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The following reflects the findings of the California
Department of Public Health during an abbreviated
standard survey for five Facility Reported Incidents.

Facility Reported Incident Numbers: 2084997,
2984877, 2984850, 2984200, and 2976448,

The inspection was limited to the specific Facility
Reported Incidents investigated and does not
represent the findings of a full inspection of the
facility,

Two deficiencies were issued for Facility Reported
Incident: 2984997, refer to F600, and F609.

-|No deficiencies were issued for the Facility Reported
Incidents: 2084877, 2984850, 2984200, and 2976448,

FO500 Free from Abuse and Neglect FO&G0
SS5=0 S
CFR(s): 483.12(a)(1)

§483,12 Freedom from Abuse, Neglect, and
Exploitation

The resident has the right to be free from abuse,
neglect, misappropriation of resident property, and
exploitation as defined in this subpart. This includes
but i3 not limited to freedom from corporal
punishment, involuntary seclusion and any physical
or chemical restraint not required to treat the
resident's medical symptoms.

§483.12(a) The facility must-

§483.12(a)(1) Not use verbal, mental, sexual, or
physical abuse, corporal punishment, or involuntary
seclusian;

This REQUIREMENT is NOT MET as evidenced by:
Based on interview and record review, the facility

failed to ensure residents were free from sexual
abuse for one of four sampled residents {Resident

sad:-fro ng providing it is determined that other
safeguards prowde sufficient protection to the patients. (See reverse for further instructions; ) Except for 10 '_ efindings stated above are disclosable

{ 'aad plans of correction are disclosable
orrectlor& is requisite to continued
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bed unclothed.

This deficient practice resulted in Resident 2 being
sexually abused by Resident 4 and had the potential
for Resident 2 to experience physical harm,
emotional rauma, fear, humiliation, and
psychological distress.

Findings:

a. During a review of Resident 2's Adrmission
Record, the Admission Record indicated Resident 2
was originally admitted to the facility on 7/29/2024
and re admitted on 10/6/2025. Resident 2's
diagnoses included dementia (a progressive state of
decline in mental ahilities), schizoaffective disorder
(& mental iflness that can affect thoughts, mood, and
hehaviot), and major depressive disorder (a mood
disorder that causes a persistent feeling of sadness
and loss of interest).

During a review of Resident 2's History and
Physical (H&F), dated 10/8/2025, the H&P indicated
Resident 2 had fluctuating capacity to understand
and make decisions.

During & review of Resident 2's Minimum Data Set
(IMDS] -~ a resident assessment tool), dated
11/25/2025, the MDS indicated Resident 2's
cognition (the abifity t¢ think and process
information} was moderately impaired, The MDS
indicated Resident 2 required mederate (helper does
less than half the effort) assistance from staff far
activities of daily living (fADLs]- routine
tasks/activities such as bathing, dressing and
toileting a person performs daily o care for
themselves).

buring an interview on 4/15/2026 at 10:15 a.m., at
Resident 2's bedside, with Resident 2, Resident 2
stated she did not want to engage in sexual activity
and did not consent to sexual contact with Resident
4,

b. During a review of Resident 4's Admission
Record, the Admission Record indicated Resident 4
was originally admitted to the facility on 1/3/2025
and readmitted on 7/11/2025. Resident 4's
diagneses included dementia, schizoaffective
disorder, and major depressive disorder.
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During a review of Resldent 4's MDS, dated
7/15/2025, the MDS indicaied Resident 4's cognition
was moderately impaired. The MDS indicated
Resident 4 required moderate {helper does less than
half the effort) assistance from staff for ADLs,

During an interview on 4/15/2026 at 31:40 p.m., at
Resident 4's bedside, with Resident 4, Resident 4
stated he liked women and liked to socialize with
women. Resident 4 could not recall whether or not
he engaged in sexual activity with Resident 2.

During a concurrent interview and record review on
4/15/2026 at 12:00 p.m., with Licensed Vocational
Nurse (LVN} 1, Resident 2's progress note, authored
by LVN 1, dated 11/16/2025 and timed at 11:02 a.m.,
was reviewed. The progress note indicated Resident
2 was observed unclothed in her bed with Resident
4, LVN 1 stated she observed both residents
unclothed in Resident 2's bed. L VN 1 stated at the
time of the incident, both residents verbally
consented to sexual activity, LVN 1 stated she was
not aware if an assessment was performed to
determine either resident's capacity to consent to
sexual activity.

During an interview on 4/15/2026 at 12:30 p.m., with
the Director of Nursing (DON), the DON staied the
incident invalving Resident 2 and Resident 4 was
considered sexual abuse. The DON stated it was not
the facility's practice to allow residents to engage in
sexual activity without appropriate assessment. The
DON stated that, if residents expressed a desite to
engage in sexual activity, the facility was required to
assess the residents’ capacity o consent and, if
appropriate, provide privacy. The DON stated the
facility failed to ensure Resident 2 was protected
from sexual abuse,

During a review of the facility’s policy and

procedure (P&P) tided “Abuse, Neglect, Exploitation
and Misapprogriation Prevention Program®, revised
42024, the P&P indicated ali residents have the right
to be free from any form of abuse including sexua
abuse. The P&P indicated the facility was committed
to ensuring that residents were protected from
sexual abuse,
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§483.12(c) In response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility
must:

§483.12{c){1} Ensure that all alleged violations
involving abuse, neglect, exploitation or
mistreatment, including injuries of unknown source
and misappropriation of resident property, are
reported immediately, but not later than 2 hours after
the allegation is made, # the events that cause the
allegation invoive abuse or result in sericus bodily
injury, or not later than 24 houwrs if the events that
cause the allegation do not involve abuse and do
not result in serious bodily injury, to the
administrator of the facility and to other officials
{including to the Siate Survey Agency and adult
protective services where state law provides for
jurisdiction in long-term care facilities) in
accordance with State law through establishad
procedures.

§483.12{c)(4) Report the results of all investigations
to the administrator or his or her designated
representative and to other officials in accordance
with State law, including to the State Survey Agency,
within 5 working days of the incident, and if the
afleged violation is verified appropriate corrective
action must be taken.

This REQUIREMENT is NOT MET as evidenced hy:

Based on interview and record review, the facility
failed to report a sexual abuse aliegation to the State
Agency (California Department of Public Health
[CDPHI, the Ombudsman (an advocate for residents
of nursing homes, board and care centers, and
assisted living facilities), and locat law enforcement
for two of four sampled residents (Residents 2 and
4), after Resident 4 was observed unclothed in
Resident 2's bed, who was also unclothed.

This deficient practice resulted in a delay of an
onsite investigation by CDPH and had the potentiat
to place alt residents at risk for abuse,

Findings:

a. During a review of Resident 2's Admission
Record, the Admission Record indicated Resident 2
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and re admitted on 10/6/2025. Resident 2's
diagnoses included dementia (a progressive state of
decline in mental abilities}, schizoaffective disorder
(a mental illness that can affect thoughts, mood, and
hehavior), and major depressive disorder (a mood
disorder that causes a parsistent feeling of sadness
and ioss of interest),

During & review of Resident 2s History and
Physical (H&P), dated 10/8/2025, the H&P indicated
Resident 2 had fluctuating capacity to understand
and make decisions.

During a review of Resident 2's Minimum Data Set
(IMDS] — a resident assessment toal), dated
11/25/2025, the MDS indicated Resident 2's
cognition (the ability to think and process
information) was moderately impaired. The MDS
indicated Resident 2 required moderate (helper does
{ess than haif the effort) assistance from staff for
activities of daily living {{ADLs]- routine
tasks/activities such as bathing, dressing and
toileting a person performs daily to care for
themselves).

During an interview on 4/15/2026 at 10:15 a.m., at
Resident 2's bedside, with Resident 2, Resident 2
stated she did not consent to sexual contact with
Resident 4.

b. During a review of Resident 4's Admission
Record, the Admission Record indicated Resident 4
was originally admitted to the facility on 1/3/2025
and readmitted on 7/11/2025. Resident 4's
diagnoses included dementia, schizoaffective
disorder, and major depressive disorder.

During a review of Resident 4's MDS, dated
71152025, the MDS indicated Resident 4's cognition
was moderately impaired. The MDS indicated
Resident 4 required moderate (helper does less than
half the effort) assistance from staff for ADLs.

During an interview on 4/15/2026 at 11:40 p.m., with
Resident 4, Resident 4 stated he did not recall
engaging in sexual activity with any residents.

During a concurrent interview and record review on
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Nurse (LVN} 1, Resident 2's progress note, authored
by LVN 1, dated 11/16/2025 and timed at 11:02 a.m.,
was reviewed, The progress note indicated on
11/16/2025, Resident 2 and Resident 4 were
ohserved unclothed in Resident 2's bed. LVN 1
stated she observed Residents 2 and 4 unclothed in
Resident 2's bed. LVN 1 stated such an incident
was considered sexual abuse, LVN 1 stated the
incident shouid have been reported immediately to
the abuse coordinator and the appropriate state and
federaf agencies, including CDPH. LVN 1 stated she
did not report the incident.

During an interview on 4/15/2026 at 12:55 p.m., with
the Administrator (ADM), the ADM stated she was
the abuse coordinator and was responsible for
reporting all abuse allegations to the CDPH, law
enforcement, and Ombudsman. The ADM stated the
staff had the ability to report to the three reporting
agencies, The ADM stated staff were responsible for
notifying her immediately of sexuaf abuse allegations
so the allegation could be reported and investigated.
The ADM stated immediate reporting was necessary
to ensure a thorough investigation was conducted
by both the facility and CDPH.

Luring a review of the facility's policy and

procedure (P&P) titled “Abuse Reporting and
Investigation”, dated 5/2025, the P&P indicated all
facility staff are required to report all allegations of
abuse to the appropriate agencies within two (2)
hours of becoming aware of the abuse. The P&P
indicated that al! staff were considered a mandated
reporter and were responsible to notify appropriated
authorities within 2 hours and te notify the faciity
Abuse Prevention Coordinator (APC) and their
supervisor immediately.
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