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F 000 | INITIAL COMMENTS rooo| Chandler Convalescent FHospital
makes Its best effort to operate in full
The following represents the findings of the compliance with both the Federal and State
Callfornia Department of Public Health during the regulations. Nothing included in The Plan of
Investigation of a Facllity Reported Incident (FRI). Corrections is an admission otherwise.
Chandler Convalescent Hospital has submitted
Facllity Reported Incldent Number; CA00788040 . this Plan of Corrections in order to comply with
its regulatory obligations and does not walve
Representing the Department: any objection and does not waiver any
Health Facllities Evaluator Nurse(s): objection to the merits or from any allegations
[42878] contained therein. Please note that Chandler
Convalescent Hospital may contest to the
The Inspection was limlted to the speclfic Facllity merits or form of any deficiency or findings
Rep()fted Incldent Invesilgated and does not a"eged below and may take reasonable steps
represent the findings of a full Inspection of the to appeal them. This Plan of Correction
facility. constitutes our written credible allegation of
mpliance form the deficiencles noted durin
Two deficlencies were Identifiad for the Faclllty o ;:a: 5019 NHEPD audt conductod
aRgg%qtg;i Incldent: CA00788040 (Refer to Ftag by the Department Of Public Health.
,610),
F 609 | Reporting of Alleged Violations F 609| F609 CFR 483.12(c})(1)(4) Reporting of
$8=D | CFR(s): 483.12(c)(1}4) Alleged Violatlons
§483.12(c) In response to allegations of abuse, What corrective action (s) will be
neglect, exploltation, or mistreatment, the facility accomplished for those residents
must: found to have been affected by the
§483.12(0)(1) Ensure that all alleged violations deficient practice o
Involving abuse, neglect, exploitation or On 6/7/2022, upon knowledge of the incident | 6/7/22
mistreatment, Including injurles of unknown regarding Resident 1's allegation towards
source and misappropriation of resident property, C.N.A. 1, Administrator immediately initiated
are reported Immediately, but not later than 2 an investigation, submitted an SOC 341 to the
hours after the allegatlon Is made, if the events Department of Health (DPH) and
that cause the allegation Involve abuse or result In Ombudsman, and called the Glendale Police
sorlous bodlly Injury, or not later than 24 hours If Department. Director of Staff Development
the events that cause the allegation do not Involve SD). via teleoh 501 diately placed
gbuse and do not result In serlous bodlly Injury, to (DSD), via telep one, also mmediately p ace
the administrator of the facllity and to other C.N.A. 1 on suspension pending the results of
officlals (including to the State Survey Agency and the Investigation and gave one-to-one in-
service regarding facllity’s Abuse policy and
LABQRAJORY QJEGTOR'S OR/PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE .
M NP D At )1 8 oY 2 TR0

&nf deflclency sttement andt(?t;(ytﬁ an gatepdk (*) derotes a deflclency which the Institutlon may be excused from cotrecling providing ItIs delermined thal
nt

other safeguardsprovide suff!

protection to the patlents, (See Instructions,) Except for nursing homes, the findings stated above are disclosable 80 days

following the Jateof survey whether or not a plan of correotlon Is pravided, For nursing homes, the above findings and plans of correction are discloseble 14
days following thedate these documents ere made avallable lo the facllity. If deflclencles are clted, an approved plen of correclion Is requisite lo continued

program perticipslon,
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adult protective services where state [aw provides
for jurisdiction In long-term care facllitles) in
accordance with State law through established
procedures,

§483.12(c)(4) Report the results of all
investigations to the administrator or his or her
designated representative and to other officlals In
accordance with State law, Including to the State
Survey Agency, within § working days of the
Incident, and if the alleged violation Is verifled
appropriate corrective action must be taken.,
This REQUIREMENT Is not met as evidenced
by:

Based on Intervlew and record review, the facllity
falled to report an allegation of sexual abuse to
the administrator of the facility, and to other
officlals Including to the State Survey Agency and
adult protective services, immediately but not
later than two hours for one of three sampled
resldents (Resident 1) from the time the Incident
occurred, when it fafled to:

1. Ensure Licensed Vocational Nurse (LVN) 1 and
Certified Nurse Asslstant (CNA) 2 identify
Resldent 1's verbal report of CNA 1 touching hls
breast/chest area and asking Resldent 1 to "suck
his dick (penls)," as an alleged violation of sexual
abuse between the alleged dates of 6/2/22 to
6/5/22 and repott to the faocllity's administrator
and other officlals Inmediately.

The facllity reported the allegation of sexual
abuse to the Department of Public Health on
6/7/22 (4 to b days after Resldent 1's reported the
allegations to LVN 1 and CNA 2 between 6/2/22
to 6/3/22.

This deficlent practice resulted In psycholagical

oo | SUMMARY STATEMENT OF DEFIGIENCIES 7] PROVIDER'S PLAN OF GORREGTION (X6)
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F 609 | Continued From page 1 F 609 | Procedures that entails prompt reporting of

any alleged Abuse incident to the
Administrator and to the following entities as
required: Local Police Department, Office of
the Ombudsman, and the Department of
Public Health immediately but no later than
two hours as mandated by State and Federal
regulations.

On 6/8/2022, upon facility’s knowledge that | 6/8/22
LVN 1 was aware that C.N.A. 1 was accused by
Resident 1 for an alleged sexual allegation,
LVN 1 was given one-to-one in-service
regarding facility's Abuse policy and
Procedures that entails prompt reporting of
any alleged Abuse incident to the
Administrator and to the following entities as
required: Local Police Department, Office of
the Ombudsman, and the Department of
Public Health immediately but no later than
two hours as mandated by State and Federal
regulations. LVN 1 was placed on suspension
for three (3) days for failure to report Resident
1’s abuse allegation in a timely manner.

On 7/21/2022, DSD conducted one-to-one in- | 7/21/22
service to C.N.A. 2 regarding facility’s Abuse
policy and Procedures that entails prompt
reporting of any afleged Abuse incident to the
Administrator and to the following entitles as
required: Local Police Department, Office of
the Ombudsman, and the Department of
Public Health immediately but no later than
two hours as mandated by State and Federal
regulations. DSD also gave a final warning to
C.N.A. 2 for failure to report Resident 1's
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dlstress for Resldent 1 by belng fearful of CNA 1,
thinking that the alleged Incldent may happen
agaln, when CNA 1 was reasslgnhed back to care
for Resldent 1, on 6/4/22, after the resldent made
the first sexual abuse allsgation belwesn 6/2/22
and 6/3/22.

Findings:

Areview of Reslident 1's Face shest (Admlsslon
Record) indicated the facllity Initlally admitted
Resldent 1 to the facllity on 3/28/2018 and
readmlitted to the facllity on 6/11/2020. Resident
1's dlagnosls included hemiplegla (paralysls of
one slde of the body) following cerebral Infraction
{damage to tlssues In the braln due to a loss of
oxygen to the area), and chronic obstructive
pulmonary disease (a group of lung diseases that
bleck alrflow and make It difficult to breathe).

Areview of Resldent 1's History and Physlcal
dated 9/9/21, Indicated Resldent 1 had fluctuating
capacity to understand and make declslons.

A review of Resldent 1's Minimum Data Set
(MDS, a standardlzed resident assessment and
care-planning tool)), a standardized care
screening and assessment tool, dated 3/24/22
Indicated Resldent 1's cognition (thought
process) as moderately impalred, The MDS
Indicated Resldent 1 did not exhlbit any physical
behavioral symptoms directed towards others
(e.g, hitting, kicking, pushing, scratching,
grabbling ,abusing others sexually) or verbal
behavloral symptoms directed towards others
(e.g, threatenlng others, screaming at other,
cursing at others), The MDS dld not Indicate any
mood problems for Resldent 1. The MDS
Indlcated Resldent 1 required ohe-person

From 6/7/2022 through 6/10/2022, Resident 1
was placed on monitoring for signs and
symptoms of emotional distress. As per nursing
and SSD’s progress notes, Resident 1
verbalized that he feels safe in the facility with
no signs of emotional distress noted.

On 6/8/2022, Resident 1 was evaluated by
attending psychiatrist in order to assess
Resident 1's psychological status and for
Resident 1 to verbalize his feelings. No new
orders were given. '

How will you identify other residents
having the potentlal to be affected by
the same deficient practice and what
corrective action will be taken?

Other residents may have potentially affected
_|by the alleged deficient practice of prompt
reporting of an incident that may have
constitute an Abuse.

On 7/21/2022, per interview and observations
with current residents during daily room
rounds and interviews by the department
managers, no similar findings have been
identified that indicates the same deficient
practice.

On 7/20/2022, DSD and the Administrator
conducted a series of in-services to all staff on
the facility’s policies and procedures regarding
Abuse Reporting and Abuse Prevention /
Prohibition, emphasizing the importance of
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allegation in a timely manner.
F 609 | Gontinued From page 2 Feool o ey

6/10/22

6/8/22

7/21/22

7/20/22
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reporting any and all allegations of abuse
F 609 | Continued Fro ‘ :
rom page 3 ) F 609 whether or not they are deemed to be valid. it
extensive((means that the Individual would not be furth hasized that staff tt
able to perform or complete the activity of daily was ur‘ er emp asize .a stail are hot to
living (ADL) without another person to ald In use their own judgement in determining the
performing the complete task, by providing validity of any and all allegations. Rather it is
welght-bearing assistance) physical assistance all facility staff’s responsibility to report as we
for bed mobility, transfers, locomotlon, dressing, are Mandated Reporters. Participants were
tollet use, and personal hyglene, The MDS . [ ith actual d trati
indicated Resldent 1 could not walk. glven examples with actual demonstration
) and scenarios on what is abuse, the different
Areview of the Nursing Staffing Assignment and types of abuse, and it was furthermore
Sign-In Sheet dated 6/2./22, Indicated CNA 1 was accentuated that It is the responsibility of all
assigned In Resident 1's room, to provide care for staff as mandated reporters to promptl
Resldent 1's roommate, on 6/2/22 during the 11 A sl e
P.M. to 7 AM. shift report any allege use incident to the
Abuse Coordinator {(Administrator / Designee)
Arevlew of Nursing Staffing Asslgnment and and to the following entities as required:
Sign-in Sheet dated 6/4/22 Indicated CNA 1 was Local Police Department, Office of the
?ss:gne[g batc"k to %7:‘/‘2’;“; 1'15 m&m'ﬁ";"setca?m Ombudsman, and the Department of Public
P?rM ?s:\lft? nt 1, on uring the M. 1o Health immediately but no later than two
o hours as mandated by State and Federal
Areview of Resident 1's Departmental Notes regulations. Administrator and Assistant
dated 6/7/22, Indicated the Soclal Services Administrator emphasized special attention
glrelcdtort(?s?) re“ceived s ph("’:"in“’la":;"g‘ tth 1 to the possible consequential outcome of
esident 1's family member (Family 1). Famlly . - : .
asked about the “Incident" that happened to residents _experiencing _ psychological and
Reslident 1. The Note Indicated the SSD went to emotional distress as a result of late reporting.
Resident 1's room on 6/7/22 at around 10:30 Any facility staff who fails to report any and all
AM. and Resldent 1 Informed the SSD that CNA allegations of abuse timely will be given
|1 t°“°h°ﬂ atr;dt;:l;:d_ﬁ‘es:\clle?tl‘l :{? d? dthe SSD disciplinary action, with possibility of
napproptia . The Note Indicated the o
Informed the Administrator (ADM) and the termination. In the absence of the
Director of Nursing (DON). The Note Indicated Administrator or DON, the highest ranking
the Police Department arrived at the facllity and staff member present in the facility the day an
Interviewed Resldent 1, 'alleged abuse occurred or was verbalized,
Aroview of a “Fax transmlital report submitted to shall be responsible for reporting to the Local
the department® submitted to the department on Police Department, Office Of,the Ombudsman,
8/7/22 Indicated the faclllty reported an Incldent of and the Department of Public Health.
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alleged sexual abuse by Certifled Nursing
Asslstant (CNA 1) towards Resldent 1.

Areview of Resident 1's Interdisciplinary Team
(IDT; a group of health care professlonals with
varlous areas of expertise who work together
toward the goals of thelr patlents) conference
record dated 6/7/22, Indicated that on 6/7/22, the
88D recelved a phone call from Family 1 stating
Family 1 spoke with Resident 1 and there was an
Incident that happened but did not know the
detalls. The IDT note Indicated Famlly 1 asked
the 8SD to speak with Resldent 1 to find out the
detalls about the Incldent and SSD went to
Resldent 1's room at around 10:30 AM. The IDT
note indicated Reslident 1 stated that the CNA
who was asslgned to Resident 1 touched
Resldent 1 and asked Resldent 1 to do
Inappropriate things. The IDT note indicated that
SSD Informed the administrator and the DON,
The IDT note Indicated the IDT members called

| Family 1 at 3:16 P.M. and informed Family 1 the
detalls of the initial findings.

Areview of the facllity document fitled "Witness
statement/Interview,” dated 6/7/22, indicated the
Director of Staffing and Development (DSD) .
spoke to CNA 1 on 6/7/22 and asked the CNA If
there was any Incident that occurred with
Resldent 1. The document Indicated CNA 1
responded that he was not aware of any Incldent
that happened with CNA 1.

During an Interview with the DON on 6/8/22 at
10:45 A.M., the DON stated Resldent 1 reported
CNA1's allegation of sexual abuse on 6/7/22 at
around 10:30 A.M., to the facllity's SSD, The DON
stated during the initial Interview, Resldent 1
described CNA 1 as the alleged staff that showed

station.

What measures will be put in place or
what systemic changes will you make
to ensure that the deficient practice
does not recur

“|On 7/28/2022, the room rounds checklist

assigned to all department managers was
updated to include Interviewing residents in
their assigned rooms to ensure residents are
given appropriate treatment as well as an
opportunity to voice out any concerns or
rather report any observation or activities they
perceived unusual during rendering of their
daily care by their healthcare worker assigned.
Any findings will be promptly reported to the
Administrator / Designee to ensure
promptness of immediate corrective actions.
Furthermore, any findings that indicate even a
probable allegation of an abuse in any form
shall be reported to the Administrator or to
the designated Abuse Coordinator for prompt
reporting no later than two hours to the Local
Police Department, Department of Public
Health, and Office of the Ombudsman.
Findings will also be discussed during the
department managers’ stand up meeting
which is conducted five times per week.

Nursing staff conducts huddle every shift to
endorse any and all incidents, including any
reportable incidents. Additionally, DSD will
provide a series of in-services to facility staff
regarding facility's policy and procedure
regarding Abuse Prevention and Prohibition /
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Information on  mandated reporting
F 809 | Continued From page 4 F 809 responsibilities were posted at each nursing

7/28/22
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F 809 | Continued From page 5

his private part and touched Resldent 1's chest
and breast area,

Durlng an observation and Interview on 6/8/22 at
11:15 A.M., Inslde Resldent 1's room, Resldent 1
was observed awake and sitting In bed. Resident
1's loft arm was observed to be weaker than his
right arm. Resldent 1's room was observed to
have three beds and Resldent 1's bed was
situated at the end of the room next to the
window with the privacy curtain drawn around his
bed. Resident 1 stated CNA 1 came into the
resident’s room a week ago (unable to recall the
exact date) during the night to change Reslident
1's Incontinence brief, Resldent 1 stated CNA 1
then proceeded to touch his breast/chest area.
Resident 1 stated CNA 1 pointed to his private
area and told Reslident 1 to "suck his dick
(penis).” Resldent 1 stated he told CNA 1 “Don't
do that to me,” Resident 1 stated he told CNA 1
again "No," and then CNA 1 left the room.
Resldent 1 stated he reported the incldent to LVN
1 that same night {unable to recall the date).
Resldent 1 stated that when he told LVN 1 about
the Incident with CNA 1, LVN 1 told him "Maybe
you misundersteod him (CNA 1), there Is no need
to make a blg deal about this. Let's understand
each other." Resldent 1 stated he told LVN 1 that
what CNA 1 did was sexual harassment and
inappropriate, Resident 1 stated he Informed LVN
1 that he did not want CNA 1 assigned and
providing care to him anymore.

During a follow up Interview on 6/8/22 at 1:38
P.M., Resldent 1 stated the Incident with CNA 1
made him feel scared that the sexual abuse
might happen agaln.

During a telephone Interview with LVN 1 on 6/8/22

F 609 | Investigating weekly x 1 month, every two

weeks x 1 month, then monthly x 1 month.
These in-services will include: 9/30/22
1. Review of facility's policles and
procedures with emphasis on reporting
any and all abuse allegations; reporting
timeline to all three (3) entities: Local
Police Department, Long-Term Care
Ombudsman, and Department of Public

Health.
2, Examples of abuse with return
demonstration

3. Question & Answer portion

These measures have been put in place to
ensure that this deficient practice will not
recur.

How the corrective action (s) will
be monitored to ensure deficient
practice will not recur lL.e., what
quality assurance program will be
put into practice '
Administrator will report any deficient findings
to the Quality Assurance Committee. Any
significant findings shall be reported promptly
and acted upon accordingly In accordance
with the facility policy on Abuse Prevention
and Reporting of an Allegation of Abuse.

COMPLETION DATE: 7-29-22
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F 809 | Continued From page 6 F 609

at 2:24 P.M., LVN 1 stated she was not sure of
the exact date when Resldent 1 reported the
sexual abuse allegation to her, LVN 1 stated the
sexual abuse allegatlon was reported by Resldent
1 elther on a Thursday (6/2/22) or a Sunday
(6/6/22) during the night shift. LVN 1 stated

Resident 1 reported that CNA 1 had touched his
breast area. LVN 1 stated that during the night
shift when Resldent 1 flrst reportad the incldent,

LVN 1 had talked to CNA 1 In front of Resldent 1,
Inside the resldent’s rcom. LVN 1 stated that
during that time, CNA 1 denled the sexual

allegation in front of Resident 1. LVN 1 stated
Resldent 1 had asked him that he did not want
CNA 1 assigned to him agaln. LVN 1 stated she

dld not report Resident 1's allegation to the
adminlstrator because LVN 1 did not think
Resident 1's allegation was an abuse allegation,
LVN 1 stated that thinking about the allegation

now, LVN 1 stated that she should have reported '
Resldent's 1 allegations to the Administrator or
DON. ‘

Durlng a telephone Interview on 6/9/22 at 12:10
P.M., CNA 1 stated he could not recall the date

but during the night shift LVN 1 told him Resldent )
1 had accused him of touching hls chest area, |
CNA 1 stated that he told LVN 1 "Why would | do

that?” CNA 1 stated CNA 1 would not touch
Resldent 1 unless he nheeded to change his
Incontinence briefs. CNA 1 stated he became
aware that Resldent 1 had made sexual abuse
allegations about him from another CNA (CNA 2)
on 6/3/22 during the change of shift, the next
morning. CNA 1 stated that CNA 2 Informed him
that Resldent 1 had made sexual abuse
allegations agalnst CNA 1.,

During a telephone Interview on 6/16/22 at 4:15
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P.M. with CNA 2, CNA 2 stated that a week ago
(unable to recall exact date) while he gave

Reslident 1's morning breakfast tray, Resldent 1
Informed him that he had been sexually abused
by GNA 1. CNA 2 stated that he did not respond
to Resldent 1 during that lime, when Resident 1

reported his allegations to CNA 1. CNA 2 stated
he was not interested In what Resldent 1 had to .
say. CNA 2 stated he told Resident 1 he was

busy and left Resldent's 1 room, CNA 2 stated he
told CNA 1 during the change of shift that day, to
be careful with Resldent 1 because Resldent 1

informed him (CNA 2) that "CNA 1 tried to |
sexually abuse him (Resldent 1)." P a G E

During the telephone Interview, on 6/15/22 at 4:15
P.M., CNA 2 stated he did not report Resident 1's
allegation to anyone else other than CNA 1. CNA

2 stated he had recelved abuse Inservices from
the faolllty and knew he had to repott all abuse
allegations,

During a telebhone Interview on 7/18/22 at 3:45
P.M., with the Administrator (ADM), the ADM
stated he Is the facifity's abuse coordinator, The

ADM stated If there was an allegation of abuse i
reported by a resident to any staff member It
should be reported Immediately and "In my 4

absence to the DON or the next highest
authority," so that the facllity can Investigate. The
ADM stated the facllity follow the mandated
reporting process and report all allegations of
abuse within two hours. The ADM stated all
facllity staff should report all alleged violations of
abuse, neglect, or mistreatment immediately.

Areview of the facllity's policy and precedure
titted, "Abuse-Reporting and Investigations”
tevised In November 2018, indicated "The facllity

FORM CMS-2667(02-89) Provious Verslons Obsolete Event ID:QGD111 Faclilly ID: CA920000014 If continuation sheel Page 8 of 17
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88=G | CFR(8s): 483.12(c)(2)-(4)

§483.12(c) In response to allegations of abuse,
neglect, exploltation, or mistreatment, the facllity
must:

§483.12(c)(2) Have evidence that all alleged
violations are thoroughly Investigated.

§483,12(c)(3) Prevent further potential abuss,
neglect, exploltation, or mistreatment while the
Investigation Is In progress.

§483.12(c)(4) Report the results of all
Investigations to the adminlstrator or his or her
deslgnated representative and to other officlals In
accordance with State law, Including to the State
Survey Agency, within & working days of the
incldent, and If the alleged violation Is verlfled
appropriate corrective action must be taken.
This REQUIREMENT Is not met as evidenced
by:

Based on observation, Interview and record
revlew, the facllity falled to Immediately
Implement measures and appropriate corrective
actions of a resldent's allegation of abuse to
Certifled Nursing Asslstant (CNA) 1 for one of

1. Initiate an Investigation when Resldent 1

three sampled residents (Resident 1) by falling to:
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F 609 | Continued From page 8 F 609
will report all allegations of abuse as required by
law and regulations to the appropriate agencles )
within 2 hours. The facllity promptly and
thoroughly Investigates reports of resldent abuse,
mistreatment, neglect, exploltation,
misapproptiation of resldent property, or Injurles
of an unknown source when appropriate.”
F 610 | Investigate/Prevent/Correct Allsged Violatlon F 610| F610 CFR(s): 483.12(c})(2)-(4)

Investigate/ Prevent/ Correct Alleged

Violation

What corrective action (s) will bhe
accomplished for those residents
found to have been affected by the

deficient practice

On 6/7/2022, upon knowledge of the incident | 6/7/22
regarding Resident 1's allegation towards
C.N.A. 1, Administrator immediately initiated
an investigation, submitted an SOC 341 to the

Department of Health

Ombudsiman, and called the Glendale Police
Department. Director of Staff Development
(DSD), via telephone, also immediately placed
C.N.A. 1 on suspension pending the results of
the investigation and gave one-to-one in-
service regarding facility’s Abuse policy and
Procedures that entails prompt reporting of
any alleged Abuse incident to the
Administrator and to the following entities as
required: Local Police Department, Office of
the Ombudsman, and the Department of
Public Health immediately but no later than
two hours as mandated by State and Federal

regulations

(DPH) and
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SUMMARY STATEMENT OF DEFICIENCIES

Informed Llcensed Vocational Nurse (LVN) 1 and
CNA 2 of an alleged sexual abuse to the facllity's
administrator and other officlals from 6/2/22 to
6/3/22 when Resldent 1 alleged CNA 1 touched
the reslident's breast/chest area and when CNA 1
asked Resident 1 to "suck his dick (penis).”

2, Complete a thorough Investigation of the
allegation when LVN 1 informed Resldent 1 that
the resident's sexual abuse allegation was a
misunderstanding.

3. Protect Resldent 1 from further potentlal abuse
when CNA 1 was reassigned back to Resldent 1,
on 6/4/22, after Resldent 1 made the first sexual
abuse allegation to CNA 1 between 6/2/22 and
6/3/22. '

The faclilty reported the allegation of sexual
abuse to the Department of Publlc Health on
6/7/22 (4 to 6 days after Resldent 1 reported the
allegations fo LVN 1 and CNA 2 between 6/2/22
to 6/3/22)

This deficlent practice resuited In psychological
distress for Resldent 1 by being fearful of CNA 1,
thinking that the ellsged Incldent may happen
again,

Findings:

A review of Resldent 1's Face sheét (Admission
Record) Indicated the facllity Inltially admitted
Resldent 1 to the faclllty on 3/28/2018 and
readmitted to the facllity on 5/11/2020. Resident
1's diagnosls Included hemiplegla (paralysls of
one side of the body) following cerebral Infraction
(damage 1o tissues In the brain due fo a loss of
oxygen to the area), and chronlc obstructive

(X4)ID D PROVIDER'S PLAN OF CORRECTION (6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEYION
TAG REGULATORY OR LSC IDENTIFYING INFGRMATICN) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
On 6/8/2022, upon facility’s knowledge that | 6/8/22
F 810 | Continued From page 9 F 610 /8/2022, up Y 8

LVN 1 was aware that C.N.A. 1 was accused by
Resident 1 for an alleged sexual allegation,
LVN 1 was given one-to-one in-service
regarding facility's Abuse policy and
Procedures that entails prompt reporting of
any alleged Abuse incident to the
Administrator and to the following entities as
required: Local Police Department, Office of
the Ombudsman, and the Department of
Public Health immediately but no later than
two hours as mandated by State and Federal
regulations. LVN 1 was placed on suspension
for three (3) days for failure to report
Resident 1's abuse allegation in a timely
manner.

On 7/21/2022, DSD conducted one-to-one in- | 7/21/22
service to C.N.A. 2 regarding facility’s Abuse
policy and Procedures that entails prompt
reporting of any alleged Abuse incident to the
Administrator and to the following entities as
required: Local Police Department, Office of
the Ombudsman, and the Department of
Public Health immediately but no later than
two hours as mandated by State and Federal
regulations. DSD also gave a final warning to
C.N.A. 2 for failure to report Resident 1's
allegation in a timely manner.

From 6/7/2022 through 6/10/2022, Resident | 6/10/22
1 was placed on monitoring for signs and
symptoms of emotional distress. As per
nursing and SSD’s progress notes, Resident 1
verbalized that he feels safe in the facility with
no signs of emotional distress noted.

FORM CMS-2567(02-99) Pravious Verelons Obsolete Event [D:QGD111
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pulmonary disease (a group of lung diseases that
block alrflow and make It difficult to breaths).

Arevlew of Resldent 1's History and Physical
‘dated 9/9/21, Indicated Reslident 1 had fluctuating
capaclly to understand and make declslons.

Areview of Resldent 1's Minimum Data Set
(MDS, a standardized resldent assessment and
care-planning tool)), a standardized care
screening and assessment tool, dated 3/24/22,
Indicated Resldent 1's cognition (thought
process) as moderately impalred. The MDS
indicated Resldent 1 did not exhibit any physical
behavioral symptoms directed towards others
(e.g, hitting, kicking, pushing, scratching,
grabbing, abusing others sexually) or verbal
behavioral symptoms directed towards others
(e.g, threatening others, screaming at other,
cursing at others). The MDS did not indicate any
mood problems for Resldent 1.

The MDS indicated Resident 1 required
one-person extenslve((means that the individual
would not be able to perform or complete the
activity of dally living (ADL) without another
person to ald In performing the complete task, by
providing welght-bearing assistance) physical
asslstance for bed mobllity, transfers, locomotion,
dressing, tollet use, and personal hyglene. The
MDS Indicated Resident 1 could not walk.

Areview of the Nursing Staffing Assignment and
Sign-in Sheet dated 6/2/22, Indicated CNA 1 was
assigned In Resldent 1's room, to provide care for
Resident 1's roommate, on 6/2/22 during the 11
P.M. to 7 A.M. shift,

A review of Nursing Staffing Assignment and

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION (x6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 610 | Continued From page 10 F 610|On 6/8/2022, Resident 1 was evaluated by | ¢ /8/22

attending psychiatrist in order to assess
Resident 1's psychological status and for
Resident 1 to verbalize his feelings. No new
orders were given.

How will you Iidentify other
residents having the potential to
be affected by the same deficient
practice and what corrective
action will be taken?

On 7/21/2022, per interview and | 7/21/22
observations with current residents during
daily room rounds and interviews by the
department managers, no similar findings
have been identified that indicates the same
deficient practice. No resident expressed any
psychological and/or emotional concerns.
Residents stated that they feel safe within the
facility.

On 7/20/2022, DSD and the Administrator | 7/20/22
conducted a series of in-services to all staff on
the facility's policies and procedures
regarding Abuse Reporting and Abuse
Prevention / Prohibition, emphasizing the
importance of reporting any and all
allegations of abuse, whether or not they are
deemed to be wvalid. It was further
emphasized that staff are not to use their own
judgement in determining the validity of any
and all allegations. Rather it is all facility staff’s
responsibility to report as we are Mandated
Reporters. Participants were given examples
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F 610 | Continued From page 11 F 610 with actual demonstration and scenarios on

Sign-in Sheet dated 6/4/22 Iindlcated CNA 1 was
assighed back to Resldent 1's room, provide care
for Resldent 1, on 6/4/22 during the 11 P.M.to 7
AM, shift.

Areview of a "Fax transmittal report submitted to
the department” submitted to the department on
6/7/22 indicated the facllity repotted an incldent of
alleged sexual abuse by Certifled Nursing
Asslstant (CNA 1) towards Reslident 1,

Areview of Resldent 1's Departmental Notes

| dated 6/7/22, Indlcated the Soclal Services
Director (SSD) recslved a phone call from the
Resldent 1's family member (Family 1). Family 1
asked about the "Incident" that happened to
Resident 1. The Note indicated the SSD went to
Raslident 1's room on 6/7/22 at around 10:30
AM. and Resident 1 Informed the SSD that CNA
1 touched and asked Resident 1 to do
Inapproptiate things, The Note Indlcated the SSD
Informed the Administrator (ADM) and the
Director of Nursing (DON). The Note Indlecated
the Pollce Department arrived at the facllity and
interviewed Resldent 1,

Areview of Res|dent 1's Interdisciplinary Team
(IDT; a group of health care professlonals with
varlous areas of expertise who work together
toward the goals of thelr patlents) conference
record dated 6/7/22, Indlcated that on 6/7/22, the
8SD recelved a phone call from Famlly 1 stating
Family 1 spoke with Resident 1 and there was an
incldent that happened but did not know the
details. The IDT note Indicated Family 1 asked
the SSD to speak with Resldent 1 to find out the
detalls about the Incident and SSD went to
Resident 1's room at around 10:30 A.M. The IDT
note Indicated Reslident 1 stated that the CNA

what is abuse, the different types of abuse,
and it was furthermore accentuated that it is
the responsibility of all staff as mandated
reporters to promptly report any alleged
Abuse incident to the Abuse Coordinator
(Administrator / Designee) and to the
following entities as required: Local Police
Department, Office of the Ombudsman, and
the Department of Public Health immediately
but no later than two hours as mandated by
State and Federal regulations. Any facility
staff who fails to report any and all allegations
of abuse timely will be given disciplinary
action, with possibility of termination.

What measures will be put in
place or what systemic changes
will you make to ensure that the
deficient practice does not recur
On 7/28/2022, the room rounds checklist
assigned to all department managers was
updated to include interviewing residents in
their assigned rooms to ensure residents are
given appropriate treatment as well as an
opportunity to voice out any concerns or
rather report any observation or activities
they perceived unusual during rendering of
their daily care by their healthcare worker
assigned. Any findings will be promptly
reported to the Administrator / Designee to
ensure promptness of immediate corrective
actions. Furthermore, any findings that
indicate even a probable allegation of an

7/28/22

FORM CMS-2567(02-89) Provious Verslons Cbsolste Event ID:QGD111

Faclllty ID; CA820000014 If continuation sheot Page 12 of 17

R e A Tl T e B T T T B



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/20/2022

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENY OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION '
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: L;uxmme ° (x&gg&ifg_gf '

c
056190 B.WiNG 07/13/2022

NAME OF PROVIDER OR S8UPPLIER

CHANDLER CONVALESCENT HOSPITAL

STREET ADDRESS, CITY, STATE, ZIP CODE
526 SOUTH GENTRAL AVENUE
GLENDALE, CA 91204

who was asslgned to Resldent 1 touched
Resldent 1 and asked Resident 1 fo do
inappropriate things. The IDT note indicated that
88D Informed the adminlstrator and the DON,
The IDT note indicated the {DT members called
Family 1 at 3:15 P.M. and Informed Family 1 the
detalls of the initial findings.

A review of the facllity document titled *Witness
statement/interview," dated 6/7/22, indicated the
Director of Staffing and Development (DSD)
spoke to CNA 1 on 6/7/22 and asked the CNA If
there was any Incldent that occurred with
Resident 1, The document indicated CNA 1
responded that he was not aware of any Incldent
that happened with Resldent 1.

Areview of Resldent 1's “Physiclan Progress
Notes" indicated a handwritten hote dated 6/8/22
from the psychlafrist (a medical practitioner
speclalizing In the dlagnosis and treatment of
mental lliness) that evaluated the resident on
6/8/22. The Progress Note indicated, "l was
asked to see the patient, he complained of sexual
harassment by a CNA. Patlent was well groomed
and alert and orlented times 4 (someone who Is
alert and orlented to person, place, time and
event). Resldent 1 reported that a certain CNA
touched his breast over the clothing and asked
Resldent 1 "to suck his penis” but did not took his
penls out, but patlent reported, he can't see it
hard from under the GNA unlform (slc). Patient
reported that he yelled at the CNA and it stopped.
Patlent reports that this happened last week but It
also happened several times before, not sure
how many ..."

During an Interview with the DON on 6/8/22 at
10:46 A.M., the DON stated Resldent 1 reported

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES . D PROVIDER'S PLAN OF CORREGTION 6)
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abuse in any form shall be reported he
F 610 | Continued From page 12 F 810 y P tot

Administrator or to the designated Abuse
Coordinator for prompt reporting no later

than two hours to the

Department, Department of Public Health,
and Office of the Ombudsman. Findings will
also be discussed during the department
managers’ stand up meeting which s
conducted five times per week. In the
absence of the Administrator or DON, the
highest ranking staff member present in the
facility the day an alleged abuse occurred or
was verbalized, shall be responsible for
reporting to the Local Police Department,
Office of the Ombudsman, - and the
Department of Public Health. Information on
mandated reporting responsibilities were

posted at each nursing station,

Nursing staff conducts huddle

endorse any and all incidents, including any
reportable incidents. Additionally, DSD will | .
provide a series of in-services to facility staff |
regarding facility's policy and procedure
regarding Abuse Prevention and Prohibition /
Investigating weekly x 1 month, every two
weeks x 1 month, then monthly x 1 month.

These in-services will include:
1. Review of facility’s

procedures with emphasis on reporting
any and all abuse allegations; reporting

timeline to all three (3)

Police Department, Long-Term Care
Ombudsman, and Department of Public

Health.
2. Examples of abuse
demnnstration

Local Police

every shift to

9/30/22°
policies and

entities: Local

with  return
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Resldent 1's allegation of sexual abuse on 6/7/22
at around 10:30 A.M. to the facllity's SSD. The
DON stated during the Initlal interview, Resident 1
described CNA 1 as the alleged staff that showed
his private part and touched Resldent 1's chest
and breast area.

During an observation and Interview on 6/8/22 at
11:16 A.M,, Inslde Resldent 1's room, Resldent 1
was observed awake and sltting In bed. Resldent
1's left arm was observed to be weaker than his
right arm. Resldent 1's room was observed to
have three beds and Resldent 1's bed was
sltuated at the end of the rcom next to the
window with the privacy curtaln drawn around his
bed. Reslident 1 stated CNA 1 came Into the
resldent's room a week ago (unable to recall the
exact date) during the night to change Resldent
1's incontinence brlef, Resident 1 stated GNA 1
then proceeded fo touch his breast/chest area.
Resident 1 stated CNA 1 pointed fo his private
area and told Resldent 1 to "suck his dick
(penis)." Resldent 1 stated he told CNA 1 "Don't
do that to me," Reslident 1 stated he told CNA 1
again "No," and then CNA 1 left the room.
Resident 1 stated he reported the Incldent to LVN
1 that same night (unable to recall the date).
Resldent 1 stated that when he told LVN 1 about
the Incident with CNA 1, LVN 1 told him "Maybe
you misundersteod him (CNA 1), there Is no need
to make a blg deal about this. Let's understand
each other." Resldent 1 stated he teld LVN 1 that
what CNA 1 did was sexual harassment and
inappropriate. Resldent 1 stated he Informed LVN
1 that he dld not want CNA 1 asslgned and
providing care to him anymore.

During a follow up Interview on 6/8/22 at 1:38
P.M., Resldent 1 stated the incldent with CNA 1
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLEYION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)

_F 610 | Continued From page 13 F 8103, Question & Answer portion

These measures have been put in place to
ensure that this deficient practice will not
recur.

How the corrective action (s) will
be monitored to ensure deficient
practice will not recur i.e., what
quality assurance program will
be put into practice

Administrator will report any deficient
findings to the Quality Assurance Committee.
Any significant findings shall be reported
promptly and acted upon accordingly in
accordance with the facility policy on Abuse
Prevention and Reporting of an Allegation of
Abuse,

COMPLETION DATE: 7-29-22
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made him feel scared that the sexual abuse
might happen agaln. .

During a telephone interview with LVN 1 on 6/8/22
at 2:24 P.M., LVN 1 stated she was not sure of
the exact date when Resldent 1 reported the
sexual abuse allegation to her. LVN 1 stated the
sexual abuse allegation was reported by Resldent
1 elther on a Thursday (6/2/22) or a Sunday
(6/6/22) during the night shift. LVN 1 stated
Resident 1 reported that CNA 1 had touched his
breast area. LVN 1 stated that during the night
shift when Resldent 1 flrst reported the Incident,
LVN 1 had talked to CNA 1 In front of Resldent 1,
Inside the resident's room. LVN 1 stated that
during that time, CNA 1 denled the sexual
allegation In front of Resldent 1. LVN 1 stated
Resident 1 had asked him that he did not want
CNA 1 asslgned to him agaln. LVN 1 stated she
did not report Resldent 1's allegation to the
administrator because LVN 1 did hot think
Reslident 1's allegation was an abuse allegation.
LVN 1 stated that thinking about the allegation
now, LVN 1 stated that she should have reported
Resldent's 1 allegations to the Administrator or
DON,

During a telephone Interview on 6/9/22 at 12:10
P.M., CNA 1 stated he could not recall the date
but durlng the night shift LVN 1 told him Resldent
1 had accused him of touching his chest area.
CNA 1 stated that he told LVN 1 "Why would | do
that?" CNA 1 stated CNA 1 would not touch
Resldent 1 unless he needed to change his
Incontinence briefs, CNA 1 stated he became
aware that Resldent 1 had made sexual abuse
allegations about him from another CNA (CNA 2)
on 6/3/22 during the change of shift, the next
morning. CNA 1 stated that CNA 2 Informed him
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that Resldent 1 had made sexual abuse
allegatlons against CNA 1.

During a telephone interview on 6/16/22 at 4:16
P.M. with CNA 2, CNA 2 stated that a week ago

(unable to recall exact date) while he gave
Resldent 1's morhing breakfast tray, Resldent 1
Informed him that he had been sexually abused

by GNA 1, CNA 2 stated that he did not respond
to Resldent 1 during that time, when Resldent 1
reported his allegations to CNA 1, CNA 2 stated
he was not Interested In what Resldent 1 had to

say. CNA 2 stated he told Resident 1 he was
busy and left Resldent's 1 room. CNA 2 stated he
told CNA 1 during the change of shift that day, to

be careful with Resldent 1 because Resldent 1
informed him (CNA 2) that "CNA 1 trled to
soxually abuse him (Resldent 1)." CNA 2 stated

he did not report Resident 1's allegation to

anyone else other than CNA 1. L E F I
On 7/13/22 at 3:38 P.M., during a telephone
Interview and congurrent record reviews of
Resident 1's care plans and progress nhotes from

2/2022 to 7/2022 with DON 1, DON 1 stated she

could not find decumented evidence that -

Resldent 1 had manifested Inappropriate

behaviors or making up stories In the facllity's

progress notes or care plans.

During a telephone lnteyvlew on 7/13/22 at 3:46
P.M., with the Administrator (ADM), the ADM
stated he is the facllity’s abuse coordinator. The
ADM stated If there was an allegation of abuse
reported by a resident to any staff member it
should be reported Immediately and “In my
absence to the DON or the next highest
authority,” so that the facllity can Investigate. The
ADM stated the facliity follow the mandated
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reporting process and report all allegations of
abuse within two hours, The ADM stated all
facllity staff should report all alleged violations of
abuse, neglect, or mistreatment immediately.

Areview of the facllity's pollcy and procedure
titted, “Abuse-Reporting and Investigations"
revised in November 2018, Indicated "The facllity

will report all allegations of abuse as required by
law and regulations to the appropriate agencles
within 2 hours. The facllity promptly and
thoroughly Investigates reports of resident abuse,

mistreatment, neglect, exploltation,
misappropriation of resident property, or Injurles . .
of an unknown source when appropriate.” ‘
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