
  For that reason, the services provided by board and 
care homes were seen as distinct from those offered 
in skilled nursing facilities, and supervision of 
board and care homes was left under the umbrella 
of California’s Department of Social Services rather 
than the Department of Public Health.

In the last two decades, however, the scope of 
services provided by some board and care facilities 
has expanded rapidly. Starting in 2006, for example, 
Medi-Cal recipients who required more assistance 
with activities of daily were permitted to live in 
board and care facilities under the new Medi-Cal 
Assisted Living Waiver. 

This broad expansion of the nature of services 
board and care facilities provide, together with the 
rapid increase in the number of such facilities, has 
already badly outrun the ability of the Department of 
Social Services to effectively safeguard vulnerable 
residents. The DSS’ Community Care Licensing 
Division is currently responsible for regulatory 
oversight of over 71,000 different facilities 
statewide.  However, the DSS has seen its budget 
repeatedly cut, imperiling inspections and delaying 
enforcement of rules.

Beware of “Board” Without the “Care”

W hile advocates may find much to celebrate in Governor Newsom’s new budget proposals to aid the 
homeless, the hundreds of millions it sets aside for board and care shelters has the potential to 

exacerbate what is already a seamy and largely unsupervised underbelly to California’s support system for 
the poor and disenfranchised.

Although details of the proposal still need to be fleshed out, Newsom’s homelessness and mental health 
budget for 2020-21 includes $750 million intended to get homeless people off the street and into supportive 
services by means of, among other things, a massive infusion of cash intended to “stabilize” board and care 
facilities in the state.1  This new marquee billing for these facilities belies their troubled history.

Long seen as filling the gap between home care and skilled nursing care, board and care facilities evolved 
over the latter part of the twentieth century to provide housing and basic care for those  largely able to 
perform activities of daily living such as bathing, toileting, ambulating, dressing and feeding.

[continued on page 3]
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About CANHR

Since 1983, California Advocates for 
Nursing Home Reform (CANHR), 
a statewide nonprofit 501(c)(3) 
advocacy organization, has been 
dedicated to improving the choices, 
care and quality of life for California’s 

long term care consumers.

CANHR
650 Harrison Street, 2nd Floor

San Francisco, CA 94107
Tel: (415) 974-5171
Fax: (415) 777-2904

Consumer Hotline:
(800) 474-1116 

www.canhr.org
canhrmail@canhr.org

CANHR’s Master Plan on Aging Recommendations

The Long-Term Services and Supports Subcommittee of the 
Master Plan for Aging held a meeting on January 13, 2020 
that explored “Group Living Settings” including assisted 
living and nursing homes. Pat McGinnis, CANHR’s Executive 
Director, presented CANHR’s recommendations regarding 
nursing homes, assisted living, home and community based 
services, and elder abuse and neglect. Representatives of the 
Long-Term Care Ombudsman program also presented.

CLICK HERE to download the report.

Leave a Legacy

Planned giving leaves a legacy to honor your memory or 
that of someone you love and helps to ensure the future of 
CANHR. With careful planning, it is possible to reduce or 
eliminate income and estate taxes while turning appreciated 
assets into income for yourself or others. Planned giving can 
take a number of forms, including gifts by will, gifts of life 
insurance or annuities or gifts via a revocable living trust or 
charitable remainder trust. Call the CANHR office or email 
patm@canhr.org to get more information and a free booklet 
on planned giving. 

Donate to CANHR When You Shop on Amazon

It’s not just for the holidays! Any time of the year Amazon 
will donate 0.5% of the price of your eligible Amazon 
purchases to California Advocates For Nursing Home Reform 
whenever you shop on AmazonSmile. AmazonSmile is the 
same Amazon you know - same products, prices, and service. 
Support CANHR by shopping at smile.amazon.com. On your 
first visit to AmazonSmile you will need to select, “California 
Advocates for Nursing Home Reform” as the charitable 
organization to receive donations from eligible purchases 
before you begin shopping. Amazon will remember your 
selection, and then every eligible purchase you make at smile.
amazon.com will result in a donation.

If You Want to Receive Alerts 
and the Advocate by email

Please make sure that CANHR has your correct e-mail address 
in order to send you our monthly News & Notes electronic 
newsletter, updates on legislation, Medi-Cal regulations and 
other policy issues throughout the year. Send your correct 
e-mail address to frontdesk@canhr.org.

http://canhr.org/masterplan/CANHR_Master_Plan_Recommendations.pdf


Planned giving leaves a 
legacy to honor your memory 

and helps to ensure the 
future of CANHR.
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Beware of “Board” Without the “Care”

[continued from page 1]

W hile the Governor’s new budget, if approved, 
might move many disabled mentally 

challenged and destitute people from the street 
into board and care facilities, it would do nothing 
to address the DSS’ lack of resources to ensure 
the safety of these homes and the dignity of their 
residents. 

Shifting homeless people off the street and into 
under-supervised and largely unregulated human 
warehouses is no service to the people of the State 
of California. We can do better.  As the Legislative 
Analyst has pointed out, provision of funding 
without a clear infrastructure and strategy for 
overseeing the way this money is spent is a recipe 
for trouble.2 

Readers should call or write their local 
representatives to express these key concerns:

• The money being allocated for the 
“stabilization” of board and care facilities 
must be accompanied by a systematic 
effort to improve and expand their 
regulation; and

• The receipt of new state funds by board and 
care homes must have “strings attached” to 
ensure that they meet minimum standards 
for the health and safety of their residents. 

1 https://www.gov.ca.gov/2020/01/08/governor-
newsom-previews-1-billion-in-budget-proposal-
to-jump-start-new-homeless-fund-and-provide-
behavioral-health-services-signs-order-to-accel-
erate-state-action-to-fight-homelessness/

2    https://lao.ca.gov/Publications/Report/4152?utm_
source=laowww&utm_medium=email&utm_
campaign=4152#LAO_Comments.

Call the CANHR office or email patm@canhr.
org to get more information and a free booklet
on planned giving.

CANHR has been a not for profit 501(c)(3) 
corporation since 1983. With careful planning, 
it is possible to reduce or eliminate income and 
estate taxes while turning appreciated assets 
into income for yourself or others.

Planned giving can include:

gifts by will

gifts of life insurance

gifts by a revocable living trust
or charitable remainder trust

https://www.gov.ca.gov/2020/01/08/governor-newsom-previews-1-billion-in-budget-proposal-to-jump-start-new-homeless-fund-and-provide-behavioral-health-services-signs-order-to-accelerate-state-action-to-fight-homelessness/
https://www.gov.ca.gov/2020/01/08/governor-newsom-previews-1-billion-in-budget-proposal-to-jump-start-new-homeless-fund-and-provide-behavioral-health-services-signs-order-to-accelerate-state-action-to-fight-homelessness/
https://www.gov.ca.gov/2020/01/08/governor-newsom-previews-1-billion-in-budget-proposal-to-jump-start-new-homeless-fund-and-provide-behavioral-health-services-signs-order-to-accelerate-state-action-to-fight-homelessness/
https://www.gov.ca.gov/2020/01/08/governor-newsom-previews-1-billion-in-budget-proposal-to-jump-start-new-homeless-fund-and-provide-behavioral-health-services-signs-order-to-accelerate-state-action-to-fight-homelessness/
https://www.gov.ca.gov/2020/01/08/governor-newsom-previews-1-billion-in-budget-proposal-to-jump-start-new-homeless-fund-and-provide-behavioral-health-services-signs-order-to-accelerate-state-action-to-fight-homelessness/
https://lao.ca.gov/Publications/Report/4152?utm_source=laowww&utm_medium=email&utm_campaign=4152#LAO_Comments.
https://lao.ca.gov/Publications/Report/4152?utm_source=laowww&utm_medium=email&utm_campaign=4152#LAO_Comments.
https://lao.ca.gov/Publications/Report/4152?utm_source=laowww&utm_medium=email&utm_campaign=4152#LAO_Comments.


4 CANHR AdvoCAte SPRING 2020

Consumer Alert - Visit CANHR’s Coronavirus Website

T he evolving Coronavirus 
Crisis has had a worldwide 

impact that will take a long time 
to become fully understood. 

However, it is already certain that 
Long Term Care Consumers and 
the Elderly have been particularly 
affected by it. 

We are receiving a lot of inquiries 
from concerned individuals and 
organizations. In an effort to keep 
you all better informed, we have 
created a website, 

https://canhrnews.com/ 

specifically for COVID-19 
information, news and resources 
related to Long Term Care. For 
the duration of this crisis, we are 
posting frequent updates there. 
Please visit it and check back 
often.
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Long Term Care News

Laguna Honda Hit with Five Class A Citations 
for Drugging Residents

O n December 17, 2019, the Department of 
Public Health issued five Class A citations to 

Laguna Honda Hospital & Rehabilitation Center 
D/P SNF in San Francisco, the latest twist in the 
horrific drugging and abuse scandal involving 
the once respected facility. One of the citations 
involved a resident who died after months of 
being given opioids that were not prescribed for 
him. The other four citations involved residents 
who were hospitalized one or more times due to 
life threatening conditions including respiratory 
failure and altered mental status after they were 
chemically restrained with dangerous unprescribed 
drugs. In one case, a resident was found to have 
been drugged again just days after she returned to 
Laguna Honda from a hospitalization where she 
had required intensive care due to over-sedation. 

CANHR is interested in hearing from anyone who 
has information to share on the drugging and abuse 
scandal at Laguna Honda.

State Auditor Designates the Department of 
Public Health as a High-Risk Agency Due to 

Poor Oversight of Nursing Homes

Federal Court Says California Must Answer to 
Abandoned Nursing Home Residents

I n January, the California State Auditor issued 
a report, State High Risk, that named state 

agencies that pose a high risk to the public due to 
mismanagement and other failures. Once again, the 
California Department of Public Health (CDPH) 
was so designated, one of only four state agencies 
to earn this dubious distinction. The report states 
that CDPH remains a high-risk agency because 
its failures to properly investigate complaints and 
issue timely citations continue to jeopardize the 
safety of nursing home residents.

It also reveals that CDPH had not implemented 
eight recommendations from five audits and that 
CDPH stated it would not implement three other 
recommendations.

Read California Health Report’s February 10, 2020 
article on the State Auditor’s findings.

O n January 15th, a federal judge rebuffed the 
State’s attempt to avoid a lawsuit alleging the 

State abandons residents who have been illegally 
dumped from their nursing homes into hospitals. 
The case, filed in 2015, has meandered through 
the federal court system but is finally gaining 
momentum and it appears the State is going to have 
to answer to the three residents who were dumped 
into hospitals, won their appeal hearings, and then 
were forsaken by the state agencies charged with 
enforcing nursing home laws.

You can read Courthouse News Service’s story on 
the court ruling HERE.

Antipsychotic Use in California Nursing Homes 
on the Rise

D espite a few years of hullabaloo about the  
overuse of antipsychotic drugs and other 

chemical restraints in nursing homes, use of 
antipsychotics is unfortunately on the rise in 
California.  After a nearly 25% decrease in 
antipsychotic use from 2012 - 2016, levels flattened 
and have now been on the rise since 2018.  An 
appalling one in five California nursing home 
residents are still routinely drugged with dangerous 
and typically inappropriate antipsychotic drugs.   
For the past several years, a great deal of 
antipsychotic use has not been widely reported 
due to a CMS quality measure that does not count 
certain residents who receive antipsychotics.  That 
measure has been gamed so extremely that now 
almost half of the 20,000 California nursing home 
residents drugged with antipsychotics are not 
counted by CMS. 

[continued on next page]

http://canhr.org/newsroom/newdev_archive/2019/20190911.Laguna_Honda_Residents_Nearly_Drugged_to_Death.html
http://canhr.org/newsroom/newdev_archive/2019/20190911.Laguna_Honda_Residents_Nearly_Drugged_to_Death.html
https://www.cdph.ca.gov/Programs/CHCQ/LCP/CalHealthFind/Pages/STATE_PENALTY_1424.aspx?citation_number=220015619
https://www.cdph.ca.gov/Programs/CHCQ/LCP/CalHealthFind/Pages/STATE_PENALTY_1424.aspx?citation_number=220015621
http://auditor.ca.gov/pdfs/reports/2019-601.pdf
https://www.calhealthreport.org/2020/02/10/california-agencies-failing-to-regulate-mental-health-care-funding-and-promptly-investigate-abuse-in-nursing-homes-auditor-finds/
https://www.calhealthreport.org/2020/02/10/california-agencies-failing-to-regulate-mental-health-care-funding-and-promptly-investigate-abuse-in-nursing-homes-auditor-finds/
http://canhr.org/newsroom/newdev_archive/2020/PDF/Doc_43_01-15-20.pdf
https://canhr.us7.list-manage.com/track/click?u=3b8dc70df071263360693bc5c&id=6a46c8c0ee&e=9304338152
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/National-Partnership-to-Improve-Dementia-Care-in-Nursing-Homes
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/National-Partnership-to-Improve-Dementia-Care-in-Nursing-Homes
https://www.cms.gov/Research-Statistics-Data-and-Systems/Computer-Data-and-Systems/Minimum-Data-Set-3-0-Public-Reports/Minimum-Data-Set-3-0-Frequency-Report
https://www.cms.gov/Research-Statistics-Data-and-Systems/Computer-Data-and-Systems/Minimum-Data-Set-3-0-Public-Reports/Minimum-Data-Set-3-0-Frequency-Report
http://www.canhr.org/reports/2017/Drug_Use_Still_Epidemic.pdf
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Long Term Care News

N Y  Times Examines California Assisted Living 
Understaffing Lawsuits

T he New York Times recently reviewed a series of 
class action lawsuits filed by Kathryn Stebner 

of Stebner & Associates in San Francisco, against 
large assisted living chains for having inadequate 
staffing to meet the needs of their residents. The 
heart of the class action cases, against such 
providers as Sunrise Senior Living, Atria, Aegis, 
and Oakmont, are allegations that facilities perform 
resident needs assessments to set and increase 
resident charges but do not use those assessments 
to establish the staffing levels in the facility. Thus, 
residents are paying for care and services they may 
not be actually getting. 

The article also points out that most states, 
including California, have no minimum staffing 
ratios for assisted living facilities. If you have been 
subjected to a suspect assessment or inappropriate 
rate increase in a Residential Care Facility for the 
Elderly (RCFE), please contact CANHR. 

Increase for Aged and Disabled Medi-Cal 
Beneficiaries

Family Councils:  
Making a Difference

E ffective August 1, 2020 the income disregard 
for the Aged, Blind & Disabled Federal Poverty 

Level Program (ABD FPL) will increase to 138% 
of the Federal Poverty Level. The new threshold 
will be $1,437 for a single individual and $1,945 
for a couple in 2020.  As of August 1, 2020 
counties will no longer use the standard disregard 
of $230.00 for an individual or $310.00 for a 
couple when evaluating eligibility.  All applicable 
program deductions such as the $20 any income, 
health insurance premiums and $65.00 and one-
half earned income deductions still apply. Impacted 
beneficiaries will have their eligibility recalculated 
in August 2020. For example individuals who 
were previously paying a share of cost under the 
medically needy program or paying a premium 
under the 250% working disabled program will 
be reevaluated under the new threshold. For more 
information see the ACWDL 20-02:

 https://www.dhcs.ca.gov/services/medi-cal/
eligibility/Documents/ACWDL/2020/20-02.pdf

CANHR’s instructional video for 
the establishment and functioning of 
family councils is now available for 
viewing on our website:

http://canhr.org/familycouncils/video/

https://www.nytimes.com/2020/02/14/health/assisted-living-staffing.html
https://www.nytimes.com/2020/02/14/health/assisted-living-staffing.html
https://www.dhcs.ca.gov/services/medi-cal/eligibility/Documents/ACWDL/2020/20-02.pdf 
https://www.dhcs.ca.gov/services/medi-cal/eligibility/Documents/ACWDL/2020/20-02.pdf 
http://canhr.org/familycouncils/video/
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My friend is a Medi-Cal recipient 
residing in a nursing home. His 
specialist does not do nursing 
home visits so we must arrange 
for transportation to and from the 
appointments. What is the facility’s 
obligation to make sure he gets to 
and from these appointments?

Stressed in Santa Barbara

Dear Advocate: Dear Stressed,

First and foremost, the facility is required to 
provide the necessary care and services to attain 
or maintain the highest practicable physical, 
mental and psychosocial well-being (42 USC 
§1396r(b)(2); 42 USC §1395i-3(b)(2); 42 CFR 
§483.24; 22 CCR §72315). 

This includes arranging for transportation to a 
specialist if it is necessary to maintain his well-
being. Since your friend is a Medi-Cal recipient, 
Medi-Cal will pay for transportation to and 
from appointments that are medically necessary, 
but it is ultimately the facility’s job to arrange 
for transportation. 

If the facility is unable to find resources 
available to the resident for transportation, the 
facility must find and arrange for other means of 
transportation. 

Did You Know?

Nursing Homes Cannot Require Assurances 
That You Will Not Be Eligible for Medi-Cal

I t is well known that many people on Medi-Cal have a terrible time trying to find a nursing home that will 
admit them. What’s also true, unfortunately, is that those who have limited assets but are not yet on Medi-

Cal often face financial discrimination by nursing homes as well. Some Medi-Cal certified nursing homes 
require applicants to disclose financial information that is used to project how long they can pay privately 
before qualifying for Medi-Cal. Applicants with more money are usually given preference.

While California HSC Code §1439.7 permits nursing homes to inquire about a person’s assets prior to 
admission, the federal Nursing Home Reform Act states that Medi-Cal certified nursing homes must “not 
require oral or written assurance” that applicants are not eligible for, or will not apply for benefits under 
Medi-Cal. 42 USC §1396r(c)(5)(A)(i).  Requiring financial disclosure is a type of impermissible assurance 
that a nursing home applicant is not eligible for Medi-Cal, now or in the future.

Why are nursing homes being allowed to discriminate in this way if the practice is not legal? Sadly, because 
California and federal regulators are doing nothing to stop it. Until they start enforcing the law, people 
seeking nursing home care are left to decide whether to comply when a prospective facility subjects them to 
financial screening or to look elsewhere for a nursing home that does not practice this form of discrimination.
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CANHR On The Move

• 1/8/2020: Efrain Gutierrez attended a Senior 
workshop at South Pasadena Senior Center. 

• 1/9/2020: Julie Pollock and Dustin Helmer visited 
a Resident’s Council Meeting at Brookdale San 
Pablo for Know Your Rights – Facility Closures 
workshop. 

• 1/13/2020: Pat McGinnis spoke at the Master Plan 
on Aging Long Term Care Services and Supports 
Subcommittee Meeting #6 in Sacramento on Group 
Living Policy Issues and Recommendations.

• 1/21/2020: Tony Chicotel went to Santa Ana to talk 
to the Orange County Council on Aging’s long-term 
care Ombudsman program about decision making 
capacity and ethical dilemmas.

• 1/21/2020: Julie Pollock gave a presentation on 
Advocating for your Clients on Medi-Cal to the 
Aging Life Care Association in Berkeley.  

• 1/23/2020: Prescott Cole made a presentation about 
restitution and elder financial abuse for victims of 
elder financial abuse to the Sacramento Chapter of 
Professional Fiduciaries.

• 1/27/2020: Jody Spiegel participated in the RCFE 
Advocates Quarterly Meeting with Community 
Care Licensing.

• 1/29/2020: Prescott Cole participated in the 
quarterly Veteran’s Benefits protection Project 
meeting in San Francisco.

• 2/7/2020: Jody Spiegel attended a stakeholder 
meeting at CDSS Headquarters in Sacramento 
regarding its draft Uniform Assessment Tool for 
Residential Care Facilities for the Elderly.

• 2/24/2020: Pat McGinnis testified at the California 
State Senate Committee on Human Services 
oversight hearing on Homes for Vulnerable Adults.

• 2/26/2020: CANHR Staff visited the California State 
Capital building to present Assembly and Senate 
Members with CANHR’s legislative priorities. 

• 2/27/2020: Prescott Cole presented a training on 
restitution and elder financial abuse for the San 
Mateo Ombudsmen.

CANHR staff and CANHR Alumna 
Myesha Jackson, Policy Director 
office of State Assembly Speaker 
Anthony Rendon at lunch during 2020 
Legislation Day. 

On February 26th CANHR staff went to 
Sacramento and spent the day at the State 
Capitol advocating for elder care related 
legislation with Assemblymembers, 
Senators and their staff members. 
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Bad Deal – Bad Care

• Banning related party self-dealing that enables 
providers to divert public money away from 
care and into their own pockets; 

• Raising the minimum staffing level to require at 
least 4.1 hours of nursing hours per resident  
per day; and  

• Ending discrimination against residents and 
resident applicants on Medi-Cal.

For more information, please read CANHR’s AB 
1629 report “Bad Deal, Bad Care.”

California Expected to Rain Millions More 
on Poorly Performing Nursing Homes

Senate Budget Subcommittee #3
State Capitol, Room 5019
Sacramento, CA 95814
916-651-4103 
(Hearing on April 23)

Assembly Budget Budget Subcommittee #1 
State Capitol, Room 6026
Sacramento, CA 95814
916-319-2099 
(Hearing on March 23)

C alifornia’s nursing home reimbursement system, 
which was engineered in 2004 using gut-and-

amend legislation called AB 1629, is set to be 
re-authorized and updated by July 31.  AB 1629 
promised to advance decent wages and benefits for 
nursing home workers, support provider compliance 
with all applicable state and federal requirements, 
and encourage administrative efficiency. None of 
these goals have been achieved.  Now the State 
appears to be doubling down, proposing to spend 
millions more of our tax dollars on broken, unsafe, 
and dangerous nursing homes.

Since AB 1629’s passage, the only thing that has 
risen as fast as nursing home reimbursement rates 
are the number of complaints filed against them.  
California now spends about five-billion dollars on 
nursing home care and each facility receives similar 
reimbursement regardless of its performance and 
whether it is appropriately staffed and able to meet 
the needs of its residents.

While the governor’s initial budget was vague 
about AB 1629 reauthorization, CANHR expects 
there will be two facets: hundreds of millions of 
dollars in additional nursing home spending for the 
next several years and marginal changes paying 
lip service to increased quality but no meaningful 
accountability for this massive public spending. 
Since the advent of AB 1629, large nursing home 
chains have increasingly used facilities as piggy 
banks, enriching themselves through slashed 
staffing and self-dealing related party transactions.  
What’s worse, the resident experience is increasingly 
miserable with rampant abuse and neglect.

The legislature needs to hear from nursing home 
residents, their loved ones, and advocates demanding 
that any additional spending on nursing homes be 
conditioned on better staffing, less self-dealing, and 
greater Medi-Cal access.  The budget committees 
that will consider AB 1629 reauthorization are:

California’s massive ($5 billion) spending for 
nursing homes must come with meaningful 
accountability:

http://www.canhr.org/newsroom/newdev_archive/2019/PDF/20191011.AB 1629 - Bad Deal, Bad Care.pdf
http://www.canhr.org/newsroom/newdev_archive/2019/PDF/20191011.AB 1629 - Bad Deal, Bad Care.pdf
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SEARCHING FOR A RESIDENTIAL CARE FACILITY FOR THE ELDERLY

C onsumers often contact us for assistance in selecting a long term care facility. CANHR does not provide 
referrals to specific RCFEs or other long term care facilities, but there are several resources to assist 

consumers in searching for an RCFE.*

1. RECOMMENDATIONS FROM FAMILY, FRIENDS AND PROFESSIONALS
Consumers should seek information about facilities from people they trust. Relatives, friends, clergy, local 
senior groups, Alzheimer’s support groups, elder law attorneys, hospital discharge planners, doctors and 
other professionals may have recent experiences with RCFEs, or know someone else who has helpful 
information. 

2. COMMUNITY CARE LICENSING FACILITY SEARCH WEBSITE
Consumers can search online for information regarding RCFEs on the Facility Search website of Community 
Care Licensing (CCL), the division of the Department of Social Services (DSS) that regulates assisted living 
facilities. The website can generate a list of all facilities within a particular city, county or zip code, or 
provide facility-specific information.  Consumers can view inspection reports created after April 16, 2015, 
and complaint investigation reports approved after January 11, 2016. Unfortunately, to review inspection 
and complaint reports generated prior to these dates, consumers will have to contact DSS regional offices to 
review a facility’s paper file, or request that the report be sent to them via fax or mail.  Click here for a list 
of DSS regional offices - https://cdss.ca.gov/Portals/9/CCLD/ASC.pdf.

3. LONG TERM CARE OMBUDSMAN PROGRAM
The Ombudsman Program provides free advocacy services for residents of RCFEs and other long term care 
facilities, and assists residents in resolving concerns about care and resident rights.  Ombudsman Programs 
cannot provide referrals to specific facilities.  However, some Ombudsman Programs have listings of local 
facilities, information about specific facilities based on personal observation and public records, and copies 
of CCL inspection and complaint reports. Click here for a list of local ombudsman programs - http://www.
aging.ca.gov/Programs_and_Services/Long-Term_Care_Ombudsman/.

4. CARE MANAGERS/SOCIAL WORKERS
Consumers can hire trained professionals to assist in finding long term care facilities.  Care Managers and 
Social Workers specializing in elder care can provide assistance with assessing level of care, searching 
for facilities to meet resident needs, and completing necessary paperwork.  The cost for these services is 
generally based on an hourly rate.  Some organizations offer sliding scale fee arrangements. 

5. PRIVATE REFERRAL/PLACEMENT AGENCIES
Private referral or placement agencies also assist consumers in finding RCFEs, but these agencies should 
be used with caution.  Most offer consumers their services for free, because they are paid a commission by 
RCFEs and other facilities for any placement.  The agencies may steer prospective residents to facilities 
with whom they contract, although other facilities may provide better care.  Consequently, prospective 
residents should not automatically rely on a referral or placement service. 

6. PERSONAL VISITS
Once you have identified an RCFE that seems to be affordable and has the necessary services, visit the 
facility. Ask to see the entire facility, not just the nicely decorated lobby or a designated unit. Try to get a 
feel for the quality of care and how residents are treated by the staff.  Resident appearance, residents’ rooms, 
quality of food and activities are all important factors in evaluating an RCFE. However, nothing is more 
important than the proximity of the facility to the resident’s family, friends and health care professionals, 
and the quality and quantity of staff.  Do comparative shopping. Use CANHR’s RCFE Evaluation Checklist 
and Dementia Care Checklist to help you evaluate facilities under consideration.

*In general, consumers can use the above resources in searching for any type of long term care facility, 
including nursing homes. Note, the internet search tools specific to nursing homes differ from RCFEs.  For 
information on choosing a nursing home, including websites with nursing home ratings, see CANHR’s fact 
sheet at http://canhr.org/factsheets/nh_fs/html/fs_howtochoose.htm.  Additionally, private referral agencies 
do not generally assist Medi-Cal beneficiaries with nursing home placement. 

https://cdss.ca.gov/inforesources/community-care-licensing/facility-search-welcome
https://cdss.ca.gov/inforesources/community-care-licensing/facility-search-welcome
https://cdss.ca.gov/Portals/9/CCLD/ASC.pdf
http://www.aging.ca.gov/Programs_and_Services/Long-Term_Care_Ombudsman/
http://www.aging.ca.gov/Programs_and_Services/Long-Term_Care_Ombudsman/
http://canhr.org/factsheets/rcfe_fs/html/rcfe_fs.evalchecklist.htm
http://canhr.org/factsheets/rcfe_fs/html/rcfe_fs.dementia.htm
http://canhr.org/factsheets/nh_fs/html/fs_howtochoose.htm
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Legislation Update, March 2020

CANHR is supporting, opposing and/or closely following the following pieces of legislation this 
session. This list is subject to change. Please check www.canhr.org for updated details on legislation, and 

 www.leginfo.ca.gov for information on specific bills. 

AB 2408 (Grayson) – Reverse Mortgage Suitability Worksheet Bill
In 2014, AB 1700 was passed creating a consumer’s Reverse Mortgage Suitability Worksheet featuring 
five potential problem areas seniors should contemplate before taking out a reverse mortgage loan (Civil 
Code Section 1923.5). Since AB 1700’s enactment, it has become apparent that additional warnings need 
to be added to the worksheet. This legislation will improve the existing Reverse Mortgage Suitability 
Worksheet by addressing the remaining areas of concern: problems for the non-borrowing spouse, reverse 
mortgages complicating probate procedures, communication problems with the loan servicers, and property 
tax increase problems because of home improvement and assessment contracts. 
Status: Referred to Assembly Banking & Finance Committee

SB 1207 (Jackson) – The Nursing Home Resident Safety Act of 2020 
This bill would require a skilled nursing facility to have a backup power system that maintains safe 
temperatures and power to all critical systems for resident health and safety for no less than 96 hours during 
any type of power outage. It aims to protect nursing home residents from the life-threatening consequences 
of the massive blackouts PG&E and other utility companies are now using in an effort to prevent wildfires 
during periods of extreme weather. The bill is co-sponsored by CANHR and Long Term Care Ombudsman 
Services of San Luis Obispo County.
Status: Referred to Senate Health Committee  

SPONSOR

SB 1016 (Wieckowski) – Limited Conservatorships
This bill will clarify that the proper function of a conservatee’s attorney is to advocate for the expressed 
wishes of the conservatee. Currently, some attorneys advocate for what they believe are the conservatee’s 
best interests, regardless of what their client is instructing. SB 1016 also requires courts to consider 
supported decision-making as an alternative to limited conservatorships.
Status: Referred to Senate Judiciary Committee

SB 1043 (Pan/Jackson) – Decisionmaking for Unrepresented Nursing Home Residents
This bill will update and improve Health and Safety Code Section 1418.8 after it was found to be 
constitutionally defective by the California Court of Appeal in CANHR v. Smith (37 Cal. App. 5th 814 
(2019)). The statute permits nursing homes to use interdisciplinary teams to make health care decisions for 
residents who lack capacity and lack a surrogate decisionmaker. The Court found the interdisciplinary team 
must include a resident advocate and that written notice must be provided to the resident before decisions 
may be made on the resident’s behalf.  
Status: Referred to Senate Committee on Rules

SUPPORT

Please note: the California Legislature has suspended operations until 
April 13, 2020 due to the ongoing Covid-19 pandemic.

http://www.canhr.org
http://www.leginfo.ca.gov
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AB 1971 (Voepel): Reverse Mortgages 
This legislation would dilute consumer protections for seniors considering a reverse mortgage, by reducing 
the mandatory waiting period between loan counseling and completion of the loan application from seven 
days to three days. 
Status: Referred to Assembly Committee on Banking & Finance

AB 2664 (Diep): Disability access: statutory damages: small businesses
AB 2664 is an erosion of accessibility protections for individuals with disabilities in construction-related 
claims. This bill would change the definition of what constitutes an exempted small business from 50 
employees to 100 employees. 
Status: Referred to Assembly Judiciary Committee

OPPOSE

Legislation Update, March 2020

AB 1629 Reauthorization - No More Piggy Banks for Nursing Homes
AB 1629 reauthorization will rain down hundreds of millions of dollars in additional nursing home spending 
for the next several years while only paying lip service to increased quality. Since the advent of AB 1629, 
large nursing home chains have increasingly used facilities as personal piggy banks, enriching themselves by 
slashed staffing and self-dealing through related-party transactions while residents are frequently subjected 
to unspeakable abuse and neglect. 

California’s massive ($5 billion) spending for nursing homes must come with meaningful accountability:

BUDGET ITEMS OF CONCERN

• Banning related party self-dealing that diverts public money away from care 
and into corporate pockets; 

• Raising the minimum nurse staffing level to require at least 4.1 hours of 
nursing hours per resident per day; and  

• Ending discrimination against residents and resident applicants on Medi-Cal.

AB 3138 (Waldron): Residential care facilities for the elderly: electronic monitoring.
This bill imposes restrictions on residents of Residential Care Facilities for the Elderly seeking to use video 
cameras to monitor activities inside the resident’s living space.
Status: Read 1st Time on Assembly Floor

WATCH



This booklet outlines the applicable rules of 
the Medi-Cal Recovery laws before and after 

January 1, 2017. It has been revised to provide 
additional information on Medi-Cal recovery laws 
effective for individuals who die on or after January 
1, 2017.

We revised the booklet again in June 2019 with the 
latest applicable information, which is still current 
as of March 2020. You can order printed copies of 
the updated version, or download it for free as a 
PDF document at:

http://canhr.org/publications/Consumer_Pubs.html
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CANHR welcomes memorial and honorary gifts. This is a great way to honor 
a special person or a loved one, while helping those who are long term care 
residents. Recent gifts have been made in the names of the following persons:

In Honor Of 

In Memory Of 

David V. Olmsted All those that live in 
nursing homes

David Olmsted Stephanie Levine

Sonia Isabel Noriega

Cesar Noriega

Eunice & Don Stuart

Kathleen Stuart

Ronald Randolph

Brenda Williams

Beryl DuBois

Candie Brady

Ross & Olive Kerr

Janette Kassi

Marion S. John

George John

Nellie B. Homokay

Julianne Homokay

Dorothy Banker

Pat McGinnis

http://canhr.org/publications/Consumer_Pubs.html


CANHR AdvoCAte SPRING 2020C I TAT I O N S  N O R T H 1

Calaveras County

900 Mountain Ranch Road, San Andreas
AvAlon HeAltH CAre - SAn AndreAS

B 2000 Feeding Verbal Abuse 10/24/19

A resident admitted in August 2019 for difficulty 
swallowing and adult failure to thrive was seen being 
verbally and physically abused by her daughter on 
8/26/19. In an interview with staff on 9/1/19, two 
CNAs reported the daughter cussing and force feeding 
the resident. In a subsequent interview with the Social 
Services Director, he stated he did not consider the 
activity abuse. A registered nurse believed that the 
behavior exhibited by the daughter was not abuse 
but rather feeding ignorance. The facility was cited 
for failure to report a family-to-patient allegation of 
physical and verbal abuse within 24 hours. 

Citation # 030015469 

Merced County

2424 M St, Merced
lA SierrA CAre Center

A 20000 Infection Mandated Reporting Neglect 
Notification Patient Care Physical Environment 
Supervision 7/12/19

Resident 1, a 74 year old female, was admitted to the 
skilled nursing facility on 6/20/19 for continuing care 
of burn wounds to her right breast and both legs. On 
7/13/19 she complained of burning pain in her left foot. 
When the nurse changed the dressings on her legs and 
feet she discovered so many maggots on her left foot 
wound she was “unable to document the number of 
maggots”. The wound had not been properly wrapped 
and flies had access. The Resident told investigators 
during their visit on 7/17/19 that there were so many 
flies in her room at the facility that she would cover up 
her head and she had her own fly swatter to swat them. 
The investigators found multiple flies at a nursing 
station, in the hallway next to her room, and in the 
Director of Nurses’ office. The facility was aware of 
the serious fly infestation. The nurses did not check 
other residents wounds for maggots after the incident. 
The facility was cited for putting residents in imminent 
danger of death or serious harm. 

Citation # 040015722 

T he following citation summaries are compiled from the citations issued by the California Department of 
Public Health to Northern California skilled nursing facilities and received by CANHR as of the publication 

of this issue of the Advocate. CANHR makes every effort to ensure that consumers are provided with accurate 
information. CANHR welcomes comments and suggestions or notice of errors. Please direct such comments to 
mis@canhr.org or by calling the CANHR office at (800) 474-1116. Citations without summaries will be reprinted 
with summaries once received by the CANHR office. Citations from earlier months are included if a description 
was not printed in a previous issue. Appeals of citations and collection of fines can take up to three years. 

Explanation of citation classifications: “AA” citations are issued when a resident death has occurred due to 
nursing home regulation violations, and carry fines of up to $100,000. A class “A” citation is issued when 
violations present imminent danger to a resident or the substantial probability of death or serious harm, and 
carry a fine of up to $20,000. Class “B” citations are fined up to $2,000 and are issued for violations which have 
a direct or immediate relationship to health, safety, or security, but do not qualify as “A” or “AA” citations. 

“Willful material falsification” (WMF) violations also result in a fine. Fines are not always required to be paid. 
Citations can be appealed, requiring the Department of Health Services to substantiate the violation. Violations 
repeated within twelve months may be issued “trebled fines”— triple the normal amount.

Citations Watch - Northern California - Consumer Report
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Placer County

3400 Bell Road, Auburn
Auburn oAkS CAre Center

B 2000 Mandated Reporting Physical Abuse 9/11/19

On 9/11/19, a family member was told by her mother’s 
roommate that she saw a staff member handle her 
mother roughly. The family member’s mother had 
dementia with severe memory impairment. The family 
member reported the incident to an individual at the 
nurse’s station who referred her to the facility’s social 
services department. The staff member did not report 
the incident to a supervisor or the authorities. The 
facility was cited for failing to report the allegation of 
abuse to the Department of Public Health. 

Citation # 030015544 

1161 Cirby Way, Roseville
roSeville CAre Center

B 2000 Physical Abuse Verbal Abuse 3/21/19

On 3/21/19, a male resident was allegedly choked 
by a CNA  and on 4/2/19, the CNA was overheard 
threatening the male resident’s roommate that he 
would slap him like he did his roommate. Due to these 
incidents, the facility was cited for its failure to protect 
their residents from physical and verbal abuse by staff 
members. 

Citation # 030015495

12225 Shale Ridge Lane, Auburn
WeStvieW HeAltHCAre Center

B 2000 Dignity Neglect Patient Care Patient Rights 
Sexual Abuse Supervision 11/27/19

On 5/16/19, a CNA made inappropriate sexual 
comments about a female resident during her shower. 
Later that night, the CNA returned to the resident’s room 
three to four times and eventually forced the resident 
to perform a sex act on the CNA. The facility failed 
to ensure that the resident was free from sexual abuse 
at the hands of the CNA which caused her significant 
emotional distress, indignity, humiliation and trauma. 

Citation # 030015551 

Sacramento County

5901 Lemon Hill Avenue, Sacramento
briArWood PoSt ACute

B 2000 Decubiti (Bedsores) 9/26/19

On 9/26/19, a physician ordered a low air loss mattress 
that was designed to prevent and treat pressure wounds 
for a resident who had developed pressure injuries on 
her heels. The facility failed to follow the physician’s 
order. On 10/1, the wounds on her left heel had 
progressed to a Stage 4 (full thickness tissue loss with 
exposed tendon, muscle or bone) and her right heel 
was “unstageable”. When interviewed, the treatment 
nurse said he was not sure why the resident did not 
receive the air mattress when it was ordered on 9/26, 
but it might have been because it was not available at 
that time and then the order was forgotten about. The 
facility was cited for failure to order the mattress and 
failure to properly document and notify the physician 
about the progress of the resident’s pressure sores. 

Citation # 030015556 

3529 Walnut Avenue, Carmichael
WHitney oAkS CAre Center

B 2000 Theft & Loss 10/23/19

The resident was admitted to the facility with diagnoses 
including right sided weakness due to a stroke and 
dementia with no memory problems. The resident 
had given her debit card to a CNA to entrust her to 
buy hair products and clothes for her grandchildren. 
Upon review of her spending, the resident learned 
that the CNA had stolen approximately $200. No one 
other than the resident and the CNA had access to the 
account. The CNA told the resident that she “was going 
to replace the money.” The CNA also maintained an 
inappropriate relationship with the resident going so 
far as to reprogram her name in the resident’s phone as 
“granddaughter.” The facility was cited for failing to 
ensure the resident was not subject to misappropriation 
of property and psychological distress when the CNA 
stole money from using the debit card. 

Citation # 030015437 
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San Francisco County

375 Laguna Honda Blvd., San Francisco

lAgunA HondA HoSPitAl & reHAbilitAtion Ctr 
d/P Snf

B 2000 Dignity Patient Rights Privacy 2/6/19

On 2/6/19, the facility reported that videos and pictures 
of “naked” residents were taken and exchanged among 
three staff members on their cell phones. Two photos 
were taken without the consent of a 75 year old resident, 
showing close-up views of his colostomy stoma. The 
facility was cited for failing to protect his dignity and 
privacy and for exposing him to embarrassment and 
emotional distress.                      Citation # 220015590 

B 2000 Dignity Patient Rights Privacy 2/6/19

On 2/6/19, the facility reported that videos and pictures 
of “naked” residents were taken and exchanged among 
three staff members on their cell phones. One photo 
was taken without the consent of a 101 year old 
resident, diagnosed with Schizophrenia and dementia. 
The facility was cited for failing to protect her dignity 
and privacy and for exposing her to embarrassment 
and emotional distress.               Citation # 220015592 

B 2000 Dignity Patient Rights Privacy 2/6/19

On 2/6/19, the facility reported that videos and pictures 
of “naked” residents were taken and exchanged among 
three staff members on their cell phones. One photo 
was taken without the consent of a 52 year old resident, 
diagnosed with dementia. The photo showed him 
sitting in a wheelchair with a partially opened shirt 
and a caregiver’s hand on his abdomen. The facility 
was cited for failing to protect his dignity and privacy 
and for exposing him to embarrassment and emotional 
distress.                                       Citation # 220015574 

B 2000 Dignity Patient Rights Privacy 2/6/19

On 2/6/19, the facility reported that videos and pictures 
of “naked” residents had been taken and exchanged 
among three staff members on their personal cell 
phones. Five videos were made without the consent of 
a 65 year old resident in which he was encouraged to 
make statements of a sexual nature. The facility was 
cited for failing to protect his dignity and privacy and 
for exposing him to embarrassment and emotional 
distress.                                       Citation # 220015576 

B 2000 Dignity Patient Rights Privacy 2/6/19

On 2/6/19, the facility reported that videos and pictures 
of “naked” residents had been taken and exchanged 
among three staff members on their personal cell 
phones. One photo was taken without the consent of 
a 74 year old resident who had been admitted with an 
altered mental state. The facility was cited for failing 
to protect his dignity and privacy and for exposing him 
to embarrassment and emotional distress. 

Citation # 220015578 

B 2000 Dignity Patient Rights Privacy 2/6/19

On 2/6/19, the facility reported that videos and pictures 
of “naked” residents had been taken and exchanged 
among three staff members on their personal cell 
phones. One photo was taken without the consent of a 
61 year old resident who had schizophrenia. The photo 
showed her buttocks with an open wound, with pinkish 
and foaming white discharge coming from the wound. 
The facility was cited for failing to protect her dignity 
and privacy and for exposing her to embarrassment 
and emotional distress.                Citation # 220015580 

B 2000 Dignity Patient Rights Privacy 2/6/19

On 2/6/19, the facility reported that videos and pictures 
of “naked” residents were taken and exchanged among 
three staff members on their cell phones. Three pictures 
were taken without the consent of a 70 year old 
resident: one showing his exposed buttocks and back; 
another in which he was slumped over in a wheelchair; 
and the third a close-up of his face showing a bluish-
blackish discoloration of his eyes, taken while his 
mouth was open. The facility was cited for failing to 
protect his dignity and privacy and for exposing him to 
embarrassment and emotional distress. 

Citation # 220015572 

B 2000 Dignity Patient Rights Privacy 2/6/19

On 2/6/19, the facility reported that videos and pictures 
of “naked” residents were taken and exchanged 
among three staff members on their cell phones. Two 
photos were taken without the consent of a 76 year 
old resident who had dementia. One of them showed 
her with a white towel around her neck, covering her 
mouth and jaw, and a blue tourniquet wrapped tightly 
around her left arm. The facility was cited for failing to 
protect her dignity and privacy and for exposing her to 
embarrassment and emotional distress. 

Citation # 220015575 
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B 2000 Dignity Patient Rights Privacy 2/6/19

On 2/6/19, the facility reported that videos and pictures 
of “naked” residents were taken and exchanged among 
three staff members on their cell phones. One photo 
was taken without the consent of an 86 year old 
resident with dementia. The photo showed him lying 
in bed, dressed, with his eyes closed and his legs 
spread apart with clear tubing coiled around his lower 
body and left foot. The facility was cited for failing to 
protect his dignity and privacy and for exposing him to 
embarrassment and emotional distress. 

Citation # 220015577 

B 2000 Dignity Patient Rights Privacy 2/6/19

On 2/6/19, the facility reported that videos and pictures 
of “naked” residents were taken and exchanged among 
three staff members on their cell phones. One photo 
was taken without the consent of a 50 year old resident 
who had a traumatic brain injury. The facility was cited 
for failing to protect his dignity and privacy and for 
exposing him to embarrassment and emotional distress. 

Citation # 220015579 

B 2000 Dignity Patient Rights Privacy 2/6/19

On 2/6/19, the facility reported that videos and pictures 
of “naked” residents were taken and exchanged among 
three staff members on their cell phones. One photo 
was taken without the consent of a 65 year old resident, 
who had a traumatic brain injury, while he was in bed. 
The facility was cited for failing to protect his dignity 
and privacy and for exposing him to embarrassment 
and emotional distress. 

Citation # 220015583 

B 2000 Dignity Patient Rights Privacy 2/6/19

On 2/6/19, the facility reported that videos and pictures 
of “naked” residents were taken and exchanged among 
three staff members on their cell phones. Nine photos 
and three videos were taken without the consent of a 
28 year old resident, who had an anoxic brain injury. 
One of the videos showed a staff member kicking him 
while he was lying in bed. Some of the photos showed 
him partially exposed and in various states of neglect. 
The facility was cited for failing to protect his dignity 
and privacy and for exposing him to embarrassment 
and emotional distress. 

Citation # 220015587 

B 2000 Dignity Patient Rights Privacy 2/6/19

On 2/6/19, the facility reported that videos and pictures 
of “naked” residents were taken and exchanged among 
three staff members on their cell phones. Three photos 
were taken without the consent of a 67 year old 
resident, who had schizophrenia, while he was in bed. 
The facility was cited for failing to protect his dignity 
and privacy and for exposing him to embarrassment 
and emotional distress.               Citation # 220015589 

B 2000 Dignity Patient Rights Privacy 2/6/19

On 2/6/19, the facility reported that videos and pictures 
of “naked” residents were taken and exchanged among 
three staff members on their  cell phones. One photo 
was taken without the consent of an 83 year old resident 
with dementia. The facility was cited for failing to 
protect her dignity and privacy and for exposing her to 
embarrassment and emotional distress. 

Citation # 220015591 

B 2000 Dignity Patient Rights Privacy 2/6/19

On 2/6/19, the facility reported that videos and pictures 
of “naked” residents were taken and exchanged among 
three staff members on their cell phones. One photo 
was taken without the consent of an 87 year old 
resident, diagnosed with Parkinson’s Disease. The 
facility was cited for failing to protect his dignity and 
privacy and for exposing him to embarrassment and 
emotional distress.                        Citation # 220015593 

B 2000 Dignity Patient Rights Privacy 2/6/19

On 2/6/19, the facility reported that videos and pictures 
of “naked” residents were taken and exchanged 
among three staff members on their cell phones. Two 
videos were taken of a 53 year old resident, who had 
schizoaffective psychosis, while she was engaging in 
sexually explicit dialogue with staff. The facility was 
cited for failing to protect her dignity and privacy and 
for exposing her to embarrassment and emotional 
distress.                                       Citation # 220015586 

B 2000 Dignity Patient Rights Privacy 2/6/19

On 2/6/19, the facility reported that videos and pictures 
of “naked” residents were taken and exchanged among 
three staff members on their cell phones. One photo 
was taken without the consent of a 55 year old resident, 
who had a seizure disorder. The photo showed him on 
his side with his buttocks exposed while a caregiver 
administered a Fleet’s enema. The facility was cited 
for failing to protect his dignity and privacy and for 
exposing him to embarrassment and emotional distress.                                        
Citation # 220015584
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B 2000 Dignity Patient Rights Privacy 2/6/19

On 2/6/19, the facility reported that videos and pictures 
of “naked” residents were taken and exchanged among 
three staff members on their cell phones. One photo 
and two videos were taken without the consent of a 74 
year old resident. The two videos showed him lying in 
bed being agitated by a staff member to shout sexual 
obscenities. The staff member also made derogatory 
statements to him. The facility was cited for failing to 
protect his dignity and privacy and for exposing him to 
embarrassment and emotional distress. 

Citation # 220015588 

B 2000 Dignity Patient Rights Privacy 2/6/19

On 2/6/19, the facility reported that videos and pictures 
of “naked” residents were taken and exchanged among 
three staff members on their cell phones. Three videos 
were taken without the consent of a 61 year old resident, 
who had a history of alcoholism. The videos showed 
him sitting in a wheelchair holding a can of beer and 
being asked by a staff member what he was holding 
in his hand and where he got it from. The facility was 
cited for failing to protect his dignity and privacy and 
for exposing him to embarrassment and emotional 
distress.                                        Citation # 220015585 

A 20000 Chemical Restraints Medication 2/13/18

On 2/13/18, a resident who had dementia was 
hospitalized in acute respiratory failure after being 
given multiple unprescribed opioids and psychoactive 
drugs (Methadone, Morphine, Tramadol, Gabapentin, 
and Quetiapine) that the hospital detected through 
toxicology screening. The same resident was taken 
to the hospital on 10/26/18 for facial droop and 
altered mental status after he was again drugged 
with unprescribed medications. A licensed nurse 
and certified nursing assistant (CNA) intentionally 
administered non-prescribed drugs to multiple residents 
to chemically restrain them. Laguna Honda’s Director 
of Pharmacy stated that a named licensed nurse was 
drugging residents, most likely by taking medications 
of some residents and giving them to other residents. 
The licensed nurse had texted a picture to a CNA of a 
zip-lock bag of opioid and psychoactive medications 
from Laguna Honda that were apparently used to drug 
residents. The facility was cited for failing to prevent 
the resident from being chemically restrained. 

Citation # 220015618 

A 20000 Chemical Restraints Medication 1/8/19

On 1/8/19, a resident who had dementia, schizophrenia 
and Huntington’s Disease almost suffered respiratory 
arrest and was hospitalized for one week after being 
given a near fatal dose of unprescribed opioids 
(Morphine and Methadone) that the hospital detected 
through toxicology screening. A licensed nurse 
and certified nursing assistant (CNA) intentionally 
administered non-prescribed drugs to multiple residents 
to chemically restrain them. Laguna Honda’s Director 
of Pharmacy stated that a named licensed nurse was 
drugging residents, most likely by taking medications 
of some residents and giving them to other residents. 
The licensed nurse had texted a picture to a CNA of a 
zip-lock bag of opioid and psychoactive medications 
from Laguna Honda that were used to drug residents. 
The facility was cited for failing to prevent the resident 
from being chemically restrained. 

Citation # 220015594 

A 20000 Chemical Restraints Medication 8/30/18

From 8/30/18 to 9/10/18, a resident was hospitalized 
for respiratory failure after being given unprescribed 
medications (Methadone and Tramadol), detected 
through toxicology screening. A licensed nurse 
and certified nursing assistant (CNA) intentionally 
administered non-prescribed drugs to multiple residents 
to chemically restrain them. Laguna Honda’s Director 
of Pharmacy stated that a named licensed nurse was 
drugging residents, most likely by taking medications 
of some residents and giving them to other residents. 
The licensed nurse had texted a picture to a CNA of a 
zip-lock bag of opioid and psychoactive medications 
from Laguna Honda that were apparently used to drug 
residents. The facility was cited for failing to prevent 
the resident from being chemically restrained. 

Citation # 220015620 

A 20000 Chemical Restraints Medication 12/25/18 

From 12/25/18 to 1/4/19, a resident was hospitalized 
in intensive care for over-sedation and altered mental 
status after being given unprescribed medications 
(Gabapentin and Mirtazapine), detected through 
toxicology screening. Upon readmission to Laguna 
Honda, she tested positive again for Gabapentin 
on 1/7/19 despite no physician’s orders for it. A 
licensed nurse and certified nursing assistant (CNA) 
intentionally administered non-prescribed drugs to 
multiple residents to chemically restrain them. Laguna 
Honda’s Director of Pharmacy stated that a named 
licensed nurse was drugging residents, most likely 
by taking medications of some residents and giving 
them to other residents. The licensed nurse had texted 
a picture to a CNA of a zip-lock bag of opioid and 
psychoactive medications from Laguna Honda that 
were apparently used to drug residents. The facility 
was cited for failing to prevent the resident from being 
chemically restrained.                 Citation # 220015621 
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A 20000 Chemical Restraints Medication 1/7/18

On 9/2/18, a resident died after months of being 
given opioids that were not prescribed for him. 
Eight toxicology tests taken between January and 
August 2018 showed that he tested positive for non-
prescribed drugs, including Morphine, Methadone, 
and Oxycodone. A licensed nurse and certified nursing 
assistant (CNA) intentionally administered non-
prescribed drugs to multiple residents to chemically 
restrain them. Laguna Honda’s Director of Pharmacy 
stated that a named licensed nurse was drugging 
residents, most likely by taking medications of some 
residents and giving them to other residents. The 
licensed nurse had texted a picture to a CNA of a 
zip-lock bag of opioid and psychoactive medications 
from Laguna Honda that were apparently used to drug 
residents. The facility was cited for failing to prevent 
the resident from being chemically restrained.
 

Citation # 220015619 

San Joaquin County

9289 Branstetter Place, Stockton

WAgner HeigHtS 
nurSing And reHAbilitAtion Center

B 2000 Dignity Patient Care 8/8/19 

On 8/8/19, a male resident was not permitted to seek 
emergency services for fours hours and 36 minutes 
after calling 911 for an ambulance to transport him to 
the emergency room. The resident complained of his 
inability to urinate and burning upon urination with 
a 10/10 pain level. He called an ambulance at 10:06 
AM, but the ambulance was refused by the facility. 
The resident called a second time after having two 
extra-large episodes of vomiting as well as having 
blood in his catheter and was transported to the 
hospital via ambulance at 2:10 PM where he required 
surgical attention. The facility prevented the resident 
from receiving quality care outside of the facility by 
refusing the ambulance, and therefore, violated his 
right of dignity and care. 

Citation # 030015388 

Santa Clara County

1601 Petersen Ave, San Jose
AmberWood gArdenS

B 2000 Neglect Patient Care Staffing 2/5/20 

An 89 year old resident fell out of her bed onto the floor 
cutting her forehead when she was moved by a CNA. 
The resident, diagnosed with dementia and aphasia, 
was completely dependent on staff for bed mobility 
and required two staff members to assist in moving 
her from her bed. On 12/21/19, only one CNA moved 
her from her bed, which caused the injury because the 
CNA dropped the resident. The facility was cited for 
failure to provide adequate physical assistance during 
activities of daily living and that the resident was not 
provided with two-person physical assistance. 
 

Citation # 070015679 

1331 Camden Ave, Campbell
CAmden PoStACute CAre, inC.

B 2000 Administration Dignity Patient Care 
Patient Rights Physical Environment Security 
Supervision 10/3/19

On 10/3/19, an unannounced visit was conducted 
at the facility to investigate a complaint regarding 
Quality of Care/Treatment. Residents in the facility 
were allowed to smoke in a non-designated area. 
Other residents were exposed to second-hand smoke. 
The facility ignored several months-long complaints 
from residents. One resident said that the smell was 
terrible, made him cough, and produce phlegm and 
feel hot from having to keep the window closed. The 
resident preferred the window open to allow for fresh 
air. “It makes me feel angry” stated the resident. The 
facility allowed smoking to continue and violated the 
resident’s right to a smoke-free environment. A CNA 
said that the residents have been smoking in the non-
designated area during his two-year employment. 
One resident stated, “we always smoke here” not the 
designated area. One resident reported, “They have the 
right to smoke, but I don’t have the right to breathe.” 
 

Citation # 070015509 
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2530 Solace Pl, Mountain View
mountAin vieW HeAltHCAre Center

B 2000 Transfer 12/9/19

On 12/4/19, an LVN, new to the facility, administered 
two medications to a female resident that were not 
prescribed to her. The LVN’s supervisor, who was still 
conducting her orientation, was outside of the room. 
The resident’s family member realized neither of the 
two medications was prescribed to the resident. The 
facility was cited for violating its own standards in 
ensuring new personnel did not administer medications 
unsupervised.                              Citation # 070015659 

20400 Saratoga Los Gatos Rd, Saratoga
our lAdy of fAtimA villA

B 2000 Medication 1/13/20

2065 Forest Ave, San Jose
Skyline HeAltH Center - SAn JoSe

B 2000 Evictions Notification 1/10/20

22445 Cupertino Rd, Cupertino
Sunny vieW mAnor

B 2000 Careplan Medication Patient Care Staff 
(Inservice) Training 10/21/19 

On 10/21/2019, an unannounced visit was conducted 
at the facility. The facility had a 16% medication error 
rate when four medication errors occurred out of 25 
opportunities during the medication observation. 
One resident was administered medication without a 
physician’s order. Another resident’s insulin was not 
timely given, and a topical patch was administered on 
top of a hairy area. These failures had the potential to 
compromise the residents’ medical health and safety. 

Citation # 070015493

B 2000 Careplan Fall Injury Neglect Patient Care 
Supervision 10/21/19 

The following reflects the findings of the Department 
of Public Health during a recertification survey. On 
10/21/2019, the facility failed to prevent accidents for 
several falls for one resident.  The facility failed to 
supervise and prevent a fall of a resident in a wheelchair. 
The injury resulted in a right femur fracture. The 
resident was hospitalized. The facility failed to add 
padding to a resident’s geriatric chair. The metal ends of 
her armrest resulted in repeated skin tears and bruising. 
On 4/29/2019, the resident was found on the floor in 
the dining room. The resident fell off her wheelchair 
and sustained an acute displaced right femoral neck 
fracture. During an interview, a CNA stated, “we use 
a pillow under her legs and use socks on the armrest”. 
The facility failed to implement an intervention for 
a wheelchair and provide supervision to prevent the 
resident from falls, which resulted in hospitalization 
and surgery.                                Citation # 070015494 

On 12/9/19, the facility failed to provide a proper Notice 
of Transfer or Discharge to a resident and the long-
term care ombudsman. According to an ombudsman, 
the facility has a history of failing to follow proper 
transfer or discharge procedures. 

Citation # 070015611 

B 2000 Medication Patient Care Supervision Staff 
(Inservice) Training 12/4/19

On 1/13/20, during a recertification survey, the facility 
failed to properly medicate three residents, resulting 
in a 27.59% medication error rate. The errors included 
incorrect dosages, missing medication and failure to 
follow the physician’s orders. The facility was cited for 
these failures which had the potential of compromising 
the residents’ medical health and safety. 

Citation # 070015710 

The facility chased out a male resident on 1/10/20 
who was initially “cleared” for discharge the previous 
October. Despite a physician’s order for discharge, the 
facility never gave the resident the legally required 
advance written notice and never sent a copy to the 
Ombudsman program. The resident was thus never 
informed of his right to appeal the discharge. 

Citation # 070015709 

1291 S Bernardo Ave, Sunnyvale
SunnyvAle PoSt-ACute Center

B 2000 Patient Care Physical Abuse Sexual Abuse 
Supervision 11/15/19

The facility staff did not provide sufficient supervision 
for a male resident diagnosed with dementia and 
schizophrenia, who entered the room of a female 
resident while she was sleeping, inappropriately 
touching her on the legs and kissing her on the mouth. 

Citation # 070015545 
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800 Blossom Hill Rd, Los Gatos
tHe terrACeS of loS gAtoS

B 2000 Careplan Decubiti (Bedsores) Injury 
Patient Care 11/24/19

On 11/24/19, a facility discovered a pressure injury 
on the heel of a 94 year old resident, who at risk for 
impairment of skin integrity when he was admitted on 
10/14/19. The interim Director of Nursing stated that 
the wound was preventable. The facility failed to plan 
for or implement interventions to protect the resident’s 
heel from undue pressure, resulting in a facility-
acquired Stage III pressure ulcer. 

Citation # 070015633 

B 2000 Bed Hold Notification

8/16/19,The facility failed to provide written bed hold 
notices to residents being transferred to the hospital. 
The facility also failed to notify the long term care 
Ombudsman of the transfers.      Citation # 070015628  

B 2000 Careplan Fall Injury Patient Care 8/15/19

On 8/15/19, a 94 year old resident, with dementia and 
a history of falls, was found lying on the floor in her 
room complaining of pain in her hip, pelvis, groin and 
thigh. The resident was admitted to the hospital and 
required surgery to treat her broken hip. The facility 
failed to develop and implement post-fall interventions 
for the resident, resulting in her falling six times 
between 4/17/19 and 8/15/19.     Citation # 070015632   

120 Jose Figueres Ave, San Jose
viStA mAnor nurSing Center

B 2000 Medication Patient Care Staff (Inservice) 
Training 12/13/19 

During the process to re-certify the facility, multiple 
medication pass observations were performed by a 
Department of Health Surveyor. A med pass observation 
is when Surveyors observe the nurses administering 
medications to residents at a facility to ensure an 
acceptable standard of care. The goal is for the error 
rate to be under 5%. During these observations, the 
Surveyor recorded seven of the nine licensed nurses 
made errors while giving medications to seven of the 
ten observed residents. The error rate was 42.86%. 
The nurses made errors with dosages, timing and other 
issues violating the physician’s orders. The facility was 
cited for endangering the residents’ health. 

Citation # 070015627   

B 2000 Injury Patient Care Staff (Inservice) 
Training 12/16/19 

On 12/16/19, while reviewing facility records during 
a re-certification Survey, the Surveyor found that the 
facility failed to implement sufficient fall interventions 
for two of the 18 sampled residents, resulting in 
repeated falls and endangering their health and safety. 

Citation # 070015629   

16412 Los Gatos Blvd, Los Gatos
vASonA Creek HeAltHCAre Center

B 2000 Careplan Fall Neglect Patient Care 
Supervision 11/12/19 

On 11/12/19, a resident was admitted to the facility 
with brain cancer and muscle weakness, and assessed 
as requiring extensive assistance with walking and 
transfers. Between 11/12/19-12/13/19, the resident fell 
to the ground on four separate occasions. The facility 
was cited for failing to ensure that the resident had 
adequate interventions and supervision in place to 
prevent further falls. 

Citation # 070015650  

Sonoma County

1035 Gravenstein Ave, Sebastopol
APPle vAlley PoSt-ACute reHAb

B 2000 Careplan Dignity Other Patient Care 
9/17/18 

A resident, known to be a talented poet who treasured a 
view of trees and the sky, stated that an employee of the 
facility parked a van in front of her window. It made 
her depressed and impacted her quality of life. During 
an interview with the facility management, they stated 
that the facility had decided to park the van permanently 
when not in use in front of the resident’s window. The 
facility said that they did not have a policy in place for 
the van. A document titled “Quality of Life - Dignity” 
revealed the policy statement “Each resident shall 
be cared for in a manner that promotes and enhance 
the quality of life, dignity, respect, and individuality 
at all times.” The above violation caused significant 
humiliation, indignity, anxiety and emotional trauma 
to the resident.

Citation # 110014741 
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4650 Hoen Ave, Santa Rosa
SAntA roSA PoSt ACute

B 1000 Chemical Restraints Patient Rights 9/19/18 

A resident with dementia was given a prescription for 
Seroquel, an antipsychotic medication, on 9/18/18. The 
facility did not verify with the prescribing physician 
that he had obtained informed consent prior to 
administering the drug. When the Seroquel dosage was 
doubled on 10/29/18, the facility again failed to verify 
that the physician had obtained informed consent. The 
facility was cited for failing to confirm the physician 
had obtained informed consent prior to administering 
a psychotropic drug to the resident. 

Citation # 110015276 

678 2nd St W, Sonoma
SonomA PoSt ACute

A 20000 Fall 12/12/18

A 64 year old woman was admitted to a skilled nursing 
facility on 11/20/18 with a diagnosis of unsteadiness 
on feet. On 12/7/18, the resident suffered a fall but 
suffered no broken bones. The facility updated the 
resident’s comprehensive care plan to account for 
her treatment for the fall but did not make any plans 
to prevent further falls. On 12/12/18 the resident 
suffered a severe fall while trying to close her room 
door, fracturing her femur and requiring surgery. No 
short-term care plan was initiated after the resident’s 
readmission after surgery, and the resident’s care 
plan for falls was not updated until 1/1/19. The 
facility was cited for failing to timely develop a care 
plan for safe ambulation and prevention of falls. 

Citation # 110015440 
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Fresno County 5265 E Huntington Ave, Fresno
evergreen CAre Center

A 20000 Fall 6/23/19

A 78 year old male resident, with muscle weakness, 
high risk of falling and poor safety awareness, fell on 
6/23/19 and broke his neck, requiring surgery. The 
resident had suffered prior falls on 5/25/19 and 6/15/19. 
The resident was supposed to be checked every fifteen 
minutes, but his monitoring record for 6/23 could not 
be found. The facility was cited for failing to provide 
adequate supervision to prevent the resident’s fall. 

 Citation # 120015458

3034 E Herndon Ave, Fresno
Horizon HeAltH And SubACute Center

A 20000 Fall Supervision Staffing 8/3/18

The facility failed to ensure a resident, who was 
determined at high risk for falls, was provided staff 
supervision for mobility and transfers as identified in 
the resident’s comprehensive careplan. Additionally, 
the facility failed to assess the safety of an assistive 
device, which was used by the resident. These failures 
resulted in the resident sustaining six unwitnessed 
falls within the span of 48 days of admission to the 
facility from June of 2018 to August of 2018. On the 
last of these falls, on 8/3/18, a nurse walked into the 
resident’s room and found the resident with blood 
under the resident’s head and white foam coming 
from the resident’s mouth. There was hematoma on 
the resident’s scalp and a change in the resident’s 
mental status which required a transfer to the general 
acute care hospital for observation and treatment. The 
resident passed away just three days later. 

Citation # 040015765

Kern County

2211 Mount Vernon Ave, Bakersfield
tHe reHAbilitAtion Center of bAkerSfield

A 20000 Careplan Deterioration Medication Patient 
Care Physical Abuse 9/4/19

On 9/4/19, the facility failed to properly develop, 
monitor and change a resident’s behavioral health 
care plan after he started an antipsychotic medication. 
Because of the decline in the resident’s mental health, 
the resident hit another resident in the face, causing 
cuts to his mouth and arm.

 Citation # 120015548

T he following citation summaries are compiled from the citations issued by the California Department of 
Public Health to Northern California skilled nursing facilities and received by CANHR as of the publication 

of this issue of the Advocate. CANHR makes every effort to ensure that consumers are provided with accurate 
information. CANHR welcomes comments and suggestions or notice of errors. Please direct such comments to 
mis@canhr.org or by calling the CANHR office at (800) 474-1116. Citations without summaries will be reprinted 
with summaries once received by the CANHR office. Citations from earlier months are included if a description 
was not printed in a previous issue. Appeals of citations and collection of fines can take up to three years. 

Explanation of citation classifications: “AA” citations are issued when a resident death has occurred due to 
nursing home regulation violations, and carry fines of up to $100,000. A class “A” citation is issued when 
violations present imminent danger to a resident or the substantial probability of death or serious harm, and 
carry a fine of up to $20,000. Class “B” citations are fined up to $2,000 and are issued for violations which have 
a direct or immediate relationship to health, safety, or security, but do not qualify as “A” or “AA” citations. 

“Willful material falsification” (WMF) violations also result in a fine. Fines are not always required to be paid. 
Citations can be appealed, requiring the Department of Health Services to substantiate the violation. Violations 
repeated within twelve months may be issued “trebled fines”— triple the normal amount.

Citations Watch - Southern California - Consumer Report
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1205 8th St, Bakersfield
vAlley ConvAleSCent HoSPitAl

B 2000 Injury Mandated Reporting 9/14/19

On 9/14/19, the facility failed to properly report an 
allegation of abuse to the Department of Public Health 
within 24 hours of the incident. The resident reported 
that a staff person hit her on the head, causing a bruise. 

 Citation # 120015519

B 2000 Physical Abuse Verbal Abuse 8/4/19

On 8/6/19, the facility failed to ensure that two of their 
residents were free from verbal and physical abuse by 
another resident. A 59 year old male resident, known to 
have aggressive behaviors, grabbed a cigarette out of 
a female resident’s mouth and threatened to physically 
harm her if she did not let him keep it. The resident 
continued to ask other female residents and staff for 
cigarettes but when told no, the resident would exhibit 
aggressive behavior and call them vulgar names. A few 
days before, on 8/4/19, the male resident was involved 
in a physical altercation with another male resident for 
grabbing his cigarette out of his hand. Not only did 
the facility fail to respect the male resident’s right to 
smoke, but they also failed to intervene and prevent 
resident to resident altercation. 

 Citation # 120015517

B 2000 Patient Rights 12/5/19

A 59 year old man, a smoker, was admitted to the 
facility on 3/7/19. On 6/11/19 the resident eloped to 
buy cigarettes. In June, July, and August of 2019 the 
resident showed impulsive and aggressive behavior 
in seeking cigarettes from other residents. In a review 
on 10/1/19, the Director of Nursing noted that the 
resident’s daughter did not want him to smoke and 
requested that he get nicotine patches, but the resident’s 
physician denied the request. The citation observed 
that the facility had failed to promote the resident’s self 
determination through support of his choice to smoke.

Citation # 120015516

Los Angeles County

3551 W Olympic Blvd, Los Angeles
AlCott reHAbilitAtion HoSPitAl

A 20000 Careplan Fall 8/12/19

A resident who was at high risk for falls and required 
extensive assistance fell out of bed on 3/30/19. 
The facility did not evaluate their fall intervention 
plan after this fall and did not provide a floor mat to 
minimize injuries as per the plan of care. This resulted 
in the resident falling out of bed again on 8/12/19, this 
time sustaining a hip fracture. These failures put the 
resident in imminent danger for serious physical harm. 

Citation # 920015537

1515 N Alexandria Ave, Los Angeles
AlexAndriA CAre Center

B 2000 Administration Physical Abuse 2/20/19

On 2/20/19, the facility failed to remove a CNA from 
working on a female resident after the resident stated 
she was too rough on her. The resident recently had 
hip surgery and felt that the CNA was too rough 
when helping her with daily activities. The CNA was 
reassigned to another station instead of being removed 
from duty, as required by the facility’s policy and 
procedure on allegations of abuse to residents by an 
employee.                                     Citation # 920015091

14040 Astoria St, Sylmar
AStoriA nurSing And reHAb Center

B 2000 Fall Injury Supervision 5/15/19

A resident at high risk for falls suffered five falls within 
three months, including a fall on 5/15/19 that resulted 
in a hip fracture that required hospitalization and 
surgery. The facility was cited for failing to provide the 
resident with adequate supervision and failing to fully 
assess the resident’s falls and develop interventions to 
help prevent them.                      Citation # 920015246
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430 N Glendale Ave, Glendale
Autumn HillS HeAltH CAre Center

B 2000 Fall 5/20/19

On 5/20/19, a female resident fell while a CNA was 
helping her in the shower and suffered broken bones 
in both knees, the right thigh, and the left lower leg. 
She also hit her head on the wall during the fall. The 
CNA later reported no one had told her the resident 
was not able to stand on her own. After the transfer 
to a General Acute Care Hospital, the family decided 
not to have any surgery and moved her to hospice 
care. When the investigator came in on 6/10/19, the 
resident was lying in bed with redness on her forehead, 
immobilizers on both legs and swollen knees and legs, 
but does not remember what happened. The facility 
was cited for their failure to properly train their CNA in 
their own Fall Prevention and Dressing and Grooming 
procedures for residents with high fall risk.                                   

Citation # 950015303

5648 Gotham St, Bell Gardens
briArCreSt nurSing Center

B 2000 Bed Hold Transfer 12/8/19

On 7/19/19, the facility failed to readmit a resident 
because of medical restrictions. The resident, a 62 year 
old with dementia, Parkinson’s disease and difficulty 
swallowing, was forced to go into a new facility after 
coming back from the GACH. The facility was cited 
for its failure to implement its “Bed Hold and Returns” 
policy by not readmitting the resident.                                  

Citation # 910015596

B 2000 Mandated Reporting Verbal Abuse 8/4/19

On 8/4/19, a resident reported that a licensed nurse 
yelled at her and called her “stupid.” Another resident, 
who overheard the encounter, said the nurse was 
very rude to residents in the facility and treated him 
in a condescending manner. The facility was cited 
for failing to protect the residents from verbal abuse 
and failing to report the incident to the Department of 
Public Health in a timely manner.                         

Citation # 910015636

5648 Gotham St, Bell Gardens
CAliforniA PoSt-ACute CAre

B 2000 Medication Patient Care 11/5/19
The resident, who was readmitted to the facility, on 
7/1/19 lives with severe nerve issues causing heightened 
pain. The resident was witnessed on multiple occasions 
crying and clenching her fists saying, “My body hurts 
all the time.” LVNs and CNAs did not provide the 
resident medication to manage her pain. Previous 
care plans noted that the resident lived with chronic 
pain, with no indication of the severity, and only 
provided her Tylenol to manage her pain. The facility 
violated a slew of nursing and pain management, and 
their violations directly lead to a deterioration in the 
resident’s health and safety.         Citation # 910015512

B 2000 Patient Care 11/5/19
On 8/27/19, the facility failed to follow a physician’s 
order to have a resident meet with a urologist. The 
resident, diagnosed with urinary retention and trouble 
passing urine, has had several documented incidents of 
failing to pass urine, but over nine weeks have passed 
without a urologist visit. The facility was cited for its 
failure to monitor the resident’s bladder function and 
administer appropriate treatment and services.                           

Citation # 910015514

4010 N Virginia Rd, Long Beach
CAtered mAnor nurSing Center

A 20000 Careplan Fall 9/28/19
A resident, who was a high risk for falls and had fallen 
two times before, fell from the shower chair during a 
shower sustaining a hip fracture and bruised eye. The 
facility failed to follow its policy and update the care 
plan for the resident when the resident had previously 
fallen. This failure to provide fall risk plan intervention 
put the resident in imminent danger for serious physical 
harm.                                           Citation # 910015638

1880 Dawson Ave, Signal Hill
CourtyArd CAre Center

B 2000 Administration Sexual Abuse 10/17/19

On 10/17/19, the facility failed to ensure that a female 
resident was free from sexual abuse and that the 
incident was reported to the proper agencies within 
five days after the allegation was made. 

Citation # 910015675

340 S Alvarado St, Los Angeles
Country villA reHAbilitAtion Center

B 2000 Chemical Restraints 8/12/19
On 12/27/18, a resident was diagnosed with 
schizophrenia after admission to the facility following 
a stroke. He had no prior history of mental illness 
but was prescribed an anti-depressant and an anti-
psychotic for “”seeing objects on the wall.”” By July 
2019, the resident exhibited no symptoms of psychosis. 
A consultant pharmacist recommended a gradual dose 
reduction for the resident, but the recommendation was 
rejected. The facility was cited for its failure to ensure 
the resident had an adequate justification for receiving 
psychotropic drugs and for its failure to perform a 
gradual dose reduction.               Citation # 920015612
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8425 Iowa St, Downey
doWney Community HeAltH Center

B 2000 Physical Abuse 10/16/19

On 10/16/19, a resident, diagnosed with Alzheimer’s 
disease and impaired cognition, was physically abused 
by a CNA. The CNA attempted to bathe the resident, 
but when faced with resistance from the resident, the 
CNA pulled the resident’s hair and forcefully led them 
to the shower chair. The resident’s care plan instructed 
staff members to leave the room and come back in 
the event the resident responds aggressively to care. 
Because of the CNA’s failure to follow the resident’s 
care plan, the facility was cited for failing to prevent 
abuse to a resident by an employee. 

Citation # 910015622

201 Allen Ave, Glendale
griffitH PArk HeAltHCAre Center

A 15000 Neglect Physical Abuse 8/22/17

On 8/22/17, two certified nursing assistants (CNAs) 
attacked and beat a 77 year old, wheelchair-bound 
resident who had Parkinson’s Disease between 2 and 3 
AM while the resident was trying to open an emergency 
exit door. A resident and a security guard videotaped the 
assault on their cell phones. They witnessed the CNAs 
repeatedly punching the resident in the face, pulling his 
ear, kicking him when he fell out of his wheelchair and 
dragging him across the floor by his leg into his room. 
The resident witness showed her video to a licensed 
nurse, who did not assess or treat the resident and failed 
to notify his doctor, the police, or paramedics. As a 
result, the resident did not receive medical treatment 
until 14 hours after the beating when police officers 
arrived and summoned paramedics to the scene. The 
resident suffered a broken nose, black eye, dislocation 
of his left eye lens, and facial contusions that resulted 
in a two day hospital stay. The CNAs were arrested on 
8/28/17 and taken into police custody. 

Citation # 920014510

B 2000 Sexual Abuse 2/14/19

A 52 year old resident reported she was brutally raped 
by a male certified nursing assistant (CNA) inside her 
room on her bed on 2/14/19, at about 4:30 AM. The 
victim stated the CNA entered her room, pulled out 
his penis and inserted it inside her vagina, ignoring her 
plea to stop. She said the CNA was “brutal” and that 
she had severe pain in her vagina and entire body. She 
reported feeling scared, sad and wanting to kill herself. 
She called 911 three days after the sexual assault and 
reported it to the hospital. The resident did not report 
the abuse to the facility because she was afraid it would 
hide evidence. On 2/26/19 at the hospital, the resident 
was observed to have dark purplish discoloration on 
both of her inner thighs. A police report stated the CNA 
was arrested for Elder/Dependent adult abuse and rape. 
As a result of the sexual assault, the resident suffered 
vaginal and body pain, bloody vaginal discharge, 
suicidal ideation, fear and required hospitalization for 
psychiatric stabilization.             Citation # 950014962

B 2000 Injury Mandated Reporting 
Physical Abuse 6/26/19

On 6/26/19, a resident sustained a fractured right hand 
in an altercation with another resident. The facility 
failed to investigate the abuse thoroughly and failed 
to report it to the Department of Public Health, as 
required. 

Citation # 950015420

490 W 14th St, Long Beach
HArbor vieW beHAviorAl HeAltH Center

B 2000 Physical Abuse 7/26/19

On 7/26/19, a CNA threw a cup of ice water at a 64 
year old resident with schizoaffective disorder after the 
resident had thrown a cup of iced tea at the CNA. The 
facility was cited for failing to keep the resident free 
from physical abuse.                   Citation # 910015597

5401 Fountain Ave, Los Angeles
HollyWood Premier HeAltHCAre Center

B 2000 Mandated Reporting Neglect Notification 
12/27/19

The facility failed to report to the Department of 
Public Health that a resident had broken their right 
hand. The resident was admitted to the facility on 
4/1/15 with a history of severe mental health issues, 
such as schizophrenia, anxiety and bipolar disorder. 
On 7/29/18, the resident broke her right hand, though 
it is unclear how it occurred. The facility reported 
the incident to the Department of Public Health four 
days later on 8/2/18. The Administrator knew that the 
incident had occurred but stated he did not believe the 
incident was reportable because of the resident’s past 
behavior. The facility was cited for its failure to report 
an injury within 24 hours to the Department of Public 
Health.                                         Citation # 920015642
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6520 West Blvd, Los Angeles
Hyde PArk HeAltHCAre Center

A 20000 Careplan Evictions Notification 4/1/19

The facility dumped four residents, all of whom had 
extensive care needs, into an unlicensed care facility 
in April, May, and June of 2019. The facility staff 
failed to complete adequate discharge planning for all 
four residents, including failure to assess whether the 
residents’ needs could be met in the unlicensed home. 
The facility failed to get input from the residents’ 
physicians and failed to properly notify the residents 
of their evictions. One resident, with tuberculosis 
(TB), was sent to the unlicensed home with the wrong 
medications and failed to receive his TB medication 
for 18 days after his eviction. Another dumped resident 
had diabetes and another had advanced kidney disease, 
raising concerns about their ability to get needed 
insulin and dialysis, respectively. At the time of the 
investigation, the whereabouts of two residents were 
unknown. The owner of the unlicensed home stated 
“”she rents rooms out in her homes to cover the 
mortgage payments and that the [facility] was aware 
[that no care was provided]. The facility’s social 
services designee was fired and the facility was cited 
for failing to perform safe discharge planning for the 
residents. 
                                                   Citation # 910015450

A 20000 Fall Injury Physical Abuse Supervision 
9/28/19

On 9/28/19, a female resident was hospitalized and 
treated for a fractured wrist after she was pushed 
by another resident, who had Schizophrenia and an 
escalating history of threatening behaviors. On 10/2/19, 
the abusive resident attacked another resident, as well 
as facility staff members, in the dining room. The 
facility failed to supervise the resident before, or after, 
both of the incidents and did not notify the resident’s 
physician of his escalating threatening behaviors. The 
facility was cited for these failures and the failure to 
ensure the safety of the residents who were harmed. 

Citation # 910015637

250 W Artesia St, Pomona
inlAnd vAlley CAre And reHAbilitAtion Center

A 20000 Careplan Patient Care 9/26/18

A resident with COPD and acute respiratory failure 
died on 10/12/18 after suffering shortness of breath 
and low oxygen levels. The facility did not document 
the resident’s oxygen levels from 9/26/18 to 10/7/18 or 
10/9/18 and 10/10/18 despite physician’s order to do so. 
On 10/8/18, the resident experience respiratory distress 
and received treatment, but a family member reported 
that the resident “”looked different’ on 10/11/18. On 
10/12/18, the resident was sent to the hospital for low 
oxygen saturation where he died a few hours later. The 
facility failed to have an individualized care plan to 
address the resident’s respiratory needs, monitor the 
resident’s respiratory status, follow physician’s orders 
and implement the facility’s policies regarding oxygen 
measurement and administration. 

Citation # 950014712

1955 Lomita Blvd, Lomita
lomitA PoSt-ACute Center

B 2000 Notification Patient Care 10/26/19

A resident received a delay in care when the facility 
failed to ensure the nursing staff were able to identify 
and assess abnormal body temperatures, report 
abnormal body temperatures and failed to assess the 
resident’s change of condition which included shortness 
of breath, low body temperature and chest pain. The 
facility did not follow these required protocols when 
a resident complained of difficulty breathing on the 
morning of 10/26/19.                  Citation # 910015661

A 20000 Dietary Services Feeding Notification 
Patient Care 3/13/19

A resident of the facility developed an elevated 
temperature and shortness of breath on the morning 
of 3/13/19. The resident was not assessed immediately 
by a nurse upon the notification of these changes, 
and therefore the lab results were not relayed to the 
physician in a timely manner. In addition, the resident 
was not provided the prescribed puree diet for the 
resident’s difficulty swallowing to avoid aspiration. The 
failure to ensure the resident received this diet, failure 
to accurately assess the resident’s change of condition 
and the failure to implement the facilities lab and 
diagnostic test results protocol, the resident received a 
delay in care. When the resident was transferred to the 
hospital, the resident had a temperature of 104.1 and 
was diagnosed with aspiration pneumonia and septic 
shock. The resident died 30 hours later.

Citation # 910015665



CANHR AdvoCAte SPRING 20206C I TAT I O N S  S O U T H

2222 Santa Ana Blvd., Los Angeles
ligHtHouSe HeAltHCAre Center

B 2000 Physical Abuse 4/6/19

On 4/29/19, a resident propelled his wheelchair to 
the nursing station, complaining of extreme chest 
pain. The resident was transferred to the hospital. The 
resident stated that three days prior, because of an 
argument, an LVN punched him in the chest which left 
a bruise on the right side of his chest. The LVN, who 
had a prior allegation of striking another resident on 
the back, denied hitting the resident. The facility was 
cited for its failure to ensure that the resident was free 
from physical abuse.                  Citation # 910015240

3401 Cedar Ave, Long Beach
long beACH HeAltHCAre Center

B 2000 Administration Careplan Other Patient 
Care Patient Records Transfer 9/11/19
The Department received a complaint on 9/11/2019 
that a resident was a victim of financial abuse. The 
facility discharged the resident and sent him a lower-
level facility, knowing that the resident was a high risk 
for falls and eloping. During an interview, the SSD 
stated that the resident was not a good candidate for a 
lower-level facility. Based on observation, interviews, 
and records, the facility failed to ensure that the 
resident’s transfer/discharge was appropriate and that 
the resident no longer required the services of a skilled 
nursing facility.                           Citation # 910015600

B 2000 Fiduciary Patient Care Patient Rights 
Security Theft & Loss 9/11/19
The facility’s Social Services Director (SSD) and 
Business Office Manager coerced a resident to 
repeatedly make Share Of Cost payments. When 
the debit card was blocked, the SSD called the bank 
twice, impersonating the resident. The resident was 
then inappropriately discharged to an unlicensed 
independent living facility. The SSD later withdrew 
additional funds, made purchases and coerced the 
Resident to make a $6000 withdrawal at the bank. The 
total loss to the resident was $42,291. The SSD also 
coerced another male resident to give him his wallet 
for “safekeeping” and stole $200 from it. When the 
new facility’s Administrator finally investigated, she 
discovered that the SSD did not have a Bachelor’s 
Degree in Social Work and had a previous criminal 
conviction for “lewd crimes” as well as a disorderly 
conduct misdemeanor. There was also an active warrant 
for his arrest, as of 6/5/18. The facility was cited for its 
failure to hire staff members with appropriate education 
and training to ensure the safety and well-being of the 
residents.                                     Citation # 910015599

B 2000 Patient Care Theft & Loss 9/9/19

The facility failed to implement policies to prevent 
financial abuse of two residents after a bank employee 
notified staff that the facility’s Social Service Designee 
had coerced two residents to make bank withdrawals 
of more than $36,000, impersonated one resident 
in communicating with the bank and stole a safe 
containing valuables from one of the residents. This 
led to the continued financial abuse of both residents, 
one diagnosed with Parkinson’s Disease, and the other 
with dementia.                            Citation # 910015601

3611 E Imperial Hwy, Lynwood
lynWood HeAltHCAre Center

A 20000 Fall Injury 4/24/19

On 4/24/19, a male resident, who was at risk for falls 
and diagnosed with altered mental status and dementia, 
suffered four unwitnessed falls within 24 hours. After 
the fourth fall, the facility transferred the resident to 
the hospital, where it was discovered that he sustained 
blunt head trauma with bleeding inside the skull. The 
facility was cited for its failure to supervise, provide 
physical assistance and ensure appropriate measures 
were in place to prevent further falls, such as providing 
one on one monitoring to ensure the resident was 
closely supervised.                      Citation # 910015640

5240 Sepulveda Blvd, Culver City
mArinA Pointe HeAltHCAre & SubACute

B 2000 Injury Mandated Reporting Patient Care 
10/21/19

Facility staff failed to properly report unusual 
circumstances leading to a resident’s death as required 
by law, preventing a timely investigation, and possible 
preventative measures to protect other residents. The 
resident expired after gaining access to a cookie jar, 
stuffing his mouth full of cookies, possibly blocking 
his airway, then falling to the floor hitting his head. 

Citation # 910015701

1267 San Gabriel Blvd., Rosemead
monterey HeAltHCAre & WellneSS Centre, lP

B 2000 Evictions Notification 3/22/19

Two residents were discharged from the facility on 
3/22/19 and 3/29/19, respectively. The facility gave 
the residents their discharge notices on the day of 
the discharges and failed to notify the long term care 
Ombudsman.                              Citation # 950015482
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1035 W Beverly Blvd, Montebello
montebello CAre Center

B 2000 Careplan Feeding Hydration Medication 
Neglect Patient Care 1/11/19
A 98 year old resident with dementia and dysphagia 
(difficulty swallowing) had a surgically inserted 
abdominal feeding tube for nutrition and medication. 
The resident’s cognitive abilities were so severely 
impaired she could rarely, or never, make herself 
understood or understand others. She required 
extensive assistance with daily activities and was 
entirely dependent on the feeding tube. The facility 
failed to secure the feeding tube because the tube 
was repeatedly dislodged. The resident was sent to 
a hospital for replacement seven times. The surgeon 
eventually refused to keep replacing the tube unless 
the nursing home dealt with the problem. The usual 
remedy is the use of an abdominal binder - there was 
no evidence the nursing staff ever applied one or even 
made a plan to do so.                  Citation # 950015466

1516 Sawtelle Blvd, Los Angeles
neW viStA PoSt-ACute CAre Center

B 2000 Notification Patient Care 7/20/19
On 7/20/19 at 4:15 AM, a male resident had abnormal 
vital signs including increased heart rate, increased 
blood  pressure, and labored breathing. A registered nurse 
called the paramedics but failed to notify the resident’s 
doctor. The paramedics attributed the increased heart 
rate to a side effect from a respiratory treatment and did 
not transport the resident to the hospital. The resident’s 
condition deteriorated, and at 6:40 AM, the charge 
nurse, again, called the paramedics, who arrived to find 
the resident unconscious. The resident was transferred 
to the hospital and pronounced dead at 7:35 AM on 
7/20/19. The facility failed to notify the resident’s 
physician and failed to implement the plan of care by 
not investigating reports of difficulty breathing. 

Citation # 920015464

7660 Wyngate St, Tujunga
nortH vAlley nurSing Center

B 1000 Fall 8/29/19
On 8/29/19, staff noticed that the skin color on the arm 
of a 97 year old comatose, totally dependent resident 
was discolored and swollen. An x-ray indicated a 
broken arm, but, according to the Director of Nursing, 
the cause was “unknown.” The resident’s plan of care 
required two-person physical assistance with bed 
mobility, transfers, dressing, personal hygiene and 
bathing. The facility was cited for failure to report the 
injury to the Department on a timely basis. 

Citation # 920015549

1001 S Osage Ave, Inglewood
oSAge HeAltHCAre & WellneSS Centre

A 20000 Injury Patient Care Patient Records 
6/30/19

The facility failed to provide appropriate services 
for a resident who required urinary catheterization. 
A nurse advanced a catheter into a resident’s urethra 
despite the resident’s resistance upon the insertion. 
After the insertion, the nurse failed to document the 
resident’s urine output. The resident sustained serious 
injuries including urethral trauma and bleeding due to 
improper placement of an indwelling urinary catheter. 
The resident required a transfer to the hospital where 
the resident underwent a surgical procedure including 
a blood transfusion due to the substantial blood loss. 

Citation # 910015704

1020 Termino Ave, Long Beach
PACifiC PAlmS HeAltHCAre

B 2000 Elopement Mandated Reporting 8/17/19

On 8/17/19, facility staff searched for a resident with 
Alzheimer’s disease and impaired decision-making 
but could not find her anywhere in the facility. The 
resident had told staff on several occasions before 
the incident that she wanted to go home, had been 
observed going towards exit doors, and was assessed 
as requiring a wander/elopement alarm daily. A CNA 
drove her car around the area and found the resident in 
her wheelchair, and drove her back to the facility. The 
facility stated it did not report the incident to authorities 
because the resident was only gone for a short time and 
was not injured. The facility was cited for failing to 
report the resident’s elopement to the Department of 
Public Health.                               Citation # 910015553

B 2000 Mandated Reporting Physical Abuse Verbal 
Abuse 8/22/19

The facility failed to prevent an alleged incident of 
physical abuse, or properly report the incident, after 
a staff member reported witnessing a CNA covering 
the mouth of a resident with behavioral challenges and 
cognitive impairment who was yelling.  

Citation # 910015693
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9449 San Fernando Rd, Sun Valley
PACifiCA HoSPitAl of tHe vAlly d/P Snf

B 2000 Fall 7/23/19

On 7/23/19, a resident, who was a high risk for falls 
and required physical assistance for bed mobility, was 
seen with bruising on his face and a laceration on the 
forehead with five stitches. The resident fell from the 
bed and found bleeding on the floor because the facility 
failed to provide a sitter to supervise the resident, as 
ordered by the physician. The facility also failed to 
report the injury to the Department of Public Health 
within 24 hours.                          Citation # 920015376

26303 Western Ave, Lomita
PAloS verdeS HeAltH CAre Center

WMF 2000 Dignity Injury Patient Care Patient 
Records Physical Restraints 7/10/19

On, or around 7/10/19, without a physician’s order, 
the facility physically restrained an 80 year old male 
resident by tying his wheelchair to the handrails with 
bed linens. A licensed nurse and the Director of Staff 
Development falsified documents to indicate they 
received both a physician’s order for the restraint and 
consent from the resident’s responsible party. The 
resident’s physician stated he never gave the order, 
and the resident’s responsible party (family member) 
stated that she never gave, nor would she ever give, 
consent to physically restrain the resident. The staff 
also administered Ativan, an antipsychotic used to 
chemically restrain residents, without a physician’s 
order. The facility was cited for falsifying the resident’s 
records.                                       Citation # 910015487

1550 N Park Ave, Pomona
PArk Avenue HeAltHCAre & WellneSS Center

B 2000 Physical Environment 11/26/19

On 11/26/19, the facility was cited for failure to maintain 
an effective pest control program to ensure that the 
facility is free of cockroaches. There were live roaches 
found in the kitchen during the investigation, as well 
as gaps in the pipes of the dishwashing areas where the 
roaches could possibly get in. These failures put the 
residents at risk of vector-borne diseases, diseases that 
result from an infection to humans by insects such as 
cockroaches, ticks, mosquitos and fleas. 

Citation # 950015692

5400 Fountain Ave, Los Angeles
PAlAzzo PoSt ACute

B 1500 Bed Hold Evictions 7/1/19

On 7/1/19, a resident was dumped into the hospital for 
allegedly “throwing things on the floor.” The resident 
was illegally refused readmission after being deemed 
by his physician as ready to return to the facility. The 
facility was cited for refusing to readmit the resident. 
The citation is silent as to whether the facility issued a 
bed hold notice to the resident when he was transferred 
to the hospital.                            Citation # 920015424

11900 Ramona Blvd, El Monte
rAmonA nurSing & reHAbilitAtion Center

B 2000 Elopement Patient Care Supervision 
11/27/19

The facility failed to provide a safe living environment 
for six different residents. The residents were diagnosed 
with multiple ailments ranging from dementia to 
schizophrenia to a history of falling. The facility was 
severely understaffed and failed to monitor the residents 
from wandering down hallways or leaving the facility 
entirely. Due to these failures, on 11/27/19, the facility 
was cited for its failure to develop individual plans of 
care to address the needs related to safety, and for their 
failure to provide adequate staff to monitor frequently 
and respond to calls for assistance. 

Citation # 950015559

1330 17th St, Santa Monica
SeA Port 17tH CAre Center

B 2000 Administration 9/30/19

On 9/30/19, the facility was observed using their 
approved business name on the outdoor signage and 
the unapproved business name on the indoor signage, 
business cards, facility census form and amongst daily 
operations and interactions between staff. This created 
confusion when medical transport did not know where 
to transport a female resident at the time of admission. 
The facility was cited for using the unapproved 
business name and making misleading statements. 

Citation # 920015606
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12260 Foothill Blvd, Sylmar
SAn fernAndo PoSt ACute HoSPitAl

B 2000 Fall 10/31/17

On 10/31/17, a resident, who was at high risk for 
falling and whose side-rails were down, reached for his 
call light and slipped out of his bed. He landed on the 
floor sustaining multiple bone fractures. The facility 
was cited for failing to to provide adequate supervision 
and assistance devices to prevent accidents. 

Citation # 920015502

B 2000 Careplan Fall Injury Patient Care 8/25/19

On 8/25/19, a resident fell to the floor while being 
transferred by a CNA from a chair to her bed using a 
portable total body lift device. The resident sustained 
swelling and pain on her shoulder, and bleeding on 
her forearm and lower leg, and required transfer to the 
hospital for further evaluation. The CNA stated that 
she knew the resident required two-person assistance 
with transfers, but attempted the transfer without 
assistance because “Everyone was busy.” The facility 
was cited for failing to ensure safety and prevent falls 
and injuries to the resident, who required two-person 
assistance during transfers. 

        Citation # 920015534

22617 S Vermont Ave, Torrance
SunnySide nurSing Center

A 20000 1/9/20

The facility failed to prevent a fall and subsequent 
injuries for a resident with dementia, who was at risk 
for falls and had history of falls. The facility failed to 
develop a comprehensive care plan to address habit of 
getting out of bed unassisted, including interventions 
needed to prevent falls; provide close supervision of 
the resident, and adhere to its policies addressing needs 
of residents at risk of falls. As a result, the resident 
fell twice, on 8/23/19 and 9/7/19, and suffered severe 
injuries.                                        Citation # 9100156732309 N Santa Fe Ave, Compton

SAntA fe HeigHtS HeAltHCAre Center llC

A 20000 Administration Careplan Elopement Fall 
Infection Injury Medication Neglect Notification 
Patient Care Patient Rights Security
Supervision Transfer 4/9/19

An unannounced complaint investigation was 
conducted at the facility on 4/9/19. Based on interview 
and record review, the facility failed to implement its 
policy by inappropriately discharging a resident, who 
was conserved. The facility also failed to notify a 
family member who was the conservator. As a result, 
the resident went missing for 14 days and was found 
on the ground in a park, which put the resident at 
risk for seizures, due to not taking medications. The 
resident has breathing problems due to not receiving 
a recently prescribed antibiotics treatment, worsening 
of his pressure ulcers. The resident was transferred to a 
hospital by paramedics for treatment. 

Citation # 910015175

2250 29th St, Santa Monica
SAntA moniCA ConvAleSCent Center ii

B 2000 Injury Mandated Reporting Patient Care 
Patient Rights Physical Abuse 12/30/13

On 12/30/13, police were called to the facility due to 
an allegation that a licensed nurse struck a 78 year 
old resident, with cognitive impairment, twice, with 
a closed fist, on his chest and his ear. A nurse’s note, 
on 12/30/13, indicated swelling and bruising to the 
resident’s left collar bone. On 12/31/13, x-rays showed 
that the resident had a non-acute fracture to his left 
collar bone. The facility failed to report the allegation 
of abuse to the Department of Public Health and to 
investigate the alleged abuse.     Citation # 920015503

2000 W Washington Blvd, Los Angeles
SunnyvieW CAre Center

A 20000 Elopement 9/2/19

On 9/2/19, a 63 year old resident, with schizoaffective 
disorder, delusions and agitation, was found dead 
in a utility van, located in the facility’s parking lot, 
30 hours after the resident eloped from the facility. 
Because of the resident’s history of elopement, his care 
plan stipulated that the staff would follow protocol for 
visual checks, provide close supervision and ensure 
alarms were operable on all exit doors. The facility was 
cited for its failure to secure and monitor all doors to 
secure the safety of the resident. 

Citation # 910015526
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2411 W Temple St, Los Angeles
temPle PArk ConvAleSCent HoSPitAl

B 1000 Neglect Patient Rights Physical Abuse 
Supervision 12/18/19

On 10/24/19, three residents were involved in a physical 
altercation while they were unsupervised by staff. The 
altercation injured two residents, one of whom was in 
a wheelchair and fell. The facility failed to supervise 
a resident displaying aggressive and threatening 
behavior and failed to implement the facility’s policy 
on resident to resident abuse.

Citation # 920015615

3330 West Lomita Blvd., Torrance
torrAnCe memoriAl mediCAl Center d/P Snf

B 1000 Administration Notification 10/19/19
 
The facility was cited for failing to appropriately 
post Overall Facility Rating information determined 
by Centers for Medicare and Medicaid Services. 
Specifically, the facility failed to post the most recent 
Overall Facility Rating in: 1) an area accessible to and 
visible to the public; 2) an area used for employee 
breaks; and 3) an area used by residents for communal 
functions.  This violation was found to have had a 
direct or immediate relationship to the health, safety, 
or security of patients or residents of the facility. 

Citation # 910015561

1037 W Vernon Ave, Los Angeles
vernon HeAltHCAre Center

B 2000 Administration Careplan Mental Abuse 
Patient Care Patient Rights Supervision 11/18/19

On 11/16/19 a 68 male resident with psychosis, 
schizophrenia and dysarthria (slurred or slow speech 
that’s difficult to understand) had a verbal altercation 
with a CNA. The resident, who was in a wheelchair, 
was being wheeled back to his room. He didn’t want to 
go back to his room and called the CNA a “wetback”. 
The CNA replied “At least my mom is not a cotton 
picker”. During the investigation, three other CNA’s 
stated that the resident can be disrespectful and verbally 
aggressive when he doesn’t get what he wants. The 
CNA involved in the altercation stated that the resident 
was also swinging his arm, trying to hit her, but she 
was aware that she should not have said what she said. 
The resident denied calling the nurse a “wetback” and 
said he was frustrated because of his troubles speaking. 
The facility was cited for failing to follow its policies 
for maintaining an environment free of verbal abuse.

 Citation # 910015678

3330 West Lomita Blvd., Torrance

virgil reHAbilitAtion And 
Skilled nurSing Center

B 2000 Injury Mandated Reporting 10/1/19
 
A resident with severe cognitive impairments, who was 
completely reliant on staff for transfers and mobility, 
broke his finger on, or about, 10/1/19. A hospital 
reported the injury of unknown origin, but the facility 
did not. The facility was cited for failing to report the 
injury as required by law.

            Citation # 920015649

7120 Corbin Ave, Reseda
WoodlAnd CAre Center

B 1000 Transfer 3/26/19

The facility failed to notify the Long Term 
Ombudsman of discharging a resident, increasing the 
risk of inappropriate discharge and not allowing the 
Ombudsman to advocate for the resident’s different 
discharge options.                       Citation # 920015536

7716 Pickering Ave, Whittier
WHittier PACifiC CAre Center

B 2000 Injury Mandated Reporting 6/9/19

On 6/9/19, an 81 year old male resident with dementia 
and diabetes complained of hip pain. An x-ray revealed 
that the cause was a fracture of the thigh bone where the 
muscles of the hip and thigh attach. The resident was 
then transferred to a General Acute Care Hospital. The 
facility failed to report this injury to the State Survey 
Agency, preventing the Department from investigating 
possible abuse.                            Citation # 950015523
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316 S Westlake Ave, Los Angeles
WeStlAke ConvAleSCent HoSPitAl

A 20000 Careplan 9/12/19

The resident was admitted to a skilled nursing facility on 
5/20/19 and readmitted to the facility on 8/31/19, with 
diagnoses of brain injury and ventilator dependence. 
While the resident’s Minimum Data Set Assessment 
stated that she needed a two-person assist for bathing 
and personal hygiene, her care plan did not reflect that 
requirement. On 9/4/19, the resident fell out of bed 
when a single CNA attempted to turn the resident for 
personal hygiene assistance. Later that day, the resident 
was pronounced dead at an acute hospital as a result 
of a massive brain bleed. The facility was cited for its 
failure to update the care plan to reflect the minimum 
data set finding that two persons were needed to assist 
with bathing and hygiene, failure to ensure that the 
resident was turned with the assistance of two staff 
members and failure to implement the facility’s policy 
on Safety and Supervision of Residents.

Citation # 920015582

Orange County

17803 Imperial Hwy, Yorba Linda
brookdAle yorbA lindA

B 2000 Careplan Infection Injury Neglect Patient 
Care 6/6/19

On 5/21/19, the resident was admitted to the facility and 
required assistance from one person for bed mobility. 
The resident complained of pain for 11 days but was 
not assessed thoroughly by the LVN. On 6/6/19, the 
resident exhibited a foul-smelling Stage III pressure 
ulcer near his buttocks that required treatment of 
normal saline, pat dry, application of Santyle ointment 
and cover with sterile dressing every day. The facility 
failed to thoroughly assess the resident’s complaint as 
well as provide a cushion for the resident’s wheelchair 
to ease the pain.                           Citation # 060015267

1440 S Euclid St, Anaheim
buenA viStA CAre Center

B 2000 Patient Care Physical Abuse 11/11/19

The facility failed to keep a female resident, with 
severe cognitive limitations and limited speech, free 
from physical abuse after she was found with her hands 
tied behind her back with a sock, which left her wrists 
red and swollen.                          Citation # 060015676

TB 2000 12/2/19

On 12/2/19, a resident was admitted to the acute 
hospital for a reoccurring infected pressure ulcer. 
After an investigation by the Department of Health, 
it was determined that the facility had failed to 
assess, measure, obtain a wound treatment order for 
their resident, and failed to implement the necessary 
interventions to prevent further skin breakdown. As 
a result of these failures, the resident’s pressure ulcer 
continued to deteriorate and led to the development 
of deep tissue injury. The facility was cited for failing 
to ensure that the necessary care and services were 
provided to prevent the development of pressure ulcers. 

Citation # 060015734

600 E Washington Ave, Santa Ana
frenCH PArk CAre Center

B 2000 Careplan Infection Injury Neglect Patient 
Care 7/9/19

On 2/6/19, a resident was readmitted to the facility. By 
5/25/19, the resident developed a Stage II pressure ulcer 
on the tailbone, which has deteriorated to unstageable 
on 7/9/19. The resident’s pressure sore was observed 
without dressing and was pressure sore was covered in 
large amounts of feces. The facility failed to provide 
appropriate and necessary nursing services to ensure 
the resident did not develop a pressure ulcer in the 
facility and failed to ensure the pressure ulcer did not 
deteriorate.                                  Citation # 060015624

875 N. Brea Blvd., Brea
kindred HoSPitAl breA d/P Snf

B 2000 Evictions Notification 10/24/19

A resident, who had been at the facility for nearly two 
years, was abruptly transferred to another nursing home 
on 10/25/19. The resident’s responsible party was first 
notified of the transfer via telephone on 10/24/19 and 
asked about the resident’s right to appeal but was told 
by a facility staff person that there was no right to 
appeal. The facility failed to provide a written notice 
to the responsible party and did not complete adequate 
discharge planning.                     Citation # 060015614
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Riverside County

1400 Circle City Dr, Corona
CoronA HeAltH CAre Center

B 2000 Mandated Reporting Physical Abuse 
10/23/19

On 6/22/19, a resident, diagnosed with schizophrenia 
and nicotine addiction, struck another resident on the 
hand and forearm with an ashtray lid, causing bruising. 
The Department of Public Health was not notified until 
6/24/19, almost two days after the incident occurred. 
The facility was cited for its failure to report resident 
to resident abuse within 24 hours. 

Citation # 250015286

74350 Country Club Dr, Palm Desert
mAnorCAre HeAltH ServiCeS-PAlm deSert

B 2000 Dignity Neglect Patient Care Transfer 
8/15/19

On 8/15/19, the facility discharged a male resident, 
who had severe cognitive deficits due to dementia, 
sepsis and chemical abnormalities affecting brain 
function, back to his home. The resident required 
assistance with locomotion, dressing, toilet use and 
bathing. On the day of discharge, a neighbor and his 
wife brought the resident dinner. Two days later, the 
resident was found sitting in the same spot, sitting in 
his feces. Adult Protective Services were contacted 
and the facility was cited for improperly discharging a 
resident to an environment where his needs could not 
be met.                                          Citation # 250015644

4580 Palm Ave, Riverside
riverSide beHAviorAl HeAltHCAre Center

B 2000 Mandated Reporting Verbal Abuse 11/21/19

On 6/21/19, a resident at the facility was verbally 
abusing his roommate. An RN on duty that night 
reported to the DON via text message, approximately 
an hour after the incident. The alleged verbal abuse 
was reported to the Department of Public Health on 
7/16/19, 24 days later. The facility was cited for its 
failure to report an alleged incident of resident to 
resident abuse within 24 hours.

   Citation # 250015407

Santa Barbara County

300 Hot Springs Rd, Santa Barbara
CASA dorindA

A 17000 Fall 5/1/19

A 96 year old female resident with dementia, who 
required extensive assistance with mobility, was left 
unattended in a hallway and fell on 5/1/19. The resident 
suffered a broken hand and forehead abrasions. The 
resident had a physician’s order for a tab alarm to 
alert the staff when she rose from her wheelchair, 
but the alarm was not connected to the resident or 
the wheelchair. The facility was cited for failing to 
implement the resident’s fall prevention plan and the 
physician’s order for a tab alarm. 

Citation # 050015244

830 E Chapel St, Santa Maria
Country oAkS CAre Center

 A 17000 Fall 6/13/19

On 6/13/19, a resident, with dementia, neuromuscular 
dysfunction, and a history of falls, fell flat on her face 
when she pitched forward out of her wheelchair. The 
fall resulted in a laceration on the left forehead and a 
skull fracture. The resident’s care plan noted the need 
for a “”lap buddy”” restraint while in a wheelchair 
because the resident had poor safety awareness and was 
constantly leaning forward. The fall occurred when a 
CNA left the resident unattended while seated in her 
wheelchair without a lap buddy on. The facility was 
cited for failing to properly implement the resident’s 
care plan to prevent injury from falls. 

Citation # 050015497



Mail-in Donation Form

To mail in your donation, please fill out the form and return it with your donation to:

CANHR, 650 Harrison Street, 2nd Floor, San Francisco, CA 94107.

Enclosed is my check for:  $500  $100  $75  $50  Other 

This gift is in memory of: 

 (or) in honor of: 

 Contact me about legislation and other advocacy opportunities.

 Save paper, send me The Advocate via e-mail. E-mail: 

Name: 

Address: 

City/State:  Zip: 

Telephone:  E-mail: 

Facility Name: 



www.canhr.org/membership/Join-CANHR.htmlDonate Online: 

How Your Gift Helps

Give To CANHR

Why Donate?

What You Get

Your contributions help CANHR grow and thrive, so we can extend our
services and support to ever more long term care consumers and their 

family members.

CANHR is not a government agency. We are funded by membership
donations, foundation grants, and publication sales. To continue our 
work, we need the support of people like you who are unwilling to 
ignore the abuse and loss that the elderly and disabled in this state suffer 

in long term care facilities.

• Join a statewide network of 
informed and concerned consumers, 
caregivers, and advocates.

• Receive periodic updates on 
important legislation.

• Receive our quarterly newsletter, The 
Advocate, which includes important 
long term care information and a 
detailed report of citations issued 
against individual nursing homes.
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• Elder & Dependent Adult Abuse And Neglect  
In Care Homes

• Elder Financial Abuse From Financial Institutions
• Estate Planning For Long Term Care

www.canhr.org/LRS/GetALawyerReferral/ContactCANHRLRS.htm

Give us a call or request 
a referral online.

(800) 474-1116


