
Medi-Cal Recovery Reform: Relief for Medi-Cal Consumers

Current California law requires the state to place a 
claim on the estates of those who received Medi-Cal 
benefits when they were 55 years of age or older to 
recoup benefits paid, regardless of the type of medical 
services received.  

Medi-Cal’s aggressive recovery program has put an 
inordinate burden for the families of California’s 
low-income Medi-Cal beneficiaries. Some heirs and 
survivors of Medi-Cal recipients have been forced to 
sell the family home to pay the estate claim.  Others, 
hoping to stay in their homes, were forced to sign a 
“voluntary lien” which accrues 7% annual interest. 

SB 833, the budget bill signed by Governor Brown, 
incorporated the provisions of SB 33 (Hernandez) and 
ensures:

• No recovery on the estates of surviving spouses 
or registered domestic partners.

• Recovery will be limited to only what is 
required by federal law, i.e., for those 55+ years 
of age, nursing home and home and community 
based services or any age if the person was 
“permanently institutionalized.”

• Hardship waivers of estate claims for 
homesteads of modest value, i.e., a home whose 
fair market value is 50 percent or less of the 
average price of homes in the county where 
the homestead is located, as of the date of the 
decedent’s death.

• The “Estate” from which the state can recover 
will be limited to the probate estate - thus, living 
trusts, joint tenancies, and property received 
via survivorship will not be subject to recovery

• Interest on liens will be capped at the annual 
average rate earned on investments in the 
Surplus Money Investment Fund, (currently at 
0.588%) or 7% whichever is less.

• Those beneficiaries who could be subject to 
recovery can receive an itemized billing once a 
year for a $5 fee.

The new provisions are effective for those individuals 
who die on or after January 1, 2017. CANHR is 
preparing new consumer education materials on Medi-
Cal recovery and these will be posted on our website 
soon. 

CANHR co-sponsored SB 33 with Western Center 
on Law and Poverty. Western Center, Senator 
Hernandez, the author, and his staff, Scott Bain, are to 
be congratulated - for their resolve to help low income 
communities and prevent the destabilization of these 
communities.

And thanks to all of you who advocated and sent letters 
of support. It been a long time coming, but we did it.  
Meanwhile, contact the CANHR office if you have 
questions about the new provisions.
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Thank You Summer Interns!

CANHR would like to thank Jessica Pessecow, an RN and gradu-
ate student at UCSF, for her excellent policy work as an intern this 
summer at CANHR and to wish her well in her future endeavors. 
CANHR also had the benefit of the services of Michele Cole, a U.C. 
Santa Cruz student, who assisted CANHR staff with a number of 
projects this summer.  Thank you Jessica and Michele – we’ll miss 
you.

Leave A Legacy

Planned giving leaves a legacy to honor your memory 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 include 
gifts by will, gifts of life insurance or, by 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.

Fall Workplace Giving

California Advocates for Nursing Home Reform is participating as 
a “non-affiliated beneficiary agency” in the United Way Work Place 
Giving Campaign for 2016. As A Certified Community Campaign 
Agency we are participating in:

The Bay Area Community Campaign (#151)

The California State Employees Charitable Giving Campaign (#151)

The Combined Federal Campaign (#6010)

Consider CANHR when making a charitable contribution through 
payroll deductions and support CANHR services. A full description 
of CANHR services is available at www.canhr.org. 

Send Us Your Feedback and Your Support!

We would like to hear from you. If you have questions you would 
like answered, comments on our web site or on services you recently 
received, you can contact CANHR through our new feedback form. 
Visit our web page at www.cahnr.org, click on “contact us” and tell 
us what you think. You may also make a secure online donation to 
CANHR through our website by clicking the “Donate Now” button 
and following the simple instructions.
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Judge Orders Los Angeles Assisted Living 
Facility to Stop Abuse and Evictions 

In a major victory for assisted living consumers, Los 
Angeles Superior Court Judge James Chalfant issued 
a temporary restraining order to protect the elderly 
and disabled residents of Brentwood Manor, a 140-bed 
residential care facility for the elderly (RCFE) in Los 
Angeles. Attorneys from Legal Aid Foundation of Los 
Angeles (LAFLA), and Neighborhood Legal Services 
of Los Angeles County (NLS), with pro bono legal 
services from Morgan, Lewis & Bockius LLP and 
assistance from CANHR, helped residents obtain the 
order requiring the owners and employees of Brent-
wood Manor to stop their campaign of harassment and 
illegal evictions, and comply with state laws regarding 
facility closures.

California law requires RCFEs that are closing to 
minimize the trauma associated with moving by 
providing meaningful assistance to vulnerable residents 
in assessing their needs and identifying appropriate 
alternative facilities that meet those needs.  Instead 
of providing its elderly and disabled residents with 
required information, documents and services, Brent-
wood Manor waged a campaign of abuse, neglect, 
intimidation, harassment and coercion in an effort 
to constructively evict its residents in violation of 
their rights. The illegal conduct included removing 
residents’ belongings from their rooms or threatening 
to throw them away, shutting off telephone access, 
failing to treat bedbug and other insect infestations, 
not repairing broken smoke detectors and call lights, 
and threatening to forcibly remove residents who 
remained in the facility.

After repeated refusals by Brentwood Manor to comply 
with the law and refrain from violating residents’ rights, 
counsel brought suit and successfully obtained court 
intervention to protect the residents. Thanks to the 
extraordinary legal work of attorneys from LAFLA, 
NLS and Morgan Lewis, the owners and employees 
of Brentwood Manor are now prohibited from evicting 
residents, transferring residents to other care facilities 

Long Term Care News

without obtaining knowing written consent, stopping 
critical care services, and closing the facility without 
first providing requisite relocation services. Judge 
Chalfant also ordered the facility to treat residents’ 
belongings for bedbugs so that they do not bring the 
infestation to other facilities.

For more information, see CANHR’s New Developments: 
http://www.canhr.org/newsroom/newdev_archive/2016/
Judge-orders-LA-assisted-living-facility-to-stop-abuse-
and-evictions.html

Lost in Transition - The Death of Jeannie 
Newstrom

The North Coast Journal recently ran a heart-
breaking story about the tragic death of Jeannie 
Newstrom, an assisted living resident whose care was 
horribly neglected when the facility was in the midst 
of closing following the death of its owner. Neither the 
nurse assigned to help with the transfer of residents 
to new facilities nor the Community Care Licensing 
team overseeing the transition identified the terrible 
bed sores on Mrs. Newsroom for several weeks prior 
to her move. The staff at her new facility found her 
covered in sores, some stuck to her clothes (“glued 
up”), and wearing multiple diapers and pads soaked in 
old feces and urine. The Board of Registered Nursing 
has moved to strip the nurse of his license.

http://www.northcoastjournal.com/humboldt/the-death-
of-jeannie-newstrom/Content?oid=3917384

Victory! Court of Appeal Vindicates 
Nursing Home Readmission Rights

In a first for California, an appeals court is publishing 
an opinion explaining why nursing homes are prohibited 
from abandoning hospitalized residents. 

Federal law has long guaranteed nursing home residents 
an absolute right to be readmitted from temporary 

Long Term Care News ...............  (continued on page 6)

http://www.canhr.org/newsroom/newdev_archive/2016/Judge-orders-LA-assisted-living-facility-to-stop-abuse-and-evictions.html
http://www.canhr.org/newsroom/newdev_archive/2016/Judge-orders-LA-assisted-living-facility-to-stop-abuse-and-evictions.html
http://www.canhr.org/newsroom/newdev_archive/2016/Judge-orders-LA-assisted-living-facility-to-stop-abuse-and-evictions.html
http://www.northcoastjournal.com/humboldt/the-death-of-jeannie-newstrom/Content?oid=3917384
http://www.northcoastjournal.com/humboldt/the-death-of-jeannie-newstrom/Content?oid=3917384
http://www.canhr.org/newsroom/newdev_archive/2016/pdf/BRN-Clawson.pdf
http://www.canhr.org/newsroom/newdev_archive/2016/pdf/BRN-Clawson.pdf
http://www.northcoastjournal.com/humboldt/the-death-of-jeannie-newstrom/Content?oid=3917384
http://www.northcoastjournal.com/humboldt/the-death-of-jeannie-newstrom/Content?oid=3917384
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In an effort to help seniors protect the equity in 
their homes, CANHR has initiated the Home Equity 
Protection Program, or HEPP.   The HEPP Program 
will work to prevent financial mortgage scams and 
safeguard the homes of California’s low-income 
seniors.  Our goal is to stem the tide of predatory 
reverse mortgagees and improper estate planning 
practices that result in the loss of home equity.  We 
will do outreach to senior consumers to educate 
them about how 
to protect their 
home equity and 
provide training 
and support for 
the legal services 
providers, county 
APS workers, 
housing advocacy 
groups, and 
social workers 
who interact 
with seniors who 
are being targeted and victimized by predators or 
unscrupulous professionals.  HEPP’s three objectives 
are as follows:

• To stem the growth of unsuitable reverses 
mortgage lending practices that lead to defaults 
and foreclosures.  To this end we will educate 
consumers and professionals about the unseen 
risks associated with reverse mortgages and 
make suggestions about alternatives to these 
high cost loans, such as family support when 
possible or low-cost family equity lending 
arrangements.

• To develop a consumer and legal services 
education campaign about California’s new 
law creating Transfer on Death Deeds (TODs).  
TODs are meant to make property transfers 
easy and inexpensive without the necessity 
of an attorney or other licensed professional.  

Focus On

There are certain negative consequences in 
using TODs and consumer and legal services 
providers need to be aware of the potential 
pitfalls.  For instance, because of their ease of 
use, TODs increase the possibility of financial 
abuse, and currently some title companies are 
refusing to insure title of homes that transfer 
through a TOD until three years after the date of 
the TOD donor’s death.

• To expand 
CANHR’s 
consumer 
outreach and 
education about 
the Medi-
Cal recovery 
program.  Lack of 
knowledge about 
the Medi-Cal 
estate recovery 
program can lead 

to unnecessary loss of a family home. Beginning 
January 1, 2017 the Medi-Cal estate recovery 
laws will dramatically change and HEPP will 
be launching a statewide educational campaign 
to alert California seniors about what this will 
mean for their estates when or if they become 
Medi-Cal recipients.  

The HEPP Program plans to develop informational 
materials, a home equity protection “tool kit”, and a 
web page with tips on what seniors can do to protect 
their home equity.  The HEPP program has been made 
possible through a generous grant by the California 
State Bar.  If you or anyone you know has questions 
about reverse mortgages, TODs, or Medi-Cal, we 
encourage you to contact the CANHR office and ask 
to speak with one of our advocates.  

CANHR’s Home Equity Protection Program
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CANHR Sponsored 
SB 33 (Hernandez) – SB 833: Medi-Cal Recovery 
Reform
SB 33 limits Medi-Cal recovery for those who are 55+ years 
of age to only what is required by federal law; eliminates 
recovery on surviving spouses’ and registered domestic 
partners’ estates; and allows a  hardship exemption for 
homesteads of modest value. SB 33 was co-sponsored by 
Western Center on Law and Poverty and was included in 
SB 833, a budget bill that was signed by the Governor. 
See front page – effective for those individuals who die 
on or after January 1, 2017.

SB 924 (Roth): Insurance: Annuity Transactions
Under existing law insurance companies must comply 
with specific requirements regarding the purchase, 
exchange, or replacement of an annuity recommended 
to a senior consumer. This bill would add the require-
ment that an insurance company ascertain whether the 
purchase of an annuity is connected to an attempt to 
qualify for a government benefit. If a senior is trying 
to qualify for a government benefit, then the insurance 
company must determine whether or not it is a suitable 
transaction. Status: Signed by the Governor.  
SB 938 (Jackson): Protective Proceedings: Conserva-
tor Authorizations 
This bill would help ensure appropriate care for 
people with dementia who are conserved. It requires 
greater detail from a conservatee’s treating health care 
provider to demonstrate that a proposed psychotropic 
drug prescription is appropriate and the least intru-
sive treatment before a court can approve the use of 
psychotropic drugs for a conservatee with dementia. 
Status: Died on Assembly floor.
SB 1065 (Monning): Dismissal/Denial of Petitions 
to Compel Arbitration: Appeals
This bill will help elders who are sick and dying and 
have received a trial preference in an elder abuse case 
to get their day in court quickly, rather than being 
delayed by an appellate process that can take three 
years or more. Status: Passed legislature and will 
be sent to the Governor.  

Support 
AB 1655 (Dodd): Medi-Cal: Personal Needs Allowance 
This bill would increase the personal needs allowance 
for Medi-Cal beneficiaries in skilled nursing facilities 
from $35 to $80 per month, and would require the 
department to annually increase this amount based on 
the percentage increase in the California Consumer 
Price Index. Status: Dead.
AB 1797 (Lackey): In-Home Supportive Services: 
Application
This bill would improve the In-Home Supportive 
Services (IHSS) application process by requiring that 
individuals applying electronically receive a confirmation 
number. Status: Sent to the Governor for signature. 
AB 2231 (Calderon): Care Facilities: Civil Penalties 
This bill would improve the penalty system in Residen-
tial Care Facilities for the Elderly (RCFEs). In 2014, 
Governor Brown signed into law AB 2236, which 
increased civil penalties for incidents resulting in 
death or serious bodily injury of residents.  However, 
AB 2236 did not address penalties for the myriad of 
other injuries and violations that harm residents in 
RCFEs. This bill would increase the amount of civil 
penalties imposed for a licensing violation under those 
provisions, and would impose civil penalties for repeat 
violations. Status: Passed legislature and will be sent 
to the Governor.  
AB 2394 (Garcia): Medi-Cal: Nonmedical Trans-
portation
This bill would clarify that nonmedical transportation 
is a benefit for all beneficiaries under the Medi-Cal 
program. Currently, the benefit is only offered to children 
on Medi-Cal and to Cal MediConnect beneficiaries. 
Status: Passed legislature and will be sent to the 
Governor.  
SB 939 (Monning): CCRC Refunds
This bill incentivizes timely repayment of Continuing 
Care Retirement Community (CCRC) entrance fees, 

Legislation Update 2016

CANHR sponsored, supported , or opposed the following pieces of legislation this session. Please check www.canhr.org/
legislation for updated details on legislation, and www.leginfo.ca.gov for information of specific bills

CANHR Legislative Update ......  (continued. on page 6)

http://www.canhr.org
http://www.leginfo.ca.gov
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for CCRC contracts that condition repayment on the 
resale of the unit. Status: Signed by the Governor. 
Oppose
AB 2104 (Dababneh): Public Financing of For-Profit 
Nursing Homes Chains
This bill would make low-cost financing and loan 
guarantees available to for-profit nursing homes through 
the California Health Facilities Financing Authority 
Fund and the Health Facility Construction Loan Insur-
ance Fund. These actions would betray the mission 
of these programs to help nonprofit and public health 
facilities reduce their cost of capital and would enable 
the expansion of for-profit nursing home chains that 
are providing poor quality of care to their residents. 
Status: Dead.
AB 2341 (Lackey): Health Facilities: Special Services 
This bill would allow skilled nursing facilities to deliver 
unregulated “special services” (dialysis, peritoneal, 
and infusion services) to outpatients. This bill would 
deregulate oversight of these services, allowing nursing 
homes to create “special services” of their own design 
and establish standards of care for their delivery. 
Status: Gutted and amended to a bill about vacant 
judgeships.
AB 2661 (Burke): Continuing Care Retirement 
Communities: Refundable Contracts 
Elderly residents often expend a significant portion 
of their life savings in order to purchase care in a 
continuing care retirement community (CCRC). Existing 
law requires a CCRC offering a refundable contract 
to maintain a refund reserve in trust for residents 
of the community. This bill would eliminate certain 
refund reserve protections for residents of CCRCs in 
California. Status: Pulled by the author.
SB 929 (Vidak): Compensation for Guardians and 
Conservators
This bill would eliminate one of the very few remain-
ing financial disincentives for filing for conservatorship 
in California, by permitting compensation to third 
parties who neither want nor will take a role in the 
conservatorship. Status: Dead. 
For details on specific bills, go to: www.leginfo.ca.gov.

CANHR Legislative Update  ....... (continued from page 5)

hospitalizations. Unfortunately, neither the federal 
nor state nursing home enforcement agencies have 
been interested in punishing facilities that violate that 
right. Consequently, the practice of hospital dumping 
has been a growing and vexing problem for residents 
throughout the state

In St. John of God v. Department of Health Care 
Services, the Second District Court of Appeal found the 
federal law prohibiting hospital dumping to be crystal 
clear: nursing homes must comply with a number of 
procedural requirements before permanently discharging 
a resident. They may not bypass those requirements 
when a resident is hospitalized. In those cases, the 
facility must honor the resident’s right to return once 
the hospital has completed its treatment. No excuses.

The court’s opinion is a major development in the 
fight against illegal hospital dumping of nursing home 
residents. However, its greatest value will only be 
realized by residents fortunate enough to find legal 
counsel to assert their rights. The other residents must 
continue to rely on the anemic efforts of the federal 
and state enforcement agencies. (The State did not 
even participate in the case despite being the sole 
defendant. Instead it relied on the evicted resident to 
defend the case.) Let’s hope the growing momentum 
against illegal nursing home evictions finally inspires 
the state to enforce our laws. The Court’s opinion is 
posted on CANHR’s website.

CMS Directs States to Prevent Humiliation 
of Residents Via Social Media

Responding to widespread abuses of nursing home 
residents via postings of humiliating photos and videos 
on social media, the Centers for Medicare and Medicaid 
Services (CMS) issued a memo directing state survey 
agencies to crack down on the abuse. The August 5, 
2016 CMS memo – Protecting Resident Privacy and 
Prohibiting Mental Abuse Related to Photographs and 
Audio/Video Recordings by Nursing Home Staff – was 

Long Term Care News ................ (continued from page 3)

Long Term Care News ............  (continued. on page 11)

http://leginfo.legislature.ca.gov/faces/billStatusClient.xhtml?bill_id=201520160AB2341
http://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=201520160AB2661
http://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=201520160AB2661
http://www.leginfo.ca.gov
http://canhr.org/newsroom/canhrnewsarchive/2016/NPR20160225.html?artslide=0
http://canhr.org/newsroom/canhrnewsarchive/2016/NPR20160225.html?artslide=0
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/Survey-and-Cert-Letter-16-33.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/Survey-and-Cert-Letter-16-33.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/Survey-and-Cert-Letter-16-33.pdf
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Generally, RCFEs are free to set their own rates. 
Residents pay what the market will bear.  Problems 
regarding rates usually arise with respect to increases.  
Here are four tips for dealing with RCFE rate increases.

1) Read the Contract! When it comes to RCFE 
rates and rate increases, there is nothing more 
important than the contract. The contract sets the 
rate and explains the process and expectations for 
rate increases.  Health and Safety Code § 1569.884 
(and similarly, 22 Cal. Code of Regulations § 
87507) requires all RCFE contracts to include 
a comprehensive description of all items and 
services to be provided under a single fee as 
well as a comprehensive description of all items 
and services not included in the single fee. Rate 
increases based on items or services not included 
in the single fee that are not adequately described 
may be disputed.

2) Don’t Pay Extra for Guaranteed Basics. 
RCFEs are required to provide “basic services” as 
defined by 22 Cal. Code of Regulations § 87464 
to every resident, including safe accommodations, 
meals, assistance with daily living activities, 
and observation. If a rate increase is tied to the 
provision of a basic service that was not previously 
provided, it may be disputable, as all basic services 
should covered by a facility’s single fee. RCFEs 
are not permitted to withhold basic services – 
providing them contingent on extra payments 
could be considered the same as withholding 
them.

Example: RCFE resident’s physician orders a 
special diet. The facility imposes a $500 per 
month charge to comply with the special diet. If 
the admission contract does not specify additional 
charges for a special diet, the facility cannot 

RCFE Corner

impose the charge. If the contract does specify a 
charge, the facility still might not be able to collect 
it since providing special diets is a basic service.

3) Examine Alleged Increased Care Needs.  
Many rate increases are based on allegations that 
a resident requires new services that she did not 
need before. Typically, rate increases require 60 
days’ notice to the resident but increases tied to 
a level of care change only require two business 
days’ notice. Alleged changes in care needs can 
often be successfully disputed, particularly if 
they are: a) the product of a facility’s subjective 
or biased assessment or b) the proposed new 
services and their costs are not well-described in 
the admission contract. One method for disputing 
such a rate increase is by calling in a complaint 
with Community Care Licensing (CCL) at 844-
538-8766.

4) Is Withholding Payment an Option? If 
a resident has a righteous dispute over a rate 
increase, refusing to pay the increase may be an 
option. The facility could then sue the resident to 
obtain payment or, more likely, pursue an eviction 
for nonpayment. However, under 22 Cal. Code of 
Regulations § 87224, evictions for nonpayment 
are limited to failure to pay for basic services. 
If a charge is related to a non-basic service, 
nonpayment should not be grounds for an eviction.  
The resident may still have to pay under the 
contract, but failure to pay should not be used to 
evict the resident.

Residential Care for the Elderly Rate Increases: What’s Permitted? 
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If you suspect that you are a victim of Medicare fraud, 
you should report this to the federal Health and Human 
Services Office of the Inspector General at (800) 447-
8477. The website that gives you more information can 
be found www.stopmedicarefraud.gov/aboutfraud/index.
html. 

My motivation for writing this column on Medicare 
fraud is to alert victims of health care providers that are 
more interested in profits and their bottom line. I want 
to relate my own personal experience on how I know 
that seniors can be made to accept treatment they do not 
want or need. The professional staff person knows that 
if they can get a senior to sign the papers presented then 
they are assured payment form Medicare. 

In my facility there is an outside company providing 
rehabilitation services to residents. In February, I 
requested that a wheel on my walker- which was in 
danger of falling off- be repaired by the staff employed 
by this outside for-profit company. The physical therapist, 
instead, contacted my doctor without consulting me 
and obtained permission to evaluate me and prescribe 
exercises. 

As it is common in today’s world, it is impossible to 
speak to doctors any longer, only to their administrative 
assistants. I was asked to sign papers, before I understood 
what was going on, that allowed for an evaluation I never 
wanted and exercises I could never perform.

Subsequently, Medicare was charged as well as my 
supplemental insurance coverage. This information 
reached me in July. When I protested, the employees 
refused to tell me the name of the company executive 
that supervised what they did. When I did speak with 
the executive, I explained why I was upset. I was given 
an explanation of why legally these employees could 
not repair my walker, I mentioned my concern about 
the evaluation I never asked for and the charges made 

CCRC Corner

to Medicare and my supplemental insurance.

When I continued to question the entire process, I 
was told, “I will answer no more of your questions.” 
The executive told me that the money was returned to 
someone in my facility. To date, I cannot discover which 
employee at my facility got the money, but I will continue 
to ask questions about this until I get some answers. 

The sum billed to Medicare and my supplemental 
insurance was $473. My request was for the staff to 
repair a wheel on my walker before I hurt myself. But 
that service could not be billed to Medicare or my 
supplemental insurance. To sum up, a senior must be 
wary of signing any papers presented by rehabilitation 
staff, which I did because I felt bullied into doing so.

Social workers who work with the elderly should be 
aware that they must protect the elderly in CCRCs from 
being coerced into the sort of situation I describe in this 
column. 

There are still several unanswered questions with respect 
to my recent experience.

• Why did the executive of the company providing 
rehabilitation services in my facility return the 
$473 to someone in my facility instead of returning 
it to Medicare and my insurance company?

• Who received the money?

• Why was the executive unwilling to tell me, and 
why will no one I ask at my facility tell me?

I was told the whole financial matter was a 
“miscommunication.” As the saying goes, we will 
continue to “follow the money.” Stay tuned. 

(Ms. Hyatt is a resident of a CCRC and an AARP Policy 
Specialist on CCRCs)

Medicare Fraud: Can a Senior Become a Victim

By Lillian L. Hyatt, MSW 

http://www.stopmedicarefraud.gov/aboutfraud/index.html
http://www.stopmedicarefraud.gov/aboutfraud/index.html
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Dear Concerned in Concord:
You are correct – it is a very bad idea 
to give up your right to go to Court in 
advance of a dispute, and especially when 
arbitrators often have a pro-business bias.  
If arbitration makes sense for you, you 
can agree to arbitrate after a dispute arises 
and you have time to consider whether 
arbitration is the best way to vindicate 
your rights and get compensated for 
injuries.

Consumers need to be particularly cautious 
when signing their admission contracts. 
Many facilities, particularly larger facilities 
and those owned by corporate chains, 
include pre-dispute arbitration agreements 
in their admission contracts. 

To learn more about arbitration agreements 
and your rights, including tips for avoiding 
or voiding arbitration agreements, visit 
CANHR’s arbitration webpage and read 
our arbitration fact sheet.

Dear Advocate,

No Medi-Cal beds?  
It is becoming a common practice among Medi-Cal certified nursing homes in California to tell current and 
prospective residents that they have no more Medi-Cal beds, even while they are saving beds for Medicare or private 
pay residents. The fact is, if a nursing home is certified for Medi-Cal in California, all of their beds are Medi-Cal 
certified beds.  If the facility tells you or your loved one– when Medicare days run out – that they don’t accept 
Medi-Cal, check to see if they are certified for Medi-Cal.  Most – over 80% - of nursing homes in California are 
certified for Medi-Cal. When they lie to residents and their family members, they are committing Medicaid fraud! 

If the facility accepts Medi-Cal and you qualify, the facility will be prohibited from discharging/evicting a resident 
once the Medi-Cal application has been submitted. 

Medi-Cal providers, such as nursing homes, sign provider agreements with the state and federal governments agreeing 
to abide by all state and federal laws, including a prohibition on Medi-Cal discrimination.  Rampant Medi-Cal 
discrimination needs to stop. You can file a complaint with the California Department of Public Health, but don’t 
expect any action, as they have basically ignored this discriminatory practice for years.  A better action would be 
to file a complaint with U.S. Department of Health and Human Services, Office for Civil Rights:  http://www.hhs.
gov/civil-rights/filing-a-complaint/index.html

The only way to stop Medi-Cal discrimination is to speak out!.

Did You Know?

My father will be moving into Assisted 
Living, and the facility gave me a 
large stack of documents to sign. 
The documents include an admission 
contract with an arbitration agreement. 
I’ve heard that it is a bad idea to sign an 
arbitration agreement, but I’m worried 
that the facility won’t admit my father 
unless I sign it. What should I do?

Sincerely, 
Concerned in Concord

http://www.canhr.org/arbitration/index.html
http://www.canhr.org/factsheets/nh_fs/PDFs/FS_ArbitrationAgrmnt.pdf
http://www.hhs.gov/civil-rights/filing-a-complaint/index.html
http://www.hhs.gov/civil-rights/filing-a-complaint/index.html


10 CANHR Advocate Fall 2016

• June 3rd: Pauline Mosher Program Manager presented 
to the NorCal NAELA Chapter about MAGI Medi-
Cal Community Based Medi-Cal and the new HCBS 
spousal impoverishment provisions. 

• June 7: Julie Pollock and Pauline Mosher hosted a 
discharge planning advocacy call for CANHR’s Social 
Worker Advocacy Program (SWAP) members.

• June 15: Staff attorney Tony Chicotel spoke to the 
Sonoma County Council on Aging about the rightsof 
long term care recipients. (About 50 attendees, no 
QLSPs)

• June 18: Program Coordinator Efrain Gutierrez hosted 
CANHR information table at Buena Park Senior Center 
– World Elder Abuse Awareness Day, Orange County. 

• July 7:  Prescott Cole gave a presentation about CANHR 
services and the Home Equity Protection Program 
(HEPP) at the San Francisco Forensic Center Multi 
Disciplinary Team (MDT) Meeting.

• July 14: Tony Chicotel provided a training to the 

regional managers of Community Care Licensing. 
The topic was dementia care without drugs. (About 25 
attendees, no QLSPs)

• July 18: Julie Pollock participated in a Department of 
Health Care Services meeting on the Nursing Facility 
/ Acute Hospital Waiver. 

• August 2: Prescott Cole participated in CANHR’s 
Home Equity Protection Project.

• August 5: CANHR’s Office Manager Armando 
Rafailan hosted a CANHR information table at 
Assemblymember Kevin Mullin’s 1st Resource Fair at 
the San Mateo Senior Center.

• August 5: Staff attorney Jody Spiegel participated in the 
RCFE Advocates Quarterly Meeting with Community 
Care Licensing.

Past Speaking Engagements, Panel Discussions and Training Sessions

CANHR on the Move...

Office Manager Armando Rafailan with 
Assemblymember Kevin Mullin at his first Senior 

Resource Fair in San Mateo

CANHR On The Move .............  (continued on page 11)

Congresswoman Linda Sánchez and Efrain Gutierrez 
at the 14th Annual Senior Fair 
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• August 11: Prescott Cole participated in the San 
Francisco Veterans Benefits Protection Project 
workgroup.

• August 12: Program Coordinator Efrain Gutierrez 
hosted a CANHR information table at the 14th 
Annual Senior Fair at Cerritos College, courtesy of 
Congresswoman Linda Sánchez.

• August 18: Prescott Cole participated in the newly 
formed Alameda County Elder and Dependent Adult 
Abuse Multi-disciplinary Team (CCE-MDT).

• August 20: Program Coordinator Efrain Gutierrez 
hosted a CANHR information table at the Buena Park 
Senior Center – Super Senior Saturday 2016 “Aging 
with Attitude”.

• August 20: CANHR Volunteer hosted an information 
table at the San Gabriel Mission. 

• August 22: Jody Spiegel participated in a stakeholder 
meeting with CCL regarding Medication Aides in 
RCFE’s. 

• August 23: Executive Director Pat McGinnis spoke to 
the Residents’ Council at the Sequoias in San Francisco 
about resident rights.

• August 31: Prescott Cole chaired the “Civil Attorneys 
and FAST Teams’ Roles in Elder Abuse” session at 
the 7th Annual National Summit on Elder Financial 
Exploitation in Philadelphia.

CANHR On the Move ............... (continued from page 10)

Buna Park Police Officer James Woo and Efrain 
Gutierrez at the Buena Park Senior Fair

prompted by media reports, including a December 2015 
article by ProPublica that described 35 cases nationally, 
including California, in which long term care facility 
caregivers had shared dehumanizing photos or videos 
of residents on social media.

The memo, which could have been stronger, states 
these acts are violations of residents’ rights to be 
treated with dignity, to privacy and confidentiality 
and to be free from abuse. It summarizes a nursing 
home’s duty to report and respond to these acts and 
directs state survey agencies to review facility policies 
and procedures related to prohibiting staff from taking 
or using photos or videos in any manner that would 
demean or humiliate residents.

Long Term Care News ................ (continued from page 6)

Coming Soon!

Updates to CANHR’s  
Medi-Cal Recovery Booklet 

to contain information reflect-
ing the new Medi-Cal  

Recovery laws

Stay Tuned at
www.canhr.org

https://www.propublica.org/article/nursing-home-workers-share-explicit-photos-of-residents-on-snapchat
https://www.propublica.org/article/nursing-home-workers-share-explicit-photos-of-residents-on-snapchat
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CANHR welcomes memorial and honorary gifts. This is a great way to honor a special person or a 
loved one who has been a nursing home resident, while helping those who are nursing home residents. 

Recent gifts have been made in the names of the following persons:

MeMorials
Alana Brandt 
James Brown

Isabel Brown 
Barbara Brown Johnson

Pat & Chester C. Brown 
Linda Johnson

Grandmother 
Peter Fung

Gloria Hoover 
Joseph Galins

Gloria Hoover 
Christine Williams

Kevin Kane 
Paige Marrs

Kevin Kane 
K. J. Page

Joseph W. McDonough 
Gwen McDonough

Yolanda & Narciso Miranda 
Maria Hernandez

William Palmtag 
Joan & James Palmtag

Paula C. Peterson 
Clayton Pape

Lottie Shulman 
Judith Betts

My Beloved Mother Rita 
Twomey 

Denise Twomey

Thomas Speer Walther 
Anthony Moy

Bruno Wartman 
Patricia Moran

“ ...Thank you again for stepping in with such generos-
ity of your time, and your invaluable help in making 
a way where there was no way.  I so appreciate the 
depth and realness of your advocacy....”
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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  $50  $30  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: _____________________ __________________________



 

https://www.gifttool.com/donations/Donate?ID=1325Donate Online

How Your Gift Helps
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. 

Why Donate?
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.

What You Get When You Donate
• Join a statewide network of informed and concerned consumers, caregivers, 

and advocates.
• Receive our quarterly newsletter, The Advocate, which includes important 

long term care information and a detailed report of citations issued against 
individual nursing homes.

• Receive periodic updates on important legislation.

Give To CANHR
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Long Term Care Justice and Advocacy

650 Harrison Street, 2nd Floor
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The only statewide bar certified lawyer 
referral service specializing in Elder Law

Elder Adult And Dependent Abuse 
And Neglect In Care Homes

Elder Financial Abuse From 
Financial Institutions

Estate Planning For Long Term Care

(415) 974-5171
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NEED AN ATTORNEY?

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

Give us a call or request a referral online



Citation Watch  -  Consumer Report

Alameda County
Alameda Healthcare & Wellness Center
430 Willow Street, Alameda
B   $2000   Mandated Reporting   Notification   
Patient Care   11/04/2015
The facility violated its policy to prohibit mistreatment, 
neglect, and an abuse of a resident by failing to call 911 
when a resident had a change of condition and deteriorated 
on 1/18/15. Resident 1 experienced increased shortness 
of breath. The respiratory therapist placed Resident 1 on 
a mechanical ventilator without the physician's orders 
and facility staff did not call 911 for one hour after 
they were unable to assess her blood pressure. Citation 
# 020011824.

Baypoint Healthcare Center
442 Sunset Blvd., Hayward
B   $1000   Careplan   Patient Care   Supervision   
01/13/2016
The facility violated a resident's right to considerate and 
respectful care when the resident was left on a floor mat-
tress all night after rolling out of bed. The facility did 
not provide services necessary for the resident's special 
needs as an individual with a bariatric condition. The 
facility lacked adequate staff, the proper lift equipment 
and did not call for guidance or emergency assistance. 
Resident 1 stated that she felt abandoned, depressed 
and angry as she lay on the floor all night. Citation # 
020011961.

Castro Valley Healthcare and Rehabilitation 
Center

20259 Lake Chabot Rd., Castro Valley
B   $1500   Neglect   11/19/2015
On 6/26/15, a resident with several heart and circulatory 
system problems was found with a second degree burn 
on his thigh. The resident had been smoking a cigarette, 
likely unsupervised, despite requiring supervision, and 
without a smoking apron. After the burn incident, the 
resident's smoking careplan was not updated. The facility 
was cited for failing to provide adequate supervision and 
smoking apron to the resident while he smoked. Citation 
# 020011858.

Hayward Springs Care Center
21863 Vallejo St., Hayward
B   $1500   Patient Care   Supervision   Staff 
(Inservice) Training   05/11/2016
On 2/3/2016 a resident known for wandering around the 
facility was found screaming in another resident's room 
and was removed by a nurse and a certified nursing 
assistant back to her room. The certified nursing assis-
tant then tied a belt to the resident's door knob and a 
hallway rail locking the resident in. The certified nursing 
assistant stated that the resident was agitated and was 
locked in her room for 10 minutes. The resident was later 
interviewed and remembers being locked in her room 
and the incident made her feel bad. The facility failed 
to ensure that all residents are free from involuntary 
seclusion. Citation # 020012242.

Windsor Healthcare Center of Oakland
2919 Fruitvale Ave., Oakland
B   $2000   Careplan   Decubiti (Bedsores)   Infec-
tion   Medication   Neglect   Patient Care   Super-
vision   12/22/2015

The 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. For up-to-date information 
on any citation or facility, visit CANHR's Nursing Home Guide at www.nursinghomeguide.org or call the CANHR office.

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.
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A total of six residents failed to receive services for 
untreated and unassessed skin ulcers and untreated 
pain, resulting in neglect. A resident had an extensive 
diabetic ulcer of the right heel, and pressure ulcers on 
the buttocks and was not given treatment as ordered for 
9 days. Another resident was placed on Hospice care and 
did not receive morphine sulfate for 19 hours when it 
was to be given every four hours. Another resident was 
paralyzed and had extensive pressure ulcers to his but-
tocks and upper thighs, and was sent to the ER at the 
insistence of his family. Another resident was admitted 
to the facility with orders for medication to treat his 
pain which was not provided by the facility, resulting in 
the resident feeling like he was going to die. The fifth 
resident did not receive treatment for his open pressure 
wound. The 6th resident had a metal rod in his lower 
left leg that had an open area around the pin site, which 
was not treated. Citation # 020011914.

B   $2000   Careplan   Medication   Patient Care   
12/22/2015
The facility failed to ensure that residents are free from 
any significant medication errors by failing to administer 
doses of ordered antibiotic and anti viral medications 
to two residents. The first resident missed six doses of 
(Rocephin) to treat his bone infection. The second resi-
dent missed 5 doses of (Triumeq) for treatment of his 
HIV. Citation # 020011915.

Contra Costa County
Greenridge Senior Care
2150 Pyramid Drive, Richmond
B   $1500   Bed Hold   Evictions   Patient Rights   
03/18/2015
A 90-year-old female resident who was Medi-Cal eligible 
was transferred to the hospital on 1/12/15. The facility 
told the resident's daughter that if she wanted to hold 
her mother's bed, she would have to pay $280 per day. 
On 1/20/15, the facility refused to readmit the patient 
from the hospital, even though there were two available 
female beds. The facility was cited for failing to provide 
a written bed-hold notice and failing to readmit the 
resident to the first available bed after hospitalization. 
Citation # 020011346.

Kindred Nursing and Healthcare - Bayberry
1800 Adobe Street, Concord
B   $1500   Physical Abuse   Physical Restraints   
12/21/2015

In the early morning of 2/4/15, a resident refused having 
her adult brief changed. Despite her refusal, two CNAs 
forcibly changed the brief by holding her hands down. 
The resident suffered painful bruises and bad abrasions 
on her hand and arm. The facility was cited for failing 
to protect the resident from physical abuse. Citation # 
020011892.

Humboldt County
Granada Rehabilitation & Wellness Center, LP
2885 Harris Street, Eureka
A   $20000   Patient Care   06/13/2016
A resident with severe bed sores and other serious condi-
tions suffered a significant change of condition on 4/27/16 
with fever, vomiting, and her eyes rolling back in her 
head. Her physician was not notified. Hours later, she 
was nonresponsive and had to be hospitalized and sent 
to the ICU. The facility was cited for failing to notify 
the resident's physician in a timely manner of significant 
changes of the resident's condition. Citation # 110012256.

Seaview Rehabilitation & Wellness Center, LP
6400 Purdue Dr, Eureka
B   $2000   Mandated Reporting   04/05/2016
On 10/3/15, a resident struck another resident on his 
right knee with a closed fist.  Reports were submitted 
to the Ombudsman on 10/5/15, but they did not state 
that the altercation was reported to the Department of 
Public Health. The facility was cited for not reporting 
the incident of resident to resident abuse to the Depart-
ment within 24 hours. Citation # 110011899.

Merced County
Anberry Nursing and Rehabilitation Center
1685 Shaffer Road, Atwater
B   $2000   Medication   Patient Care   06/01/2016
The facility failed to ensure that a resident received the 
required medication necessary for dealing with severe 
pain. The resident's handwritten physician's order for 
administration of pain medication was carried out for 
moderate pain and no order was placed for severe pain. 
The resident ended up having 20 episodes of severe pain 
managed with pain medication prescribed for moderate-
pain. Citation # 040012299.
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Monterey County
Cypress Ridge Care Center
1501 Skyline Drive, Monterey
B   $1000      07/20/2016
On 7/2/16, a staff noticed a bruise on a resident's right 
eyebrow. Two days after the bruise was noticed the 
facility's Licensed Vocational Nurse made a report to 
the Department of Health and to the Ombudsmen. An 
investigation into the cause of the bruise was inconclusive. 
The facility was cited for failing to report an injury of 
unknown origin within 24 hours. Citation # 070012423.

Eden Valley Care Center
612 Main Street, Soledad
B   $1000   Physical Abuse   10/05/2015
The facility was cited for failing to report within 24 
hours three separate instances of alleged abuse by one 
of its CNAs. One incident occurred on 8/31/15 when a 
resident was overheard telling the CNA that the transfer 
from his shower chair was too rough. A second time was 
where the same CNA was seen immobilizing a resident 
by "tucking" her into her bed from her feet to her waist 
then placing a wheelchair and bedside table alongside 
the bed to prevent her from moving. The third incident 
was where a family member complained after witness-
ing a resident being shoved, treated like an animal, and 
thrown into her bed. Citation # 070011728.

Katherine Healthcare
315 Alameda Avenue, Salinas
B   $500   Verbal Abuse   05/17/2016
On 5/2/16, a certified nursing assistant (CNA) used foul 
language while assisting a resident in dressing. Three 
witnesses overheard the verbal abuse. The CNA called 
the resident "dumbass" and "fat" in a language other than 
English. The facility was cited for failing to protect the 
resident from verbal abuse. Citation # 070012257.

Pacific Grove Convalescent Hospital
200 Lighthouse Avenue, Pacific Grove
B   $1000   Mandated Reporting   Patient Care   
04/20/2016
On 4/4/16, a visitor informed the Director of Staff Devel-
opment (DSD) of alleged abuse that occurred the day 
before. The DSD reported the incident to the ombudsman 
and the administrator. The administrator did not fax the 

forms to the Department of Public Health within the 
legal time frame -two business days after the incident 
was reported.  The facility was cited for failure to notify 
the Department of two alleged resident abuse instances 
in a timely manner. Citation # 070012195.

Windsor Skyline Care Center
348 Iris Drive, Salinas
B   $1000   Fall   05/16/2016
On 4/26/16, a resident with dementia and moderately 
impaired cognition was sitting outside in his wheelchair 
in the parking lot, and was struck by the facility’s van. 
The resident fell out of his wheelchair onto the ground, 
and sustained an abrasion on his left wrist and a hema-
toma on his forehead. The facility was cited for failing 
to ensure that the resident had adequate supervision to 
prevent the accident and injuries. Citation # 070012255.

Windsor The Ridge Rehabilitation Center
350 Iris Drive, Salinas
B   $1000   Elopement   03/16/2016
On 1/23/16, a resident with dementia and two prior elope-
ments from the facility, left the facility and fell on a 
sidewalk next to a park injuring his head and fracturing 
his finger. Police found the resident and brought him to 
the hospital. The facility was cited for failing to conduct 
an accurate and complete wandering elopement risk 
assessment for the resident, and follow facility policy in 
dealing with an eloped resident when he was left alone 
by a staff member to wander in the night until he was 
found by law enforcement. Citation # 070012120.

Napa County
N.M. Holderman Memorial Hospital- SNF
100 California Street, Yountville
B   $1000   Dietary Services   07/03/2014
On 3/12/14, the facility was cited for failing to ensure that 
the ice patients consumed was from a sanitary source, 
which failure had the potential to put patients at risk 
for food borne related illnesses. Citation # 150010717.

Napa Valley Care Center
3275 Villa Lane, Napa
A   $20000   Injury   03/09/2016
On 12/14/13, a CNA massaged and repositioned the leg 
of an 84 year old resident with osteoarthritis whose 
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right knee was subsequently observed to be swollen and 
bruised. An x-ray of her right knee was ordered and 
showed a fracture. The facility was cited for failing to 
follow care plans to handle the resident in a safe and 
gentle manner. Citation # 110012047.

San Francisco County
Kindred Transitional Care and Rehabilitation-
Lawton
1575 7th Ave., San Francisco
B   $2000   Administration   Patient Rights   
Transfer   06/08/2016
In March 2016, the facility – A Medicare and Medi-Cal 
certified nursing home in San Francisco – illegally trans-
ferred two residents and sought to transfer two other 
residents after their Medicare or other insurance coverage 
ended. Despite being a Medi-Cal certified nursing facil-
ity, the facility staff told representatives for each of the 
four residents that they would have to move to Oakland 
to find a nursing home that accepts Medi-Cal for long-
term care. The residents and their representatives were 
not told that they had a right to use Medi-Cal benefits 
to pay for their care and remain at the facility. The 
facility transferred one of the residents to an Oakland 
nursing home on 3/19/16 after telling her family that it 
was not a long-term care facility and there were no long 
term care beds available in San Francisco. Her family 
reported it was a hardship for her spouse to travel from 
San Francisco to Oakland to visit her and that she was 
separated from her doctors in San Francisco. The family 
of another resident who was transferred to an Oakland 
nursing home was unhappy with the process, stating she 
did not want the resident to go to Oakland and that the 
facility did not tell her about Medi-Cal. The daughter of 
a third resident reported she was told her mother must 
leave the facility, that there were no long-term care beds 
in San Francisco and her mother must be transferred 
to an Oakland facility which accepts Medi-Cal or pay 
privately for her care. A family member of a fourth 
resident described being pressured to move the resi-
dent to an Oakland facility. She wanted the resident to 
remain in San Francisco. The facility was cited because 
its failure to accurately inform 4 of 4 sampled residents 
regarding its Medi-Cal status resulting in two residents 
being discharged. Citation # 220012308.

Santa Clara County
Almaden Health And Rehabilitation Center
2065 Los Gatos-Almaden Road, San Jose
B   $1000   Verbal Abuse   06/30/2016
On 5/11/16, two roommates got into a heated argument 
and one began making racially derogatory comments. 
The offended roommate said that he felt upset when he 
heard the racial comments and that there would have 
been a fist fight if they could have gotten up out of 
their beds. The resident who made the racial slurs filed 
a Grievance Report against the other and requested a 
room change. Upon investigation, it was noted that the 
clinical records for both the residents did not contain 
any documentation regarding a verbal altercation and 
there was no documentation indicating the incident was 
reported to the Department of Health. The facility was 
cited for failing to report an allegation of abuse to the 
Department as required. Citation # 070012378.

Camden PostAcute Care, Inc.
1331 Camden Avenue, Campbell
B   $2000   Mandated Reporting   05/27/2016
The facility failed to report two incidents of unusual 
occurrences to the California Department of Public Health 
(CDPH) when a water heater serving the facility's kitchen 
broke, and when a patient with decision-making problems, 
eloped on the same day the staff were instructed to stay 
in the facility because of a gas line leak. Occurrences 
such as these must be reported to (CDPH) within 24 
hours. Citation # 070012250.

B   $1000   Physical Abuse   06/15/2016
On 4/26/16, a CNA saw a family member slap a resident 
while that family member was trying to force him to eat 
lunch. On 4/27, a report was made to the ombudsman 
but not to the Department of Public Health as required, 
and as a consequence, the facility was cited for failure 
to report an allegation of abuse to DPH. Citation # 
070012252.

B   $1000   Bed Hold   Evictions   02/23/2016
After a resident was transferred to an acute care hospital, 
the facility failed to provide written notice of the bed 
hold and readmission policy, failed to assist her in seek-
ing legal guardianship to help her with the readmission 
process, and denied her readmission to the facility due to 
her behaviors and expiration of her bed hold period. The 
facility was cited for these failures. Citation # 070012037.
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Herman Health Care Center
2295 Plummer Avenue, San Jose
A   $10000   Fall   Patient Care   07/21/2016
On 5/19/16, a male resident with a history of multiple 
falls fell sustaining a hip fracture, increased pain, and 
surgery. Staff found the resident lying on the ground 
outside by himself. The resident was transferred to a hos-
pital, where the hip x-ray was negative for a hip fracture. 
A day later, the resident was readmitted to the facility. 
Despite the new pain medications ordered, the resident 
cried out in pain. The orthopedic physician reviewed the 
hip x-ray and confirmed a left hip fracture.  Staff sent 
the resident out for surgery. After the fall, the resident 
lost his ability to ambulate. The facility was cited for 
failing to adequately supervise and prevent an accident 
and injuries for a resident with a history of multiple falls.  
Citation # 070012376.

Lincoln Glen Skilled Nursing
2671 Plummer Avenue, San Jose
B   $2000   Mandated Reporting   Notification   
Physical Abuse   04/14/2016
The facility was cited for failure to report a possible 
incident of abuse to the Department of Public Health, 
the Ombudsman and law enforcement within the 24 hour 
time frame required by law, after a resident was found 
to have a bruise on the inside of her thigh of unknown 
origin. Citation # 070012174.

San Jose Healthcare Center
180 North Jackson Avenue, San Jose
B   $500   Mandated Reporting   Verbal Abuse   
03/25/2016
The facility failed to report a resident's abuse allegation 
to the Department of Public Health in a timely manner. 
The allegation involved a verbal altercation with a family 
member of another resident on 3/5/16. Citation # 070012145

San Tomas Convalescent Hospital
3580 Payne Avenue, San Jose
B   $1000   Mandated Reporting   Patient Care   
Physical Abuse   04/22/2016
On 3/5/16 a female resident was observed with a right 
lower eyelid bruise. The aide stated she told a nurse that 
another resident hit the female resident.  However, the 
aide could not recall the nurses’ name or when she spoke 
with a nurse. During the Director of Nurses’ (DON) 

investigation, no one informed her another resident hit 
the resident. The DON also verified she did not document 
or report the incident to local law enforcement, DPH, or 
an ombudsperson. The facility was cited for failure to 
report the allegation of physical abuse to the Department 
of Public Health. Citation # 070012196.

Skyline Healthcare Center - San Jose
2065 Forest Avenue, San Jose
B   $1000   Patient Care   12/31/2015
On 11/5/15 a nurse noted that a resident was complain-
ing of pain in his right thigh and hip. The primary care 
physician PCP) was notified and an X-ray was ordered. 
On 11/06 at 9:18 the X-ray report was faxed to the 
facility. The report indicated that the resident had an 
acute fracture of the upper thigh bone. The facility was 
unable to reach the PCP but faxed the report to him at 
4:15 pm. On 11/18 at 8:18 am, the facility was called 
by a laboratory staff and informed that the hemoglobin 
level of the resident with the fracture was at a critical 
level. The PCP was notified at 6:10 pm and he ordered 
the resident be sent to acute care. When interviewed, the 
PCP stated that the resident should have been sent to 
the hospital after receiving a X-ray showing a fracture. 
The facility was cited for failing to ensure the staff 
notified a physician in a timely manner of the resident's 
fracture and his critically low blood test result. Citation 
# 070011928.

Valley House Rehabilitation Center
991 Clyde Avenue, Santa Clara
B   $1000   Mandated Reporting   Physical Abuse   
07/15/2016
On 6/29/16, the California Department of Public Health 
(CDPH) investigated an incident involving a resident 
pushing another resident off her chair causing her to fall 
onto the floor. The administrator and DON admitted the 
incident should have been investigated and reported.  The 
facility was cited for failing to notify the ombudsman or 
CDPH of the allegation of abuse. Citation # 220012393.

Willow Glen Center
1267 Meridian Avenue, San Jose
B   $500   Verbal Abuse   02/02/2016
On 12/17/15, a resident's family member complained that 
she had heard a nurse yelling at a resident. The complaint 
made by the family member was not investigated. The 
facility was cited for failure to report a verbal abuse 
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allegation against a staff member within 24 hours. Cita-
tion # 070012004.

Solano County
Windsor Vallejo Nursing & Rehabilitation 
Center
2200 Tuolumne, Vallejo
B   $2000   Medication   05/24/2016
On 6/8/15, a resident received ten medications meant for 
another resident and nearly died. Two nurses had not 
followed proper medication protocols and were fired. 
The resident had to be hospitalized. The facility was 
cited for making a significant medication error. Citation 
# 110012000.

Sonoma County
Creekside Rehabilitation & Behavioral Health
850 Sonoma Ave, Santa Rosa
B   $2000   Medication   03/28/2016
The facility failed to acquire ordered medications for one 
resident and miscounted the medications and supplies in 
an intravenous e-kit (emergency) container. The facility 
was cited for failing to provide appropriate pharmaceuti-
cal services to meet the needs of the residents. Citation 
# 110011994.

Park View Post Acute
3751 Montgomery Drive, Santa Rosa
A   $20000   Injury   03/30/2016
On 10/22/15, two residents fell out of their wheelchairs 
onto the floor of a van transporting them back to the 
facility after an outing, when the van braked suddenly. 
One of the residents sustained fractures of her right 
femur and tibia, both of which required surgical repair, 
and was hospitalized for four days. The second resident 
injured her right knee without a fracture. There were 
differing accounts regarding the use of seat belts to 
secure the residents and their wheelchairs. The facility 
was cited for failing to ensure that the residents were 
properly secured while being transported in the van. 
Citation # 110012028.

Sonoma Developmental Center D/P SNF
P.O. Box 1493, Eldridge
B   $800   Neglect   Patient Care   Supervision   
03/14/2014

On 2/15/13, two residents were found in urine soaked 
bed linens, and were not repositioned throughout the 
night. The resident supervisor found both residents in 
this condition after the night shift, suggesting that, the 
residents had not been repositioned or had their inconti-
nent briefs changed on the night shift required. Citation 
# 150009935.

A   $10000   Medication   04/10/2014
A resident with pulmonary disease and a feeding tube 
received an overdose of methadone and died on 6/8/13 
after a package of morphine syringes was mislabeled 
as methadone. This resulted in the resident receiving 
four times the recommended dose and hospitalization 
for respiratory distress. The facility was cited for fail-
ing to administer the correct medication to its resident. 
Citation # 150010016.

Windsor Care Center of Petaluma
523 Hayes Lane, Petaluma
B   $2000   Mental Abuse   03/23/2016
A resident with dementia expressed frustration and anger 
by threatening other residents. Several of the other resi-
dents were scared. The facility was cited for failing to 
ensure the residents were free from mental and physical 
abuse. Citation # 110011896.

Stanislaus County
Brandel Manor
1801 N. Olive Street, Turlock
B   $2000   Fall   05/18/2016
A resident fell on 3/5/16 and suffered bleeding on the 
brain. The resident had several conditions that made 
her prone to falls and her careplan called for constant 
one-to-one supervision. Despite that, she was left alone 
at a nurses' station when she fell. The facility was cited 
for failing to supervise the resident as detailed in her 
careplan. Citation # 040012263.
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Citation Watch  -  Consumer Report
The following citation summaries are compiled from the citations issued by the California Department of Public Health to Southern 
California skilled nursing facilities and received by CANHR as of the publication of this 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 Advocate. Appeals of citations and collection of fines can take up to three years. 
For up-to-date information on any citation or facility, visit the Nursing Home Guide through CANHR ś web site: www.canhr.org. or call 
the CANHR office.

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 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.

Fresno County
Sierra Vista Healthcare
1715 S. Cedar Avenue, Fresno
B   $2000   Fiduciary   05/25/2016

A resident had her facility trust account of $465 stolen 
after she passed away in April 2015. Additionally, another 
resident was convinced by an unknown employee to sign a 
blank check which someone later tried to cash for $5,526. 
The facility was cited for failing to protect resident funds 
from unlawful withdrawals. Citation # 040012291.

Twilight Haven
1717 S. Winery Ave., Fresno
B   $2000   Careplan   Fall   Injury   05/20/2016

A resident sustained several falls at the facility, one of which 
resulted in a left wrist fracture that required treatment at 
the hospital and made her more dependent on staff for 
care. The resident sustained the fracture on 3/2/16 when 
she fell while walking in her room unassisted and lost 
her balance. The facility was cited because it failed to 
reassess the resident and develop, plan and implement new 
interventions after the earlier falls. Citation # 040012275.

Kern County
Bakersfield Healthcare Center
730 34th Street, Bakersfield
B   $2000   Administration   Bed Hold   Notification   
Other   Patient Records   Patient Rights   Retaliation 
Against Resident   03/16/2016

The facility failed to notify the resident in writing of the right 
to exercise a 7 day bed hold provision. The Administrator 

stated that the resident was transferred to a acute hospital 
because of the residents behavior, and was not offered a 
seven day bed hold and the facility decided not to readmit 
the resident back to the facility. The House Manager at 
the acute hospital was interviewed and she stated that the 
resident was medically stable, but was still at the hospital 
because the facility was refusing to readmit the resident. 
Citation # 120012086.

Glenwood Gardens SNF
350 Calloway Drive, Bakersfield
A   $20000   Careplan   Medication   Neglect   Notifica-
tion   Patient Care   Patient Records   Patient Rights   
06/06/2016

Due to the residents diagnoses, she was in constant pain. 
The doctor had ordered morphine in addition to Norco 
for her extreme pain. She was observed to be constantly 
shaking, and anxious while rubbing her stomach and stated 
that she continued to be in pain. The residents care plan 
indicated staff to observe, report and monitor the efficacy 
of the pain medication and notify the attending doctor if 
the pain medication was not effective. The Licensed Nurse 
stated that the resident often complained about pain and 
never called the attending doctor, other licensed nurses, or 
chart in the clinical record about the resident's continued 
unrelieved pain. The Assistant Director of Nursing stated 
she was unaware of the resident's pain issues and that the 
licensed staff should have notified the attending doctor. 
The facility was cited for failure to provide necessary care 
and services to attain or maintain the highest practicable 
physical, mental and psychological well-being, in accordance 
the residents health plan. Citation # 120012293.

Golden Living Center - Bakersfield
3601 San Dimas St., Bakersfield
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A   $20000   Medication   Patient Care   05/23/2016

The facility was cited for failure to effectively manage 
pain medication for two residents, resulting in unrelieved 
pain for both individuals, one recovering from open lung 
surgery, the other suffering from osteoarthritis Citation # 
120012180.

B   $2000   Bed Hold   Patient Rights   05/06/2016

After a resident was transferred to an acute care hospital, 
the facility failed to offer a seven day bed hold, offer the 
first available bed, or to readmit the resident, a violation 
of the facility admission agreement and patients rights 
regulations. Citation # 120012222.

Golden Living Center - Shafter
140 E.Tulare Ave, Shafter
A   $20000   Fall   Patient Care   07/18/2016

On 5/26/16, an 89 year-old male resident fell in the restroom 
sustaining a left hip fracture.  The care plan required a two 
person physical assist with transfers and toilet use, but the 
aide independently transferred the resident.  The facility 
was cited for failing to provide adequate supervision and 
assistance to prevent accidents. Citation # 120012379.

Kern Valley Healthcare District D/P SNF
6412 Laurel Ave, Lake Isabella
B   $2000   Mandated Reporting   Patient Care   
Verbal Abuse   04/19/2016

The facility was cited for failing to report an incident of 
verbal abuse against a resident from a staff member within 
24 hours of the alleged incident. The Activity Assistant 
admitted that he did not report the incident in a timely 
manner to his supervisor. Citation # 120012164.

B   $2000   Patient Rights   Sexual Abuse   08/08/2016

On 6/15/16, a 75  year-old male resident inappropriately 
touched a 88 year-old female resident diagnosed with 
dementia.  The first incident on 7/18/15 involved the male 
resident touching her breast.  In the second incident on 
6/15/16, an aide heard a female scream, ran into the room, 
and witnessed the male resident’s hand inside the female 
resident’s skirt moving back and forth.  The facility was 
cited for failing to protect one of three sampled residents 
from sexual abuse. Citation # 120012485.

Parkview Julian Convalescent
1801 Julian Avenue, Bakersfield
B   $2000   Evictions   06/06/2016

On 3/6/16, a 71 year old resident was hospitalized after 
she attempted suicide. The resident's daughter was offered 

and accepted a 7 day bed hold by the facility to hold 
her bed until her return from the hospital. However, the 
facility's director of nursing later told the daughter that 
it would not readmit her mother and told her to take her 
mother's possessions. The facility was cited for failing to 
uphold the resident's right to be readmitted following the 
hospitalization. Citation # 120012266.

A   $20000   Medication   Neglect   Supervision   
06/06/2016

On 3/5/16, a 71 year old resident attempted suicide by 
taking an overdose of Tylenol PM and was hospitalized. The 
resident had a history of suicide attempts, had diagnoses of 
depression and anxiety disorder and had verbalized feelings 
of hopelessness and sadness. The director of nurses knew 
of the resident's suicide history but reported the facility 
did not activate its suicide prevention policy on her behalf 
and provided no safety teaching for the resident, staff or 
family members to ensure her safety. Nurses assigned to 
her care did not know of her past suicide attempts. The 
facility was cited for these failures. Citation # 120012265.

B   $2000   Patient Care   Physical Abuse   07/25/2016

On 5/21/16, a 90 year-old male resident hit a 67 year-old 
female resident in the chest. The two residents had a previous 
physical altercation on 1/30/16.  Unaware of the previous 
history of altercation, an aide allowed the two residents to 
be close to each other, and as a result the male resident hit 
the female resident in the chest. The facility was cited for 
failing to protect the resident’s right to remain free from 
abuse. Citation # 120012398.

Rosewood Health Facility
1401 New Stine Road, Bakersfield
A   $20000   Fall   Injury   Patient Care   Supervision   
Staff (Inservice) Training   Staffing   06/06/2016

A 87 year old resident with a history of falling was left 
alone in the bathroom while brushing his teeth by the 
facility's certified nursing assistant. The resident fell and 
sustained a hip fracture and was transported to the emergency 
department for treatment. The Director of Nursing stated 
that the certified nursing assistant told a student nursing 
not to leave the resident alone. The student left the resident 
in the bathroom alone to shadow another instructor. The 
facility was cited for failure to ensure that the resident's 
environment remains as free of accident hazards and each 
resident receives adequate supervision and assistance to 
prevent accidents. Citation # 120012235.

B   $2000   Neglect   Patient Care   05/09/2016

The facility was cited for failure to prevent a staff member 
from neglecting a patient. When an 86 year old patient 
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diagnosed with prostate cancer, vertigo, muscle weakness 
and obesity requested help from a CNA in getting out of 
bed to use the toilet, the CNA refused and told the patient 
to pee in his pants instead. After making a second request 
for assistance, the CNA set a urinal on the patient's chest 
and left the room. This resulted in the patient soiling the 
bed, and caused him to have an anxiety attack. Citation 
# 120012211.

The Rehabilitation Center Of Bakersfield
2211 Mount Vernon Avenue, Bakersfield
B   $2000   Administration   Bed Hold   Notification   
Patient Rights   Transfer   03/16/2016

The facility failed to notify the resident in writing of the right 
to exercise a 7 day bed hold provision. The facility failed 
to provide written notice that should include information 
that a non Medi-Cal resident will be liable for the cost of 
the bed hold days, and their primary insurance may or may 
not cover such costs. The facility refused to readmit the 
resident back to the facility due to the residents primary 
insurance not paying for the residents stay. The facility 
Administrator stated he would not accept the resident for 
free. This violation likely caused significant humiliation, 
indignity, anxiety, or emotional trauma to the resident. 
Citation # 120012085.

Los Angeles County
Alliance Nursing And Rehabilitation Center
3825 N. Durfee Ave., El Monte
B   $2000   Decubiti (Bedsores)   05/09/2016

On 9/1413, during a skin assessment a resident was found 
to have a bedsore. The resident, who suffered from diabetes 
and dementia, had been assessed as high risk for developing 
pressures sores. The resident had been furnished a mattress 
overlay pressure relieving device that required the staff to 
follow certain procedures to ensure that the device was in 
conformity with the resident's physical needs. According 
to the guidelines, an improperly inflated device reduced 
the therapeutic benefit of the mattress. It was determined 
that the resident's pressure sore was due to the staff not 
following the guidelines and the facility was cited for that 
and for failure to identify the emergence of a pressure sore. 
Citation # 950012248.

Bell Convalescent Hospital
4900 E. Florence Ave, Bell
B   $1000   Administration   04/21/2016

On 3/19/16, the facility was cited for failing to post an 
accurate star rating in an area used for employee breaks 
and communal functions, and visible and accessible to 

the public. The facility received a “three star” rating in 
2015, however, during a recertification survey, the 2014 
“five star” Star Posting was only displayed in the facility’s 
dining room. The Director of Nursing was unaware of the 
proper posting areas, and the administrator indicated the 
facility’s owner wanted to leave the 5 star rating in the 
dining room.  Citation # 940012187.

Bellflower Convalescent Hospital
9710 E. Artesia Ave., Bellflower
A   $20000   Elopement   Patient Care   06/28/2016

On 10/24/15, a 77 year-old female resident with delusions 
left the facility and was struck by a car sustaining multiple 
injuries and requiring hospitalization. After the incident, the 
resident was transported to a hospital and was admitted for 
nine days.   The hospital’s discharge summary indicated 
she sustained a small bleed into the brain, a collapsed left 
lung, a fracture to the left lumbar, and a solid swelling of 
clotted blood in the muscles of the left side of the spine.  
A review of the physician’s orders indicated an order for 
a psychiatric consultation, but the social services designee 
could not find documentation that it was done.  The facility 
was cited for failing to follow the physician’s order for 
a psychiatric consult, provide adequate supervision, and 
prevent the resident from leaving. Citation # 940012352.

Brier Oak On Sunset
5154 Sunset Blvd., Los Angeles
B   $2000   Mental Abuse   Patient Care   Verbal 
Abuse   

The facility failed to ensure a resident was free from 
verbal abuse while being escorted to the doctor's office on 
4/19/2016. The resident reported that her escort was rude 
to her and yelled at her in front of other people during the 
medical appointment. As a result, the resident was shaking, 
crying, and afraid for her well-being. Citation # 920012324.

A   $20000   Fall   05/01/2016

On 1/20/16, a resident assessed as high risk for falls and 
in need of one-person assistance for transfer and walking, 
was sent unaccompanied to a medical office appointment. 
While walking alone after the appointment to wait for 
transportation, the resident fell to the concrete hitting her 
face and shoulder. The resident broke the left surgical neck 
of her humerus, dislocated her left shoulder, and injured her 
right knee and left side of her face. The facility was cited 
for failing to ensure that the resident received adequate 
supervision and assistance to prevent accidents. Citation 
# 920012216.

Broadway Manor Care Center
605 W. Broadway, Glendale
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A   $10000   Patient Care   Transfer   06/14/2016

On 2/25/16 a female resident suffering from dementia 
requiring extensive assistance with transferring sustained 
a bump on the head during an improper transfer.  The 
aide independently used a stand-up machine (–a device 
requiring two people to operate-) to transfer the patient 
from the lift device to the shower chair.  As a result, the 
resident bumped their head on the back of the shower chair. 
A review of the care plan indicated no use of the stand-up 
device.  The facility was cited for failing to provide two 
person assistance during transfers, implement the facility’s 
resident lift assistance policy, and revise the careplan to 
include the use of a stand-up machine with two person 
assistance. Citation # 920012323.

Country Villa Belmont Heights Healthcare Center
1730 Grand Ave, Long Beach
B   $1000   Mandated Reporting   Patient Care   Physi-
cal Abuse   06/10/2014

An altercation had occurred between A resident and his 
family member,dated March 28, 2014.  A resident and a 
family member had an argument to the point where the 
family member became aggravated and hit the resident on 
both her arms. A CNA was there to witness the altercation 
but failed to report the incident to the department of public 
health within 24 hours. The facility failed to report the 
altercation resulting in a fine. Citation # 940010743.

Country Villa Los Feliz Nursing Center
3002 Rowena Ave, Los Angeles
AA   $75000   Fall   Injury   Neglect   08/04/2015
On 10/2/14, a resident died from a fatal head injury suffered 
at about 6:30 pm. The resident had a history of falls, was 
considered at high risk of falling and took multiple blood 
pressure and pain medications that contributed to this risk. 
The fall occurred after the resident used her walker to go 
to the nourishment cart to get her snacks. According to 
the certified nursing assistant (CNA) who was serving the 
snacks, the resident approached the cart in the hallway and 
began putting multiple snacks in a plastic bag hanging on 
her walker. While doing so, she took her hands off her 
walker, lost her balance and fell backwards, striking the 
back of her head on the floor. Paramedics were summoned 
and the resident was taken to the hospital, where it was 
found that she had suffered an acute brain injury. She 
died that same evening at 10:27 pm. The facility was cited 
because it failed to provide a safe environment and adequate 
supervision and assistance to the resident in receiving her 
snacks from the nourishment cart. The facility also failed 
to monitor the resident's blood pressure on the date she 
had the fall. Citation # 920011797.

Courtyard Care Center
1880 Dawson Avenue, Signal Hill

B   $2000   Mandated Reporting   Physical Abuse   
05/13/2015

On 7/3/14, a 80 year-old male resident reported to his 
family that a female aide hit him while she was providing 
care.  The family informed the nurse and wrote a written 
statement about the abuse incident.  The aide denied 
hitting the resident. The facility was cited for failing 
to report suspected abuse to the Department within 24 
hours. Citation # 940011469.

Del Rio Gardens Care Center
7004 E Gage Avenue, Bell Gardens
A   $20000   Fall   Patient Care   Physical Environ-
ment   06/28/2016

On 5/18/16, a 81 year old resident diagnosed with dementia 
and blindness became entrapped in a gap between the 
mattress and the bed, sustaining a discolored neck 
and right forearm skin tear with purple discoloration.  
An interdisciplinary note to prevent future incidences 
indicated the use of a low bed without side rails, floor 
pads, and a bed alarm. During a tour of the facility on 
6/1/16, however, the patient was noted lying in the same 
low bed and ill-fitting mattress with the side rails up 
and no bed alarm in place. Additionally, four resident’s 
beds were observed with large gaps between the side 
rails and mattress.  The facility was cited for failing 
to ensure the resident's environment remains free from 
accident hazards, and each resident receives adequate 
supervision and assistive devices to prevent accidents. 
Citation # 940012355.

Grand Valley Health Care Center
13524 Sherman Way, Van Nuys
B   $2000   Patient Care   04/14/2016

A resident with heart disease and Alzheimer's disease 
and incontinent of bowel and bladder did not have a 
bowel movement over a seven day period in June 2015. 
The facility staff were supposed to monitor the resident 
for at least one bowel movement every three days. The 
resident's physician was not informed after day three; 
in fact, no new care plan interventions were sought 
or initiated until day day six. The facility was cited 
for failing to ensure the resident's care plan regarding 
constipation. Citation # 920012181.

Greenfield Care Center Of Gardena
16530 S Broadway, Gardena
B   $2000   Administration   Careplan   Notification   
Other   Patient Care   Patient Records   Patient 
Rights   Physical Environment   3/23/2016
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On 12/3/2016 a resident with dementia, Parkinson's disease, 
and no known family or friends was transferred from 
his facility to another with no notice to the Department 
of Public Health. Complaints were made after residents 
attended a resident council meeting about a construction 
project and some residents were being transferred to other 
facilities on the same day. The administrator stated that 
the facility would be undertaking a major renovation and 
configuration project. The administrator confirmed that he 
did not notify the Department of Public Health regarding 
the facility remodeling project. The facility was cited for 
failure to provide a written notice to the resident at least 30 
days before the resident was transferred to another facility. 
This violation is in direct relationship to the residents health, 
safety, and security. Citation # 910012133.

B   $2000   Administration   Careplan   Mandated 
Reporting   Notification   Other   Physical Environment   
3/23/2016

The facility was cited for failing to notify the Department 
of Public Health within 5 days of construction, remodeling 
or alterations to the facility's new sub-acute unit. As a 
result of the remodeling, nine residents were moved from 
their rooms to other rooms prior to the construction and 
remodeling. The assistant administrator stated that the 
administrative staff was not aware of the requirement to 
notify the department prior to any construction. These 
violations had a direct relationship to the health, safety, and 
security of all patients of the facility. Citation # 910012143.

B   $2000   Transfer   03/23/2016

On 12/3/2016 a resident with dementia, major depression, 
allergies, and no known family or friends was transferred 
from his facility to another with no notice to the Department 
of Public Health. Complaints were made after residents 
attended a resident council meeting about a construction 
project and some residents were being transferred to other 
facilities on the same day. The administrator stated that 
the facility would be undertaking a major renovation and 
configuration project. The administrator confirmed that he 
did not notify the Department of Public Health regarding 
the facility remodeling project. The facility was cited for 
failure to provide a written notice to the resident at least 30 
days before the resident was transferred to another facility. 
This violation is in direct relationship to the residents health, 
safety, and security. Citation # 910012139.

Intercommunity Care Center
2626 Grand Avenue, Long Beach
A   $20000   Neglect   Notification   Patient Care   
03/29/2016

The Department of Public Health received an anonymous 

telephone complaint on 10/23/13, alleging that a resident 
was weak, pale, and vital signs were not detected, but the 
charge nurse did not do anything and instead waited until 
4. a.m. to look at the resident. The facility failed to provide 
the necessary care and services for a resident when care 
was needed. Citation # 940012126.

Las Flores Convalescent Hospital
14165 Purche Avenue, Gardena
A   $15000   Patient Care   Staff (Inservice) Training   
05/06/2015

While transferring a resident to the shower room with a 
Hoyer lift, a CNA bumped a resident's foot on the doorway 
to the shower room resulting in a left foot fracture. During 
further interview, CNA 5 acknowledged the use of the Hoyer 
lift required a second staff person for physical assistance. 
The facility was cited for failing to properly use a Hoyer 
lift while transferring a resident to another room. Citation 
# 910011287.

Legacy Care of Pasadena
1570 N. Fair Oaks Avenue, Pasadena
A   $14000   Careplan   Decubiti (Bedsores)   Patient 
Care   03/16/2016

The facility failed to develop a care plan to address the 
prevention of pressure sores for a resident with mobility 
issues. The resident developed two large pressure sores 
on both heels of his feet due to the staff not properly 
assessing and monitoring the skin condition on his heels. 
Once the pressure sores became more serious, resulting in 
both heel sores turning from red to black over time, the 
staff failed to develop a plan of care to treat the pressure 
sores, or take pressure off the resident's heels while in bed. 
Citation # 950012052.

Leisure Glen Post Acute Care Center
330 Mission Rd, Glendale
A   $15000   Careplan   Patient Care   Supervision   
03/01/2016

A resident, determined by the facility to be at high risk for 
falls, and with dementia diagnosis, was left in her wheelchair 
unattended in the hallway. The resident unbuckled her self-
release belt and attempted to walk down the hallway, leading 
a fall and hip fracture, which required surgery to repair. 
The facility was cited for failure to properly assess the 
resident for the use of a self-release belt, failure to properly 
reposition the resident every two hours as required in her 
care plan, and failure to properly reassess the resident's 
prescription for drugs that increased her likelihood of 
falling. Citation # 920012245.
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Memorial Hospital Of Gardena D/P SNF
1145 W. Redondo Beach, Gardena
B   $2000   Decubiti (Bedsores)   Patient Care   
05/05/2016

A female resident with Stage III pressure sores was not given 
pain medication before her pressure sore treatment, for a 
total of 44 days between October 2015 and January 2016. 
Another female resident with multiple Stage IV pressure 
sores was not given pain medication before pressure sore 
treatment, for a total of 53 days between October 2015 and 
January 2016. The staff failed to assess the residents for 
nonverbal signs of pain. Citation # 930012207.

Pacifica Hospital Of The Valley D/P SNF
9449 San Fernando Rd, Sun Valley
B   $2000   Infection   Patient Care   05/18/2016

In January 2016, a resident was infected with MRSA (a 
contagious bacterial infection) after sharing a room for 
over a week with another resident who tested positive for 
MRSA. The facility failed to put the roommate who tested 
positive for MRSA in a single room, under contact isolation. 
A nurse admitted the facility lacked adequate space for 
residents who required contact isolation. The resident who 
was infected with MRSA was then transferred to a room 
with another resident who had a VRE infection (another type 
of contagious bacterial infection) putting both roommates at 
risk for infection from each other. The facility was cited for 
failing to establish an adequate Infection Control Program. 
Citation # 930012259.

A   $20000   Chemical Restraints   Medication   
06/19/2015

A 58 year old male resident with a spinal cord injury and 
a tracheostomy from a bicycle accident was given lithium 
and Seroquel despite having no psychiatric history. He did 
not have psychosis but was drugged to deal with his sadness 
and agitation. The facility failed to perform gradual dose 
reductions and did not react to drug irregularities noted 
by its consultant pharmacist. The resident was also getting 
other drugs with troubling interactions. The facility was 
cited for failing to ensure the resident's drug regimen was 
free from unnecessary drugs. Citation # 930011378.

Pacific Villa, Inc
3501 Cedar Avenue, Long Beach
A   $20000   Sexual Abuse   06/28/2016

On 4/2/15, a 70-year-old female resident diagnosed with 
dementia and schizophrenia reported engaging in a sexual 
relationship with an aide that involved oral and sexual 
contact. While disclosing the relationship, the resident 

sobbed uncontrollably.  A psychological progress note on 
5/22/15 indicated the resident was highly emotional  and 
agitated due to recent traumatic events.  The aides’ written 
statement confirmed the allegation.  The facility was cited 
for failing to prevent sexual abuse. Citation # 940012360.

Park Avenue Healthcare & Wellness Center
1550 N. Park Ave., POMONA
B   $2000   Dignity   03/23/2016

On 10/26/11, a CNA pushed an incontinent resident with 
Alzheimer’s disease to the patio with his diaper exposed and 
pants down to his feet, and walked away without pulling 
up his pants.  The facility was cited for failing to ensure 
that the resident was treated with consideration, dignity 
and respect. Citation # 950012144.

Rose Villa Healthcare Center
9028 Rose Street, Bellflower
A   $20000   Careplan   Injury   Neglect   Notification   
Other   Patient Care   Patient Records   Physical Envi-
ronment   02/12/2016

On 12/11/14 a resident at the facility was in bed while 
receiving oxygen attached to the his nose. The resident 
had a lighter and when he flicked the lighter the oxygen 
exploded resulting in first and second degree facial burns. 
When the resident was interviewed he mentioned that he 
was allowed to have his cigarettes and lighter by his bedside 
and was never educated about the facilities smoking policy. 
Other residents where interviewed and they said that there 
where no rules about smoking before the incident happened. 
Since then all residents that smoke are required to adhere to 
supervised smoking schedules and rules. The facility failed 
to ensure the resident's environment was free from accidents 
and hazards. The facility also failed to follow policy and 
procedures that provide smoking safety education, and 
failure to ensure residents did not have smoking materials 
at the bedside. Citation # 940011990.

Royal Oaks Convalescent Hospital
250 N. Verdugo Road, Glendale
A   $15000   Fall   05/13/2016

On 12/23/15, a resident with Alzheimer’s disease and assessed 
as high risk for falls and in need of one person physical 
assistance for transfer and walking, was left unattended 
while sitting in a wheelchair in the hallway. The resident 
attempted unassisted transfer and walking, and fell on the 
floor and fractured his right hip. He was transferred to 
the hospital for surgery, and suffered uncontrolled post-
operative pain which resulted in an additional procedure of 
an injection near the nerve to block pain. The facility was 
cited for failing to develop and implement interventions to 
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prevent falls and manage fall risk factors, and for failing 
to provide supervision and support during ambulation. 
Citation # 920012243.

Royal Oaks Manor - Bradbury Oaks
1763 Royal Oaks Drive-North, Bradbury
A   $10000   Medication   Patient Care   06/03/2016

On 8/1/15, a female resident with back problems and anxiety 
received an overdose of Methadone (a pain medication) and 
Ativan (an anti-anxiety drug) by two nurses during the 
same shift.  The first nurse administered both drugs but did 
not sign them out on the computer before going on break.  
Unaware of the previous administration, the second nurse 
gave a duplicate dose of Methadone and Ativan, causing 
the resident to demonstrate side effects of over-sedation: 
garbled speech, drooling from the mouth, difficulty to 
arouse, and drowsiness.  The facility was cited for failing 
to follow the facility’s policy on Medication Administration 
Record and document the administration of Ativan and 
Methadone. Citation # 950012031.

Royal Palms Convalescent Hospital
630 W. Broadway, Glendale
A   $15000   Careplan   Decubiti (Bedsores)   Neglect   
Patient Care   05/12/2016

On 12/11/15 a resident hospitalized for fever, vomiting, and 
a blood transfusion was noted with multiple bedsores on 
the lower back and buttocks, and a right heel deep tissue 
injury. A medical record review showed no evidence of 
a weekly skin check nor a 24-hour flow sheet indicating 
the resident was turned and positioned every two hours.  
The Director of Nursing and a licensed nurse stated the 
resident had reddened areas on admission, but both staff 
members were unable to locate the documentation or 
physician notification of the pressure ulcers.  The facility 
was cited for failing to assess, identify, evaluate and treat 
the pressure sores. Citation # 920012244.

Royal Terrace Health Care
1340 Highland Ave., Duarte
A   $16000   Medication   05/17/2016

On 7/19/14, an LVN who worked part time in the facility 
and was not familiar with the residents gave a 63 year old 
resident three medications that were supposed to be given to 
her roommate.  She did not notify the resident’s physician, 
but was instructed by two licensed nurses to write in the 
clinical record that the physician was notified.  On 7/20/14, 
the physician was called because the resident had a blank 
stare, slow responses to stimuli, slurred speech, weak hand 
grips and was unable to stand.  He ordered her transfer 
to the hospital, and she was admitted as unresponsive 

and not arousable despite pain stimulus. The resident was 
hospitalized for eight days until she gradually improved on 
all fronts and was discharged back to the facility. Citation 
# 950012073.

B   $2000   Physical Abuse   05/22/2015

On 6/18/13, a female resident informed her daughter that 
two unknown aides on the evening shift twisted her hands. 
The daughter notified an employee, the Abuse Coordinator, 
the same day and was informed that the facility would 
conduct a thorough investigation.  Another employee stated 
the investigation found the allegation unsubstantiated, but 
there was no investigation report.  The facility faxed a 
written report of the alleged incident on 6/22/13; and was 
cited for failing to report suspected abuse to the Department 
within 24 hours.  Citation # 950011504.

St. John Of God Retirement And Care Center
2468 S. St. Andrews Place, Los Angeles
A   $20000   Injury   Medication   Physical Abuse   
06/16/2016

On 3/5/11 at 3:30 am, a resident was hospitalized with multiple 
facial fractures and lacerations after being assaulted while 
in bed by his roommate. A nursing assistant responded after 
hearing the attack, observed the roommate standing over 
the bed of the victim while hitting him in the face with 
both hands, and saw blood all over the resident's face. 911 
was called. The hospital report indicated that the resident 
had been "beaten by his roommate very badly many, many 
times on the face, ear, nose and eyes." He was treated for 
head trauma and required multiple surgeries. Prior to the 
attack, the resident who committed the assault had been 
pacing the hallway for two hours, shaking the exit door 
and showing signs of anxiety, agitation and restlessness. 
The facility was cited for failing to assess these symptoms 
and promptly report them to his physician and failing to 
administer a prescribed medication to relieve the symptoms. 
Citation # 910012328.

Sylmar Health And Rehabilitation Center
12220 Foothill Blvd., Sylmar
B   $2000   Patient Care   Physical Abuse   Physical 
Restraints   05/04/2016

On 2/20/14, an altercation between a 32 year old male 
resident, diagnosed with schizoaffective disorder, and an 
employee occurred.  The dispute started when the resident 
kicked the employee’s hand as a joke.  The fight’s details 
differ from the resident’s and employees’ story. After hearing 
about the fight, a second employee entered the room, saw 
the employee holding the resident down on the bed, and 
documented a skin tear on the resident’s upper lip.  The 
employee was terminated five days later for ignoring the 

Fall 2016 CANHR Advocate SC-7



facilities’ “Buddy System” policy.  The facility was cited for 
failing to ensure staff restrained residents with assistance. 
Citation # 920012214.

AA   $75000   Careplan   Neglect   Supervision   
07/15/2016

On 2/23/13, a 40 year old resident committed suicide 
by placing a rope around his neck and hanging himself. 
Several days prior to his death, on 2/17/13, the resident 
had attempted to kill himself in his room by putting the 
curtains around his neck. The facility had placed him 
on 1:1 supervision until the day after the original suicide 
attempt, then on 15 minute checks until 2/21/13. There was 
no plan of care for suicide prevention at the time of his 
death on 2/23/13 and the facility had not developed specific 
interventions to prevent the resident's suicide. The facility 
was cited for failing to provide adequate supervision and 
services to prevent the resident from committing suicide, 
including its failures to revise his care plan after the first 
suicide attempt and to ensure his environment was free of 
dangerous items. Citation # 920011839.

Topanga Terrace
22125 Roscoe Bl., Canoga Park
AA   $75000   Neglect   07/15/2016

On 9/22/13, a resident who suffered from chronic respiratory 
failure died after pulling out his tracheostomy tube (a tube 
inserted into his windpipe to enable breathing). Twice 
in the days before his death, the resident pulled out the 
tracheostomy tube on 9/17/13 and on 9/18/13. The tube 
was reinserted each time but the interdisciplinary team did 
not update the resident's care plan to include interventions, 
such as properly tying or anchoring the tube, to assure the 
resident would not be able to remove it. The Respiratory 
Therapy Director and Director of Nursing stated one-to-
one monitoring should have been assigned to the resident 
after the first incident. The facility was cited because it 
failed to provide continuous monitoring, to secure the 
resident's tracheostomy tube and to update his care plan 
to include necessary interventions. As a result, the resident 
pulled out the tube three times; the third event resulted in 
respiratory distress that led to cardiopulmonary arrest and 
death. Citation # 920012159.

Verdugo Valley Skilled Nursing & Wellness Centre
2635 Honolulu Avenue, Montrose
A   $15000   Fall   Injury   Neglect   Notification   
03/18/2015

On 11/29/12, a resident fell and was found on the floor, 
screaming and yelling. The fall resulted in severe pain 
from a fracture to her left knee and injuries to her right 
thumb and hand. Despite her complaints of pain, the 

resident was not transferred to the hospital until 36 hours 
later. According to the medication records, she was not 
provided pain medication to control her pain during this 
time. The facility was cited for failing to: ensure the resident 
received prompt medical evaluation and treatment; notify 
her physician immediately after she fell; and notify her 
court appointed conservator that she sustained a fractured 
left knee from the fall. Citation # 920011285.

Verdugo Vista Healthcare Center
3050 Montrose Avenue, La Crescenta
A   $20000   Fall   04/20/2016

On 4/18/12, a resident who was high risk for falls and needed 
assistance with care due to a stroke, was hospitalized after 
falling from a mechanical lift while being transferred. The 
fall resulted in a serious head injury that required staples 
and left the resident in a constant state of pain. The CNA 
who was working the lift by herself said that she had placed 
the resident in the lift's sling and hoisted her all the way 
up when one of the four hooks came loose causing the 
resident to fall to the floor. The interview with the CNA 
revealed that the lift had not been working properly and 
that there wasn't any documentation to show that preventive 
maintenance had been done on the lift. The facility was 
cited form failing to provide adequate supervision of the 
resident and to ensure that equipment was maintained in 
safe operation condition. Citation # 920012029.

Villa Maria Elena Healthcare Center
2309 N Santa Fe Ave, Compton
A   $20000   Physical Environment   03/02/2016

On 10/6/14, a 70 year-old male with Parkinson's disease 
and assessed as a high risk for falls was admitted. On 10/9 
and was discovered dead in bed with his head protruding 
through the large open middle side rail middle space while 
his body was hanging off the bed onto the floor. During 
an interview, the director of nursing (DON) stated that the 
resident was supposed to be checked on once per shift and 
the DON mentioned that he would scream all the time, 
but couldn't make his needs known. The resident had been 
prescribed several mood-altering medication (Seroquel, 
Haldol, Lorazepam) for his agitation via a G-Tube was 
supposed to have  bilateral side rails for reposting and as 
a fall precaution. The investigation  noted that the resident's 
side rails were not in compliance with FDA Guidelines 
for side rails. The facility was cited for failure to follow 
standard bed safety and failure to closely monitor an agitated 
resident. Citation # 940012049.

Western Convalescent Hospital
2190 W Adams Blvd, Los Angeles
A   $20000   Fall   Injury   Patient Care   04/19/2016
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On 8/11/15 a female resident diagnosed with Alzheimer’s, 
depression, and insomnia, who was prescribed psychotropic 
medications, managed to get out of her wheel chair, walk, 
and fall fracturing her right thigh bone with protrusion of the 
bone.  Prior to the fall, the resident had stated she wanted 
to get home to check on her kids. The facility staff failed 
to appropriately re-direct the resident, failed to monitor 
for unassisted transfers and walking, failed to monitor 
adverse affects from psychotropic drugs, failed to notify the 
family and doctor during change of behavior or condition, 
and failed to ensure the licensed nurse implemented the 
Nursing Care Essential Duties and Responsibilities.  The 
aide assigned to the resident stated she had a caseload of 
16 residents that day. Citation # 910012200.

Windsor Palms Care Center of Artesia
11900 East Artesia Blvd, Artesia
B   $2000   Infection   Mandated Reporting   Patient 
Care   05/26/2016

The facility failed to implement an infection control program 
to prevent a scabies outbreak. Between January 2015 and 
March 2016, there were at least 40 residents who contracted 
scabies. Some residents had the rash for as long as seven 
months at the time of the Department's investigation. The 
facility was cited for failure to follow the Department's 
recommendations for infection control, failure to provide 
contact isolation and prevent roommates from contracting 
scabies, and failure to report a scabies outbreak to the 
Department. Citation # 940012232.

B   $2000   Patient Care   Physical Abuse   05/26/2016

The facility failed to ensure a resident had the right to be 
free from physical abuse when the facility's housekeeper 
staff observed a certified nurse assistant push and hit a 
resident. The CNA stated that she heard a "slap" followed 
by the resident crying out "She's bothering me!" The facility 
was cited for failing to protect a resident from physical 
abuse. Citation # 940012227.

Woods Health Services
2600 A Street, La Verne
B   $2000   Patient Care   04/11/2016

On 1/13/15, the facility was informed by a family member 
that a relative, who was a former resident of the facility, 
had tested positive for influenza A after he died at the acute 
care hospital. On 1/14 the facility was instructed by the 
Public Health Nurse (PHN) to start listing persons who may 
have been associated with an outbreak. On 1/15, the PHN 
performed nasal swab test on six residents that had shown 
symptoms of influenza On 1/18, four of six tested positive 
and two of those died. On 1/9 through 1/16 there were 
23 residents that had episodes of coughing. The facility's 

report to the Department about the outbreak wasn't sent 
until 1/26. The facility was cited for failing to report the 
outbreak within 24 hours as require. Citation # 950012179.

Merced County
Anberry Nursing and Rehabilitation Center
1685 Shaffer Road, Atwater
B   $2000   Medication   Patient Care   06/01/2016

The facility failed to ensure that a resident received the 
required medication necessary for dealing with severe 
pain. The resident's handwritten physician's order for 
administration of pain medication was carried out for 
moderate pain and no order was placed for severe pain. 
The resident ended up having 20 episodes of severe pain 
managed with pain medication prescribed for moderate-
pain. Citation # 040012299.

Riverside County
Community Care And Rehabilitation Center
4070 Jurupa Avenue, Riverside
B   $2000   Mandated Reporting   Sexual Abuse   
05/09/2016

The facility was cited for failure to report a suspected 
incident of sexual abuse. A female resident who was 
nonverbal and lacked capacity to understand and make 
decisions was transferred to the emergency room on 
6/10/15 with altered level of consciousness. Hospital staff 
found bruising, blood, and skin tears to her vaginal wall, 
indicative of sexual assault. The hospital social worker 
contacted the facility administrator, who failed to report 
the incident to the Department, placing all 136 residents 
at the facility at risk for abuse due to lack of a thorough 
investigation. Citation # 250012229.

Providence Mt. Rubidoux
6401 33rd Street, Rubidoux
B   $1000   Verbal Abuse   04/19/2016

On 12/15/15, a resident was verbally abused by a CNA 
who told him to "shut up and (expletive) off!" after the 
resident told the CNA that his clothes were in the wrong 
closet. After that happened, another CNA put his call light 
on the floor. The resident was a 55 year-old male who was 
admitted to the facility in September of 2014 after suffering 
a stroke. The resident complained to three other CNAs 
about what had happened and the incident was witnessed 
by the resident's roommate. The CNAs never reported the 
incident to the facility''s Director of Staff Development, 
who consequently never notified the Department of Health 
as required by law. The facility was cited for failure to 
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keep the resident free from verbal abuse and intimidation. 
Citation # 250012202.

Providence Orange Tree
4000 Harrison Street, Riverside
B   $2000   Dignity   Patient Care   07/20/2016

On 2/19/16, the California Department of Public Health 
arrived at the facility to investigate two complaints. In the 
first complaint, a 69 year-old female resident diagnosed with 
a stroke, was noted with dried brown matter across her 
forehead, on her clothing, bedding, and privacy curtain. At 
approximately 9:45 am, the staff was noted going in and out 
of the patient’s room but no one attended her needs, despite 
the obvious odor of bowel movement. The assigned aide 
stated that due to short staffing, she was unable to check 
the resident after 6:30 or 7 am. In the second complaint, 
a 44 year-old male patient who was blind sat in his own 
soil for extended period of time until assistance came. The 
Director of Nursing stated residents should be checked every 
two hours. The facility was cited for failing to promote care 
and an environment that enhances each resident’s dignity. 
Citation # 250012389.

San Diego County
Emeritus at Carmel Valley
13101 Hartfield Avenue, San Diego
B   $2000   Evictions   06/16/2016

A resident with multiple injuries from an auto accident was 
hospitalized on 5/2/16 after hitting his head. The next day 
the hospital wanted to send the resident back but the facility 
refused, stating he required too much care. There was no 
evidence that the resident's condition had deteriorated or that 
he needed more care than the facility could provide. The 
facility was cited for failing to readmit the resident despite 
myriad laws requiring it to do so. Citation # 080012326.

La Paloma Healthcare Center
3232 Thunder Drive, Oceanside
B   $2000   Mandated Reporting   Sexual Abuse   
02/04/2016

The facility was cited for failing to report an allegation of 
resident abuse within 24 hours. On 9/7/15, a family member 
called the facility to report that the female resident said a 
CNA who was cleaning the resident after a bowel movement 
placed a finger in her vagina. On 9/14/15, the DON was 
interviewed and stated the Administrator decided the 
allegation was not abuse and failed to report the allegation 
to the Department until after the police came to the facility 
to interview the resident. Citation # 080012010.

Las Villas Del Norte Health Center
1335 Las Villas Way, Escondido
B   $2000   Bed Hold   05/05/2016

A nursing facility must establish and follow a written policy 
under which a resident whose hospitalization or therapeutic 
leave exceeds the bed-hold period under the State plan. 
The facility refused to re-admit a resident after the resident 
had received treatment for 8 days. In addition, the facility 
was cited for failing to establish a policy which allowed 
for readmission to the facility upon the first available bed, 
when the seven day bed hold period had lapsed. Citation 
# 080012219.

Tulare County
Kaweah Manor Convalescent Hospital
3710 West Tulare Ave, Visalia
B   $2000   Mandated Reporting   Sexual Abuse   
07/06/2016

On 4/30/16, a male visitor was seen moving his hand 
back and forth in the female resident’s groin area under 
the resident’s sheet. Medical records indicate the female 
resident did not have capacity to understand and make 
medical decisions. Two aides witnessed the event.  The 
nurse informed the responsible party and the administrator. 
The facility was cited for failing to notify the California 
Department of Public Health of the alleged abuse within 
24 hours. Citation # 120012372.

Tulare Nursing & Rehabilitation Center
680 East Merritt Avenue, Tulare
A   $20000   Patient Care   07/18/2016

A 91 year-old female resident  with dementia was sent to 
the hospital emergency room on 4/12/16, after being found 
unresponsive in her room. The hospital's report indicated 
the resident had severe dehydration upon admission to 
the ER. The resident had lost 12 pounds between 3/29/16 
and 4/12/16. The care plan required one person to assist 
the resident while eating, but during an observation on 
4/22/16, no staff cued the resident to drink or assisted in 
bringing the cup to her mouth. The Registered Dietician 
(RD) noted swallowing and chewing problems. The RD 
made no recommendations, and staff did not document 
interventions to address the refusal to eat beyond the RD 
recommendation. The facility was cited for failing to maintain 
acceptable parameters for nutritional status and ensure the 
resident receives a therapeutic diet. Citation # 120012380.
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