATE].

Review of Resident 1's Skilled Charting, dated 1/29/24 at 4:36 PM, indicated Pt (patient, also referred to a 
resident [referring to Resident 1]) called the police [NAME] (because) pt said she was verbally abused by 
roommate (referring to Resident 2) .

Resident 2's Admission Record indicated she was admitted on [DATE] and discharged on [DATE].

Review of Resident 2's Skilled Charting, dated 1/29/24 at 4:10 PM, indicated Pt (Resident 2) had an 
argument with roommate (referring to Resident 1). (Resident 1) called the police for being verbally abused by 
the pt (Resident 2) in the hallway .

During an interview on 5/16/24 at 2:10 PM, the Assistant Director of Nursing (ADON) stated the new 
Administrator was looking for the investigative report and will provide it to the surveyor as soon as possible.

During a follow up interview on 5/16/24 at 2:48 PM, the ADON was unable to provide evidence that facility 
submitted an investigative report within five working days of the alleged incident to the State Survey Agency 
which is the California Department of Public Health.
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Review of the facility policy titled, Abuse Investigation and Reporting, last revised on 7/17, indicated Policy 
Statement - All reports of resident abuse, neglect, exploitation, misappropriation of resident property, 
mistreatment and/or injuries of unknown source (abuse) shall be promptly reported to local, state, and 
federal agencies (as defined by current regulations) and thoroughly investigated by facility management. 
Findings of abuse investigations will also be reported . Reporting - 1. All alleged violations involving abuse, 
neglect, exploitation, or mistreatment, including injuries of an unknown source and misappropriation of 
property will be reported by the facility Administrator, or his/her designee, to the following persons or 
agencies: a. State licensing/certification agency responsible for surveying/licensing the facility . 5. The 
Administrator, or his/her designee, will provide the appropriate agencies or individuals listed above with the 
written report of the findings of the investigation within five (5) working days of the occurrence of the incident .
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