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F 000 INITIAL COMMENTS 

The following reflects the findings of the 
California Department of Public Health during an 
abbreviated survey tor the investigation of 

. complaint #CA00618733. . 

Representing the Department of Public Health: 
HFEN, 38193. 

The inspection was limited.to the specific 
complaint investigated and· does not represent 
the findings of.a full inspection of the·faCifify. · 

F 609 Reporting of Alleged. Violations 
SS•D CFR(s): 483.12(c){1)(4) 

§483.12(c) In response to allegations of abuse, 
negl~ct, exploitation; or.mistreatment, _the facility 
must: 

§483.12.(c)(1) Ensure th~t.alf alleg~d violations 
involving abuse, neglect, exploitation ot 
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; -if the events 
that qause the allegation involve abuse cir .result in 
serious bodily ·injury, ·qr not later than 24 hours if 
the events. that cause the a.llegation do not involve 
abuse and do ·not result·iri serious bodily inj ury, to 
the administrator of the facility and to other 
officials (irn:::lur;Hng to the State Survey Agency and 
adult protective services where state law provides 
for j urisdi9tion in. long-term care faciliti_es) in 
accordance with State law through established 
procedures. 

§483.12(c)(4) Report the results of ·all 
·investigations to the ~dministrator or his or her 
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". Preparntion and/or execution of this 

;Plan of Conection does not constitute 

· admission or agreement by the provjder 

of the truth of the facts alleged or 
conclusions set forth on the Statement 

!of Deficiencies. This Plan of 
! Correction is prepared and/or executed 

i solely because its required by the 

I rpovisions of Health and Safety Code 
. Section 1280 and 42 CFR. 405.1907. 

·· 1 "This Plan of Correction constitues my 
· . written credible allegation of 

· j compliance for the deficiencies noted" 

\ F669 

I A-

I ~ 
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V pon Jeaming of the allegation the 
facility immediately suspended 
CNA 1 that was acuscd pending an 
investigation. The alleged CNA 1 

was not the residents CNA and did 

not have any further contact with 
him 

There were no other allegations of 
abuse made. Upon teaming of 1he 
alleged. allegation the Facility 
followed the proper procedure and 

seported the allegation. This was 
done within the .required· rsporting 
timeframe to be compliant 
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Any de iency s tement ending wi~~ an asterisk (~) denotes a deficiency whh;:h the institution may.be excused from· correcting pr iding. It Is determined that 
other sa guard provide sufficient protectiol'! to the patients. (See instn.ictions.) Except for nur~ing homes, the flndl.ngs stated above are disclo&able 90 days 
following d of s1.frvey whether or-not a plan of c·orrecOon is provided. For nursing homes, the above findings and plans of correction are dlsCto!>0tbl~ 14 
days follciwing the. date these documents are made available to the facility. If deficiencies are eltec:f, an approved plan of correction Is requisite to contin.ued 
program participation. ' · 
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Continued From page 1 
designated representative ::ind to other officials in 
accordance wil'1 State law, including to the State 
Survey Agency, within 5 working days of the ·· 
.incident, and if the alleged violation is verified 
appropriate corrective action must be taken. 
Thi$ REQUIREMENT is not met as evidenced 
by: 
B;i$ed on observation, interview, and record 
review, .. the facility failed to report an incidence of 
alleged abuse when Re.sident 1 alleged Certified · 
Nursing Assistant 1 (CNA 1) pour!ld uriri'!l on him. 
T.he delay in the notificiition process plaeed 
Resident at risk for.further potential abuse, 
neglf!Cl, exploitation or mistreatment. 

Findings: 

During .an interview with the Administrator on 
1/10/19at1:20 p.m., he stated CNA2 failed to 
report alleged abuse by waiting a day before · 
reporting to the facility. 

During a concurrent interview am;I obseMition .. 
with-Resident 1 on 1110/19 at 1 :40 p.m., Resident 
1 Was lying on his back and speaking quietly .. At· 
the moment Resident 1 was Clescntiing what had 
happened on the nigh! of the alleged abuse, he 
abruptly learied forward·and forcefully yelled, 
"[CNA 1] came, I was already wet. S.he dumped 
pee on me!" 

During a teleph<;me interview with CNA 2 on 
1/10f19 at2:40 p.'m., CNA2 stated.that when she 
returned to the floor from a break, she noticed 
Resident .1 's call light was illuminated and she 
entered the room. CNA2. slated she noticed 
Resident 1 was w.et, his bedside urJnaf was 
empty, and he was stating,."Dump, <lump!" QNA 
2 stated she <1sked Residerit.1 to calm down. 
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F609 · 9· The alleged CN A 1 was suspended 
pe11di11g the investigation. CNA 2 
has received the abuse training 
each year as required with the most 

I 

I 
I 

I 
recent traini().g on 12/l2fl8. CNA 2 
is currently out of the country. The 
Direc!(lr of Staff development will 
pl'Ovide additional elder abuse 
training to J1et upon her return 
which is the end of February. This 

. training will be done before she 
returos to Work. The tacility will 
coi1tl11ue to perform the required itt· 
services for Elder Abuso trmning 
on an annual basis. Tile topic will 
also be discussed at quartly al! staff 
mt.gs and upon hiring. 

D- Tile Continuaing Quality 
Assurance Team will monitor 011 a 
qul'lrtedy basis to ensure 
compliance. Th• Administrator will 
follow up to make sure \he 
necessary traini().g is beog 
conducted. 
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F 609 Continued From page 2 F 609 
After leaving Resident 1 's room, CNA 2 asked 
CNA 1 if she had dumped urine on Resident 1. 

The clinical record for Resi(lent 1 was reviewed 
on 1/10119. The Interdisciplinary Progress Notes, 
dated 10/29/18, indicated Resident 1 and ex-wife 
reported (hat. ",.,a CNA poured urine from his 
urinal on him on 10127/18 PM shit'!. DON 
[Director of Nursing]IAdministrator notified [and] · 
allilgation of al;luse was reported." 

The personnel rec::ord for CNA 1 was.reviewed on 
1/10/19. AN.otioe ofl:>i~cij)llnaryAction,.dated . 
10129/18 at 1:52 ·p.m., indicated CNA 1 was put 
on suspension for a pendi.ng invesiigation .into 
alleged abuse occ~rring on 10/27/19: 

The ofinioal record for Resident 1 v.ias reviewed 
on 1/10/19; The·socialProgress Notes, dated 
10/29119.af.3•48 p.m., indicated CNA 1 was . 
sw;pended pending investigation of the abuse 
allegation madl;l by Resid~mt 1: and his wife. . . . 

During: an interview with the Director. of Slaff · 
Development (DSD) on 1/10/19 at 1 :50 p.m., she 
reviewed the clinical record and was unabla .. to 
find ·documentation cif alleged abuse reporting by 
CNA2.. . . · 
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