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" DEFICIENCY)
1) Resident 1 will have timely
F 000 | INITIAL COMMENTS F 000 rportsaf gt o suspsid
abuse made on his behalf by
The following reflects the findings of the Landmark Medical Center who
California Department of Public Health during the will be responsible for
i(r;v;iﬁgaﬁon of one Facllity-Reported Incident rt;plgrg]rgg r; ﬂ}fh Stgte l]))epartmem
3 of Public Health, Ombudsm
local Police , residents rcspo:l-g’ible
FRI number: CA00662864 party, attending physician, and
medical director concerning any
Representing the Department: Health Facilities abuse, neglect, or mistreatment of a
Evaluator Nurse #42864 “"sfg""" The report will include
resident name, room number,
The inspection was limited to the specific FRI type of abuse, persons involved,
investigated and does not represent the findings mz%&mﬁn !’.’l'l“‘g:?""‘.ty'
of a fullInspection of th facilty. hat the Abuse Coordintor,
A d o . " *
Two deficiencies were issued for FRI number: of';\?t::'ls!isr?ga E"Jaﬁfﬁﬁ&w
CA00862864. Hhs PR
. within two hours of the incident
F 809 | Reporting of Allsged Violations F 608 occurrence,
8S=D [ CFR(8s): 483.12(c)(1)(4)
*2) Al residents will have timel
§483.12(c) In response to allegations of abuse, ~ reports of alleged or suspe:tgd '
neglect, exploitation, or mistreatment, the facility Ebusde;n made on their behalf by
must; : andmark Medical Center
who will be responsible for
§483.12(c)(1) Ensure that all alleged violations reporting to the State Depart-
involving abuse, neglect, exploitation or ment of Public Health, Ombuds-
mistreatment, including injuries of unknown man, local Police, resident respon-
source and misappropriation of resident property, sible party, attending physician,
are reported immediately, but not later than 2 and medical director concerning
hours after the allegation is made, if the events a‘}y ab".fi"’ neglect, or mistreatme:nt
that cause the allegation involve abuse or result in ol o The report will :
serlous bodily injury, or not later than 24 hours if nombes. fipe of s foor :
the events that cause the allegation do not involve nvolvel aors hons -
abuse and do not resuit in serious bodily injury, to by the facility oot tatior
the administrator of the facility and to other will also indicate that Tffﬁ’ e
officials (including to the State Survey Agency and ' ¢ Abuse
adult protective services where state law provides
for jurisdiction in long-term care facilities) in
|
TITLE {X8) DATE

following

days following the date these documants are made available to the

PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

’
t

2244 /7y

b,

program participation.

cy stdtemant ending with an asterisk (%) denotes a deficlency which the institution may be excu
provide sufficient protection to the patients. (See Instructions.) Excapt for nursing homes,
the date of survey whether or not a plan of correction is provided.

For nursing homes,

sed from comecting providing it Is detsrmined that
the findings stated above are disclosable 80 days
the above findings and plans of comection are disctosable 14
faclly. If deficlencias are cited, an approved plan of carection is requisite to continued
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LANDMARK MEDICAL CENTER | m&“ﬁ st
N4} ID SUMMARY STATEMENT OF BEFIBENCIES 1] FROVIDER'S PLAN OF CORREQTION
odax | (EACH DEFIGIERCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORREQYNVEACTION SHOULDBE | Gofiénon
TAB |  REGULATORYGR LSC IDENTIFYING INFGRMATION) TAG cnoss-nsmnegggmomamnmw oRE
Coordinator, Administrator ?
£ 8091 Continued From page 1 - F609| And director of Nursing had
acc;ﬁnww% State law through established , . Been contacted within two hours
procedures, : Of the incident occurrence.
§483.12(c)(4) Report the results of all 3) Resident abuse in-service will be held
investigations to the administrator or his or her : : Three times per year, Training
designated representative and to other officlals tn | * will include, but not be limited to
gecordance with State law, including to the Stafs . how to deal with .
Survey Agency, within § working days of the - allegations of abuse,
Incidant, and if the aifeged violation is verified .. |- neglect, exploitation, sexual or
appropriate corractive action must be taken. * mistreatment. All
This REQUIREMENT Is not met as evidenced new employees will receive abuse
. bg:aaed obeervalion. Interviaws, and recond - in-service upon hire.
) on rvation, ) ) In-service will include training on
revisw, the tacility falled o netify the Depariment timely reporting of alleged or suspected
- | within 2 hours of an allegad sexual abuse made . abuse to the abuse coordinator. Tfa?r:ﬁng
hy ona of three sampled resldents (Resident 1), " on mandatory reporting and reporters
mﬁ A:;wenlagedt g\:;:?h:'ggm% 3}“: :ftsrepoﬂ responsibilities. Training on who is to -
rted to within the facility.
this aflegation to the Department. . ']i‘erz?ning »(\"i:‘l”alsl: includchhtgw to
. Co deal with allegations of abuse,
This deficlent practice placed Resident 1 at risk - neglect, exploitation or mistreatment
for belng further abused by Resident 2, which had ' '
the potential to cause a decline In the resident's ~
phystoal, mental and emotional weli-belng. ' . A
4.) Staff Developer will carry out in-service |
| Eindings: | 'Is;l‘a}l:;i ngl thl'e]el tinf;cs per year. Master ;
| ' cheduie will reflect planning. Qualj
| On 118118 &t 12:41 pm, an unannounced visit f“s“fa{we Commitice to review i
{was Dﬁa fo ﬂ’l:t fggmrydltggnvesuaa% a ':l;gg'y‘t | ;’t‘;asg;’:ge ‘:z:gl:cﬁ forloo.mpliance. Admini~- "~ - -
rep inclde 1 vesident ; : A mely in-service ed- ’
alteroation. ‘ * ucation,
1. Areview of Resident s Faoe Sheet indlcated $) Full compliance in effect by
g}g W;gaw ad‘,ggg;g the ro:;gem on February 24, 2021
13 - Iamoa mc!"d N . . ..
sohizoaffective disorder (chronic mental condition
with sympioms tike haflucinations, dsluslons,
great excitemantioveractivily, and depreasion).
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£ 809 | Continued From page 2

Areview of Regident 1's Minimum Data Set
(DS, a standardized resident assessment and
care screening toot), dated 10/8/19, indicated the
resldent had moderate Impaiment in cognition
(mental action or prooess of acquiring knowledge
and undavstanding) that includes disorganized
thinking and insttention.

During an obaervation on 11/8/19 at 12:68 p.m.,
1 Resident 1 was calm. During 8 conourrent
| terview, Residant 1 stated on 11/718, Resident
12 hit har on the head. Resident 1 further stated
within the past two months, Resldent 2 had
forced her into the bathreom, then forced-his
penls Into-her mouth and info her butt. Resident 1
stated that she did not want him to do that.
Resldent {1 statad she informed facility staff (with
no name) on 11/7/19. Residant 1 stated sho folt
very ambarrassed and scared when Resldent 2
forced her to have sex. Residant 1 stated she did
ot foel safo In the facllily anymore,

2. Areview of Resident 2's Fave Sheet Indicated
the facillty admitted the resident on 8/27/18 with
admitting dizgnosis of paranold schizoptenia

| (mental iness which the mind does not agree
with reallty).

On 11/819 at 1:10 p.m., during an obsarvation,
Resident 2 was In bed on five points restraints
{wrists, ankles, and abdormen). During &
‘goneurrent interviaw, Resident 2 stated ha hita
‘gl but could not state the name. Resldent 2
‘denled foreing Resident 1 Info sexual contact.

During an interview with the Director of Nursing
(DON} on 11/8/10 &t 1:46 pm, DON stated
Resldent 1 accused Resident 2 of raping her, but
there was 1o avidence {o support her accusation.

F 808
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F 808

| celled the pollce regarding previous raps
‘| incidents and they did not do a rape kit. PD 1

| hand on left side of her face. The siote indicated

Continued From page 3

During an Interviaw with the Program Director
(PD 1) on 11/8/18 at 1:64 pm, PD 1 stated the
allegation of rape was reported to the staff on
1414119 but it was not reported to the Department
bacause It was a false allegation. PD 1 stated the
faollity Investigated it ovar the weekend, but
nothing happened with forolble rape. PD 1 stated
& (allagation of rape) was not reported to the
pofice hacause there walld not be eny evidence
{o collact as It was too late. PD 1 stated they had

stated the facillty had done the investigation and
were not able to subsiantiate it, PD 1 stated the
facility's protocol for any abuse allegetion is to
investigate, and depend on the suation would
report it to the polics, Ombudsman and the
Depariment. FD 1 stated if there was
substantiating evidenca to what the person was
stating, then the faciity wouid report to the police
or Department.

Areview of Resident 1's Inter-Disciplinary
Pragress Note, dated 11/7/19 at 4:00 p.m.,
Indicated during medication time, Counselor 1
reported Reskient 2 hit Resident 1 with closed

that Resident 1 did not hit back, steff separated
the residents and assessed Resident 1. The note
indicatad no Injury and physician order for’ .
neurology check for 72 hours related to potantial
abova the shoulder injury. The note indicated that
ADM and DON were notified via text message
and volcemall was left to consarvator.

A review of Resident 1's inter-Disoiplinary
Pragress Nots, deted 11/8/18 at 2:00 p.m.,

indicatsd chart review was completed for iwcident

Feoe
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F 608 { Continued From page 4 - F 809
that occurred on 11/7/19 and ceare plan opened :
for resident to resident abuge, The note Indlcated
thet It was reported to the Ombudsman, Cly
glioe, and the Department of Public Health

Areview of the Administrator's narrative note,

dated 11/8/18, indicated Reaident 1 was hitby

male peer, Resident 2. The note indlcated that

Rasident 1 clalmed to have been raped by

-| Resident 2 but thate Is no evidence to support

this. The note indicated that Resident 1 was

'| yeliing and screaming this an the unit. The note-
W Resldent 2 admitiad to hiiting her but

denied having any physical contaot.

During a telaphone nterview on 11/27/119 at 6:00
p.m. the Adminiatrator stated she did not report
fhe alleged sexual abuse incldent to the -
Depariment because she felt confident that .
Resident 1 was safe. The Administrator stated
she ahould have reportad it. The Administrator
atated that there was no evidence that Resident 1
was raped and that it was part of her screaming.
The Administrator stated generally what happens
when thora |s any case of alleged abuse, she
wotld cail it in and there would be reflective In
"1 report within first 2 hours, then written report
would follow. ‘

Areview of the facility's policy and procedures,
tited “Facility Management Abuse Reporting,”-
with a revision date of 12/20, indlcated when an
or suspected cass of mistreatment,
naglect, injuries of an unknown source, or abuse
is reported, the faciiity administrater, or histher
designas, wiii notify the following persons or
agencles of such incldents: the State.
licensing/certifioation agency responsible for
FORM CMB-2867(02:65) Previous Verslans Obaciot Event ID: 67BN Facly [D; CAS50000368 it continuation sheet Page 5 of 10
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%m SUMMARY STATEMENT OF DERCIENGIES . D FROVIDER'S PLAN OF CORREGTION :
X (EACH DEFICIENCY MUST BE PRECEOED BY FULL
o | Eoletsastmemmany | omex | eclovemedmimbion | i
. DEFICIENCY)
F 608 | Continusd From pege§ F 608
survayingflicansing facility, the local/State
ombudsman, the resldent's representative of
m&rd.gwenforcenwﬁm officlals and the 1)
ore‘s m:n facilitys g pfag! ed to ;c?ude the Resident 1 will be free
timeframe tn which an alleged or suspected case ' from any potential
9f mlstl‘::gm;n;.a naglect, injurles of an unknown abuse, neglect,
£ 610 InvestgalaPreventomect Aleged Viohlo exploitation or
n F610 :
88sD | CFR(s): 483.12(c){2)-(4) mistreatment when any
§483.12(c) In response to slisgations of . complaint of abuse has
a abuse a2
: been brought against a
ne oitation, or mistreatme
mugst:m o ", the facilly ~ resident by resident 1.
§483.12(0)(2) Have evid tatallal The accused resident will
0 i ave evitance laged be immediately removed
violations are thoralighly invesfigated. from the unit away from
§483,12(c)(3) Prevent further potential abuse, the resident reporting
;:‘egleot. mwn, or mistreatment while the The alleged abuse
‘ against them.
§483.12(c)(4) Report the results of al)
l:vol:ugaﬁona tothe aduﬂnlsbt"agr %n; his O?é'gﬁr 2.).
asignatad rapresentative and to other officials In - Al ract
accordance with State lew, Including o the State All residents will be free
Survoy Agency, within 5 working days of the from any potential
incldent, and if the alleg:g vlolatut:tnbis ;ﬁﬂkef?d abuse, neglect
appropriate corrective action must be ) o
This REQUIREMENT fs not met es evidenced exploitation or
2 mistreatment by
Basad on ohservation, interviews and record resident two or any
review, the faciiity failed to have the evidencs that peer, with such
the alleged saxual abuse was thoroughiy -
invastigated after one of thres sampled residents behaviors. When a
{Resldent 1) alleged that Resldent 2 had sexually complaint of abuse has
abused her. been brought against a
resident and is being

FORM CMB-2887(02-08) Privious Verslons Cbspiald Event {D: 16FB11 Foolly ID: CASS000O0B8  © ©  if continuation sheet Page 8 of 10
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y (D SUMMARY STATEMENT OF DEFIOENCIES ) PROVIDER'S PLAN OF CORREGTION
S (EACH DEFICIENGY MUST EE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION BROULD BE conbiinon
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i s
F 810| Continued From page 6 F 610 anyesngateq, the .
This deficient practice resuted in Resldent 1 not ceused resident will be -
baing properly assessed and no collecting of immediately removed
evlpdedem‘:h ilg :etermm;gms tes!d:tnt l;‘i??w bsen . from the unit away from
raped, placed the resident at r being the resident reporting
further abuser by Resident 2 the alleged abuse
Findings: ., against them.
On 11/8/18 at 12:41 pm, an unannounced visit if)t S
was mads to the facllly to investigate @ facility . After claim of abuse has
reported incident regarding resident to resident been made the facility
altercation. will call the Pomona
1.Areview of Resident 1's Face Sheet indicated . ;Police to investigate and
the faolity initially admitted the reeldent on determine if the resident
9124113 with diagnosis that included + isto be sent to Pomona
schizoaffective discrder (chronic mental condition vall dics
with symptoms ilke hallucinations, delusions, - valley medical center for
gresat excifementioveractivily, and depression). . ‘atrauma examination.
Areview of Resident 1's Minimurn Data Set The.Pomona police will
(MDS, a atandar'gollz)ed wwm and . also determine if the
care , dated 18, Indicated the “ 1 allé i
resident had moderste impaiment In cognition , : : ged a.bl.xlser Is to t.’e .
(mental action or process of acqulring knowlsdge aken to Jail or remaln In
and understanding) thet includes disorganized . the facility. To secure
thinking and Inattention. - the resident safety the
During an observation on 11/8/19 at 12:60 p.m., . -alleged abuser will be
Resident 1 was caim. During a concurrent placed on a 1:1 until
interview, Resident 1 siated on 11/7/19, Resident - investigation is complete
mmmﬁw%oﬁmwﬁmmm&m or other placement can |
forced her into the bathroom, then forced his be found. .
penis In her mouth and in her buit Resident 1. -
stated that she did not want him to do that,
Resident 1 stated she informed faclity staff (with
no name) on 11/7/19. Resident 1 stated she feil
very embarrassed and scared when Resident 2
FORM CMB-2507(02-56) Provious Vemions Obsolete Evgmm':imu Facllliy [D: CAUS0306060 If confinuatinn sheot Psge 7 of 10
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DEFIO] CEDED
B | pltemmeSb | e | Ediovemeeigest | ol
DEFIGIENCY)
F 610 | Continued From page 7 l‘-'810‘ C 4)
forced her to have sex, Resident 1 staled she did o
hiot fas| safe In the facility anymore. © Quality Assurance nurse
é. Areview of Reeldent 2's Face Shest Indl It
W Of s Face Sheat indlcated _ ti
the faciily sdmitted tha resident on 9/27/18 with Z'Lega fons of ab“?lf'b
edmitting dlagnosia of paranoid schizophrenia _ Abuse inservice will be
(mentsl (iness which the mind does not agres . held three times per
Y@‘ reality). : year for all staff.
| on 11/819 at 1:10 p.m., during en ctservation, . Administrator to
| Resident 2 was In bed on five points restraints . monitor.
| {wrists, ankles, and abdamen). During a
concurrent interview, Resident 2 stafed he hita ’ 5)
girl but could not state the name. Reaident2 . : . .
denisd foraing Resident 1 into sexual contact. Fuil compliance in effect .
) S 2/24/21
During an interview with the Director of Nursing /24
(DON) on 11/819 at 1:46 pm, DON stated

Residant 1 acoused Restdent 2 of raping her, but
there was no evidence to support her accusation.

Puring an interview with the Program Directar
(PD) on 14/6/19 at 1:64 pm, PD stated the
gliegation of rape was reported to the staff on

1 1111119, but it was a falss allegation, PD slated
.| the staff investigated it over the weekend, but
nothing heppened with forcible rape,

During an interview with the DON on 11/8/19 at
2:38 pm, DON stated a body check was not done .
because when the investigation was conducted,
the facillly was unable to substantiate raps, DON
stated no physical assessment was done

hecause it was investigated and concluded that
no incident of what Resldent 1 clalmed had
socurred. DON stated she was aware of the
jegulations and as a ofinica) nurse.

Araview of Resident 1's Inter-Disaiplinary
FORM GMS-2807102-86) Pravious Vereluns Obupists Evont [0;18FB11 Faolily tD: CAGB0000080 ¥ continuaiion sheat Page 8 of 10
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Continued From page 8

Progress Notas batween 11/1/10 and 11/8/18,
indioated no documentation that investigation
orfand physica) asssssment was done regarding
allegation of raps.

Avreview of tha Adminlstrater’s narrative nots,
dated 11/8/19, indicated Resident 1 was hit by &
male pesr, Resident 2, The nota indicated that
Restdent 1 claimad to have been raped by

Reskient 2, but there was no evidenve to support

this. The nete Indicated that Resident 1 was

fing and screaming this on the unit, The note
indioated Resident 2 admiited to hitting her
(Re?ggnt 1) but denied having any physical
con

During a telephone intervisw on 1/7/21 at 1:60
p.m,, regarding the allegation of sexual abuse
mado by Resident 1, the Adminlstrator stated that
there was no evidence that she was raped and
that It was part of her screaming. The -
Administrator validated that no investigation was
done for the alloged rape as resident was just
soreaning it out. The Administrator stated In any
case, should someone accuse another resident
regarding rape, the facility must investigate the
abuse allegation thoroughly.

Arevisw of the facilily's policy and pracedures,
tited “Facliity Managemsnt Abuse Reporting,”
with a revision date of 12/20, Indicated:

Upon recaiving reports of sexual abuse, resident
must be sent to Madical Canter. Medioal Center
staff will do an examination. This will be
determined by the Pofice and will be aranged by
the Police Officer investigating the alleged sexusal
-abuse, Adminietrator and any legal entities will
conduct internal investigation which will attempt to

.detarmine [f any other residents could have been

F610
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F 810 | Continuad From page 9 . ‘ F 810
harasead or abuss (sexually) by tha patpetrator,
All residents who have besn sexually ebused witi
have a psychiatrist, psychologlat or licansed
tharaplist sesslon fo disouss the lssues related to
the trauma of sexual assault, if wanted the
resident will be offered a saoond session fo
discuss the feeling surrounding the abuse.
chm Pravious Versieas Ohsalole Evant D 16FB11 Facifly (D; CAS50000069 if continuation etiast Page 10 of 10




