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F 000! INITIAL COMMENTS F 000| Preparation and/or execution of this
plan of correction does not constitute
admission or agreement by the provid-
The following reflects the findings of the er, or the truth of the facts or the con-
California Department of Public Health during an clusions set forth In the statement of
Abbreviated Survey of the Facility-Reported deﬁclengles. d,Thits plan!ogoorlrewg; is
Incidents Intakes CA00954177 and prepared an qg{'&f‘%wufe % mgib'sms
CAQ0856816. of the Heailh and Safety Code section
. 1280 and CFR et seq.
The inspectiocn was limited to the specific
Incidents, and does not represent the findings of This plan of correction constitutes the
a full inspection of the facility. facility's credible allegation of compliance
The Department was able to substantiate a ’
violation of the regulation(s). One deficlency was Immediate Action Taken
fasied for GAOORSSA 77 The Administrator reviewed the abuse in-
F 610 | Investigate/Prevent/Correct Alleged Violation F 610| vestigation file involved. The allegedab- |4/28/25
§5s=D | CFR(s): 483.12(c)(2)«(4) use was non-physical and was reported
i e e
§483.12(c) In response to allegations of abuse, Code 15630(a . The code sect-
H : ion calls for reporting to the local ombuds-
;elfslfd explaitation, or mistreatment, the facilly man or local enforcement agency. The
¢ }r\litial replgn vlias r';lage to the sdt?te Stl.llrvey
ency, local ombudsman, and {oca
§483.12(c}(2) Have evidence that ail alleged eﬂfom"!mem agency. Movi:g ft:niv.'a\rd.a v
violations are thoroughly investigated. results of investigation that fall under this
: tsio‘ta\tsetla;tawsoode sx;tlon will ll:’e re Fétes(:efg
§483.12(c)(3) Prevent further potential abuse, ne olate ourvey Agency under
neglect, exploitation, or mistreatment while the on 483.12(0}d) wiin  working days.
investigation is in progress. Actiign tgken for other potentially affected | 4/28/25
residen
§483.12(c)(4) Report the resuits of all ,
investigations to the administrator or his or her The Administrator reviewed previously re-
designated representative and to other officials in ported allegations, and all involved physical
accordance with State 1gw, including to the State abuse in which both federal and stae law
Survey Agency, within 5 working days of the : gq“"?hse’?gg}iggaa?n%mg '%“{ggl 1\9' '
. incident, and if the alléged violation is verified po e,,f"g';,,emem anancy. All inftial reports aw ) \
H v A . [0 .
appropriate corrective action must be taken. were followed by a 5-day report to the 158
This REQUIREMENT is not met as evidenced 5 State Survey Agency. -
by:
Based on interview and record review, the “ J' _ t A
v 3 Y

IRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

providing it is defesmined that ‘

il — M
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i Any deficlency statement ending with an asterisk (*) denotes a deficiency which the institution nfay be excused from comeciing .

other safeguards provide sufficient protection to the patlents. (Sea Instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
+ following the date of survey whether or not a plan of correcticn is provided. Fer nursing homes, the above findings and plans of correcticn are disclosable 14

days following the date these documents are made availabite to the facility. |f deficiencles are cited, an approved plan of correction is requisite to continued
program participation.
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F 610 | Continued From page 1 F 810 Prevention of recurrence

. allegation incidents (Resident 1) to the

facility failed to complete and provide a timely
investigation report for one of two resident abuse

Department. This failure subjected Resident 1 to
the potential reoccurrence of abuse, and lack of
information had the potential to hamper the
Department’s ability to intervene, should
protective actions be required to ensure the
safety of the 60 other vulnerable residents in the
facility.

Findings:

A review of the "Intake Information, * dated
*3/27/25," indicated an allegation of Resident 1
not being treated with dignity and respect by a
facility staff member.

During an interview on 4/16/25 at 12:05 p.m.,
Administrator A stated he investigated the
allegation Resident 1 made against Housekeeper
B but did not send a five-day follow-up
Investigation Report to the Department.
Administrator A stated he referred to an AFL (All
Facilities Letter, or a State letter of
communication to providers) and a Mandated
Reporter (healthcare professionals have a legal
duly to report suspected cases of abuse or
neglect) Chart, neither of which indicated a
follow-up Investigation Report. Administrator A
stated he was not aware a follow-up report was
required five days after an abuse allegation
incident.

A review of the facility policy titled, "Abuse,
Neglect, Exploitation and Misappropriation
Prevention Program, " dated "April 2021, "
indicated, "Residents have the right to be free

Per above, the facility will report results of
abuse investigations per CFR Section 483.
12g:)(4) within § working days independent
of State Law reporting provisions regardles
of state law classification.

Monitoring

The Administrator will review open abuse in
vestigation files to ensure compliance.

System Effectiveness

System effectiveness will be evaluated dur-
ing rmanthly QAP! mestings for three (3)
months
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F 610 | Continued From page 2 F 610

from abuse, neglect misappropriation of resident
property and exploitation ... The resident abuse
neglect and exploitation prevention program
consists of a facility-wide commitment and
resource allocation to support the following
objectives: .... ldentify and investigate all
possible incidents of abuse, neglect,
mistreatment, mistreatment or misappropriation
of resident property ... Investigate and report any
allegations within timeframes required by federal
requirements ... "
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