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Woods Health Services 2600 A Street
LA Verne, CA 91750

F 0580

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations
(injury/decline/room, etc.) that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to follow its own Unusual Occurrence Reporting policy,
which requires that unexpected resident deaths be reported to the State Licensing Agency within 24
hours.This failure resulted in a delay of state regulatory notification, which has the potential to delay
timely oversight, review, and investigation of resident safety incidents.Findings: During a review of
Resident 1's admission Record (AR), the facility admitted Resident 1 on [DATE], with diagnoses
including pneumonia (a lung infection), and sepsis (a life-threatening complication of an infection).
During a review of Resident 1's History and Physical (H&P), dated [DATE], the H&P indicated
Resident 1 had the mental capacity to make medical decisions. During a review of Resident 1's
Nurses' Note, dated [DATE], the Nurses' Note indicated Resident 1 died on [DATE]. During an
interview on [DATE] at 1:30PM with the Administrator, the Administrator stated the resident's death
was considered an unusual occurrence because it was not expected and acknowledged the report
was submitted past the 24-hour requirement. During a review of the facility's policy and procedure
(P&P) titled, Unusual Occurrence Reporting Policy, the policy stated: All unusual occurrences,
including unexpected resident deaths, must be reported to CDPH (State Licensing Agency) within 24
hours of identification.

056083 1

07/18/2026




