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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, medical record review, and facility P&P review, the facility failed to ensure the abuse investigation 
protocol was followed for one of three sampled residents (Resident 1) reviewed for abuse. * The facility failed 
to ensure CNA 1 was suspended immediately when Resident 1 reported to the facility staff of allegation of 
abuse against CNA 1. Resident 1 reported CNA 1 being rough during the provision of care. * The facility 
failed to report the result of the investigation to the CDPH, L&C Program, Orange District Office within five 
working days. These failures had the potential to put vulnerable residents at increased risk for abuse and/or 
delay in providing the necessary care.Findings: Review of the facility's P&P titled Abuse Investigation and 
Reporting dated 10/2022 showed 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 investigation will also be reported. Under the section role of the 
administrator showed the administrator will suspend immediately any employee who has been accused of 
resident abuse, pending the outcome of the investigation. Further review of the P&P showed the 
administrator (or designee) will provide the appropriate agencies or individuals listed above with a written 
report of the findings of the investigation within five working days of the occurrence of the incident. Review of 
SOC 341 dated 11/28/25, showed on 11/28/25 at 1020 hours, the DON received a report from staff and 
Resident 1 of rough handling by assigned CNA on 11/27/25 in the evening shift. The SOC 341 further 
showed Resident 1 was alert oriented and had no injury. Medical record review for Resident 1 was initiated 
on 12/9/25. Resident 1 was admitted to the facility on [DATE]. Review of Resident 1's H&P examination 
dated 11/14/25, showed Resident 1 was able to make his own decisions. Review of Resident 1's MDS 
assessment dated [DATE] , showed Resident 1 was cognitively intact and required substantial assistance 
from staff for his activities of daily living. On 12/9/25 at 1506 hours, an interview was conducted with LVN 1. 
LVN 1 stated on 11/27/25 at around 2100 hours, CNA 1 asked for assistance while providing care to the 
Resident 1. LVN 1 stated Resident 1 had a long-term skin issue on his back and she observed CNA 1 was 
being rough while cleaning Resident 1. LVN 1 stated Resident 1 asked CNA 1 to stop and CNA 1 then 
stopped. However, LVN 1 further stated Resident 1 reported to her that he asked CNA 1 to stop providing 
care multiple times and CNA 1 did not stop before LVN 1 came to the room. LVN1 stated she then reported 
the incident to RN 1. On 12/9/25 at 1527 hours, an interview was conducted with RN 1. RN 1 stated on 
11/27/25 at around 2100 hours, LVN 1 reported to her that CNA 1 was being rough to Resident 1 while 
providing care, and Resident 1 also reported to LVN 1 that he asked CNA 1 to stop providing care multiple 
times and CNA 1 did not stop before LVN 1 came to the room. RN 1 stated she then changed the 
assignment for CNA 1 and did not assign Resident 1 to CNA 1. When asked if CNA 1 continued to work for 
the facility with other residents after the incident, RN 1 stated CNA 1 continued to work that shift with other 
residents until her shift ended on 11/27/25 at 2300 hours. RN 1 stated the above incident was an allegation 
of abuse against CNA 1 and the process was to report the incident to the Administrator and suspend the 
accused staff pending investigation. RN 1 stated she should have reported the incident to the Administrator 
right away and suspended CNA 1 pending investigation. RN 1 acknowledged by not suspending CNA 1 
pending investigation put the other residents at risk for further abuse. 2. On 12/9/25, at 1555 hours, an 
interview was conducted with the Administrator . The Administrator stated the facility had completed the 
investigation and determined the above allegation LVN 1 reported was unsubstantiated; however, the 
Administrator stated the facility did not submit the result of the investigation to CDPH L&C Program Orange 
District Office within five working days. The Administrator stated it was missed. On 12/20/25 at 0944 hours, 
an interview was conducted with the DON. The DON was informed and acknowledged the above findings.
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