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| The fofiowing reflects the findings of the
'Department of Public Health during a Complaint
| Investigation visit: ]
iCLASS AA CITATION — PATIENT CARE |
:82-1313-0008483-F | . . .
Complaint(s): CA00246399 Preparation and/or execution of this
IPlau of Correction does not constitute
-|Representing the Departmenit of Public Health: admission or agreement by the Provider.
Surveyor ID # 12774, REHS f the truth of the facts alleged or
o conclusion set forth in this statement of
The inspection was limited to the specific facility Ee__ﬁplencles. The Plan of Correction is
event investigated and does not répresent the prepared and/ 0".“'““““’150"”'3’ .
findings of a full inspaction of the faility. pecause it is required by the provision
! f federal and state law.
§483.25(h} Quality of Care - Accidenis This plan of correction constitutes the
F323 - The Facility must ensure that; facility’s credible allegation of
1. The resident environment remains as free of compliance,
accident hazards as is possible; and
2. Each resident receives adequate
supervision and assistance devices to prevent
accidents,
on [ 2010 the Deparment received
a written complaint that alleged Resident 1, who
was at a high risk for falls, was found on the
floor and no one in the facility knew how tong
he had been there. On I 2010, at
8:15a.m. the resident was ftransferred fo an
acute care hospital where he was placed on life
support for three days, unfil he was
proncunced dead due to blunt head trauma. !
On October 29, 2010, an unannounced visit was
made to the faciity to investigate the above
allegation. |
Event ID:FI4Z11 1212142011 9:40:50AM
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that other safaguards provide sufficient protection to the patients. Except for nutwirg homes, the findings above are disclosable 90 days foliowing tha date
of survey whether or not a plan of comection is provided. For nursing homes, the abave findings and pians of correction are disclosabla 14 days following
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_: Continued From page 1 I

Based on ohservation, interview, and reoordi _ :

review, the facility failed to ensure Resident 1, ! : i

‘who had a history of falls and was assessed as ; i :

being a high risk for falls, received adequate |

supervision and necessary care to prevent !

severe fatal brain injury fr a fall e

- on’:’sample o (?‘}‘ om @ fall for one out F323- 483.25(h) Free of Accident/

Hazards/ Supervision/ Devices

A review of the ~Skiled Nursing Facility's PO

admission record dated MENENNNENNEN 2010, at ¢ The facility will make every

11 p.m. indicated Resident 1was an [Jvear-old rea'sonable ef_’fort that each.

admitted from the acute care hospital affer resident e::lvn'cmment Temains as

being hospitalized for a fall and for hematuria free of accident/ hazards as

(blood _in_the urine) fom o poss_lble; and that each re.51.dent

| 2010. The resident had the first receives adequate supervision and

fall at an Assisting Living Faciity and had assistive devices to prevent

sustained a laceration to his left forehead that accidents.

was repaired with sutures at the hospital. The . .

cranial  computerized  tomography (CT)  scan Res.lfient #1 is no longer at the

dated [ 2010, core after the first facility.

falt indicated there was no evidence of acute

hemorthage (profuse bleeding) from the first

fat. However, the resident did not return to the

Assisting Living Faciity because he required

Skilled Nursing Care.

The residents admission diagnoses to

skiled nursing facility (SNF)  included

post  fali, history of fafls, hematuria,

wound of the scalp, wurine retention,

hypertensien, and benign prostate

hypertrophy(enfargement of the prostate

leads to symptoms of urinary hesitancy and |' |

12f21/2011 9:40:50AM
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| Continued From page 2 .
frequent and painful  urination)  without urinary !
g obstruction.
| ; |
{The Fall Risk Assessment dated [N ;
and ll 2010, indicated the resident scored WM :
and WWrespectively. According to the fall '
assessment tool, a score of 10and above :
represents a high risk for falls. The fall risk | - |
agsasct;ment also mchcated. the resident was i e  Curent residents who have both
disoriented at all times, ambulatary, :  history of falls within the last 3
incontinent, had poor wision, and had a 3 mbr?ﬂ?s and are high risk for falls
balance problem while standing and walking. o h will be re-asse { by the
The admission physician's order dated : ;’;?‘g‘g}“::ggea‘dev“d? esure
September 5, 2010, indicated the resident was " thpimewen tions thet ar epuse il
suppeosed to have both side rails up while in and effective in the preventions
bed.. ' : . of resident falls, These
. . . essm ill be
The Physical ~ Restraint/Device  Assessment aiirterl enails d“:; char(llogif
dated _ 2010, indicated the S dition docurs. b ogin -
resident's  cognitive  status,” memory, ~and N newly admitted E&sidents wh;: are
hearing were impaired and he required assesz ed as high risk and have
assistance for transfers. history of falls will be provided
i with assistive devices such as a
There was a care plan infiated on (N bed alarm when indicated and
B 2010, that indicated the resident had a fall in will be placed on the Fall
the last 30days and was a fall nrsk. The Prevention program. These
approach was o keep the bed in the Jowest approaches will be r.e flected on
positon with both upper side rails up for the residents plan of care and will
turning and repositioning, and to include the be implemented ' dingly. IDT
resp‘ent in the “Restrrf\mt A!tel;’natwe Pr_olgilram reassessments for these residents
'(szlch includes  specially ordered  highflow will be done weekly x 4 and as
eds). . change of condition occurs.
The care plan also indicated the resident ! |
i
Event [D:Fl2211 12212011 9:4(150AM
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| Continued From page 3 ;

i"required exiensive assistance in  bed mobility, .
itransfers, walking in his room, and eating, and

| was totally dependent on staff for dressing, : :

ipersonal  hygiene, and bathing. The plan of =‘

jcare however, did not specify how the nursing

staff members would be able to remind a l

resident assessed as disoriented, not fo get up i

unassisted. _ l

During an interview with the Directar of Nursing | * g;iﬁtg::tgf S:;Ig];;;n;? 2011

(DON Jafter review of the care plan, she stated ' re: Fall Prevention/ Free of

the Resfraint Alternative Program means the Accidents/ Hazards/ Supervision/

use of a low bed, remind the resident not to get Devices.

up unassisted, and side rails up for positioning.

However she stated ‘there was noj o Licensed Nurses and Certified

documentation fo address what  interventions Nursing Assistants were in

the Restraint Alternative Program included. serviced by DON on February 9,
10, 11 2011 with the utmost

According to the Daly and Q (every) Shift ;?nggna;j;’;l’;ﬁﬁ:‘ g

Charting form dated [ 2010 1am.| anticipate their needs, provide

(two hours after the resident was admitted to supervision and or ﬁ'équent

the facilty), Certified Nurses Assistant 1(CNA 1) : _ scheduled nursing rounds to

found the resident on the floor trying to crawl, monitor residents safety

saying he had to go to his “office.” According to including, application of

the licensed nurse's note, the resident had a monitorin,g device in order to

bump on his left upper forehead that measured assist resident before an incident

2 centimeters {em) by 2cm. The sutures on the of fall occurs. These in-services

forehead from the previous fall were opened - will be ongoing to assure that

and there was a small amount of bleeding. The residents will receive adequate

resident was put back to bed. There was no supervision and that staff will

documentation to show how long the resident provide the appropriate assistive

had been on the floor. And there was no devices when indicated to prevent

documentation whether the bed was in the

“lowest position” as indicated in the initial care [

Event IDxFI4Z11 1202142041 9:40:50AM
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Agwi - izfz(u

Any deficiency statement ending with an asterisk {*) denctes a deficiency which the institution may be excusefi from comecting providing it is determined
that other safeguards provide sufficient protection to the patients. Except for nursing homes, the findings: ¢ ara disclosable 90 days foliowing the date
of survey whether or not a plan of comection Is provided. For nursing homes, the above findings and plans of comection ara disclosabla 14 days following
the date these documents are mada availabk to the facility. If deficiancies are cited, an approved plan of correction is requisits to continued program
participation. :
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i Continued From page 4 f ' ) . f
! P28 ? accidents. In addition QA Nurse
|plfan.  There was a two hour interval between . Consultant, facility |
ithe time the resident was observed alett, and Administrator and DON

] the time he was observed on the floor,

; provided an in service to facility
) : ; staff on February 16,2011 and
|A review of the Post Fall Assessment dated ; is on-going on the New Fall
M °010, 100am. indicated, the ! Prevention Program. These
resident was found on the floor next to his bed, inservices and trainings will be
alert and confused, kneeling and crawling. ; | held on goirig basis.
According fo the assessment, the side rails
'were in an upward position. However, the post
|fall - assessment did not indicate how the
resident managed to fall out of bed with both
siderails in an upward position. In addition, the
implementation of the care plan to keep the
bed in the lowest positon was unknown. The
notes indicated that the physician was notified
and orders for a skull x-ray and neuro checks
every 2 hours for 72 hours were obtained,

The  Neurvlogical Observation Form  dated

B o0, fom f30am. to 6am. e Effectiveness of this plan of
indicated the residenf's neurological status was correction will be monitored by
not monitored as ordered by the physician. For IDT during routine rounds to
example, according to the Neurclogical assure that the Fall prevention
Observation Form  sections that called for program is in place. Additionally
assessment of the residents pupil sizes and DON and DSD and Rehab
reactions, responsiveness, and neurclogical Director will monitor
conditions of the extremities, were blank and effectiveness of inservices,
not assessed. trainings and compliance during
rounds. Any deficient practice(s)
The skull x-ray report dated NI 2010, will be immediately addressed.
done at 4:24am., indicated the multiple views Furthermore, facility
of the skull demonstrated a normal ossification Administrator/Designee and

pattern, There was ne linear or denressed
fracture. The orbits were grossly intact.

Event ID:Fl4Z11 121212044 9:40:50AM
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATUR TITLE 8) PATE
AOw. I‘Wﬁl r ¥
Any deficiency statemant ending with an asterisk (*) denotes a deficiency which the institution excusad from comecting providing it is detarmined

that other safeguards provide sufficient protection fo the patients. Except for nursing homes, the fiAdings above are disclosabie 90 days following the date
of survey whether or not a plan of correction is provided. Far nursing homes, the above findings and plans of comrection are disclosable 14 days following
the data these documents are made available te the facilily. If deficlancies are cited, an approved plan of correction is raquisite to continued program

participation.
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DEPARTMENT OF PUBLIC HEALTH

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
055141 B. WING 01/27/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
FOUNTAIN VIEW SUBACUTE AND NURSING 5310 FOUNTAIN AVE, LOS ANGELES, CA 90029 LOS ANGELES COUNTY
CENTER
{X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D . PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETE
TAG ; REGULATORY OR LSC IDENTIFYING TNFORMATION) TAG REFERENCED TO THE APPROFPRIATE DEFICIENCY) DATE
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;:Continued From page 5 :
’ DON/designee will also monitor
: ! compliance by randomly
I|A r.?view of the Daily and Q (every) Shift | i ;Egﬁgﬁf g‘uc;sr?is;a;i;fmd:r &1]115
|F3h§mng dated _ 2010, at 7:.5 5 a.m.! ;' assistive devices areappliedto |
indicated the (es:(i.ent was. not responding fto ! i prevent accidents according to |
touch, vgrbal shmuh, gnd his eyes were closed. il physician’s orders.-Trends-- i
The resident's vital signs were: blgoq pressure 5 regarding the delivery of
fwas 130/64, pulse was 100, respirations wer_’e: ! service/care, as well as Plan of
20, tgmperature was _97.8 degrees  Fahrenheit, i Correction and compliance will
and his o_xygen saturation was 096 percent (%) i be shared at the Quality
on room air. The physician was notified and the Assurance Committee meeting
paramedics transferred the resident to the for further recommendation and
acute care hospital emergency room. follow up.
On October 20, 2010, at 145pm. during * S;gwﬁx%ﬁnﬁoggﬁm
interviews with the DON and the Administrator ) ’
(AS 1), the DON explained the “'Restraint
Allernative Program™ included the use of a ‘low
bed" (specially ordered bed that is lower than a
normal bed), to remind the resident not to get
up unassisted, and side rails up for positioning.
AS 1lstated the faciity uses low beds and
wheelchair alarms (for residents assessed as a |-
high risk for falls). He stated he thought the
faciity had 24 hours after admission to obtain
equipment, including Resident 1's  special
“highflow” bed. According to AS 1, the facility's
regular bed, which can be lowered to a height
of two feet above the floor, differs from the
"highflow bed” which can be lowered to 12
inches above the floor (from the bottom of the
frame, not the top of the mattress). According
to AS 1, if a resident attempts to get out of bed
unassisted, he/shea would roll out of bed onto
Event iD:Fl4Z11 1212472011 9:40:50AM
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
Ay, 22y
Any deficiency staternent ending with an asterisk (*) denotes a deficiency which the institution may e exgused from correcting providing it is determined )
that other safeguards provids sufficient protection to the patients. Except for nursing homes, the findings above are disclosable 90 days following the date
of survey whether of not & plan of comection is provided. For nursing homes, the above findings and plans of comection are disclosable 14 days following
the date these docurnents are made available to the facility. If deficiancies are cited, an approved plan of coreciion is requisite to continued program
participation, :
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Continued From page 6

ithe floor and nrot fali. However, he did not :
explain how the resident would roll out of bed '
onte the floor if both bedside rails were in an
upward position as ordered by the physician.

During an interview with Family Member 1 (FM
1) on November 1, 2010, at 10:45a.m., she
stated she called the faciity a¢ 9am. on
I 2010, to check on Resident 1. At
that time, she was informed the resident had a
fall, was unresponsive, and was transferred to
the acute care hospital emergency room.
According to FM 1, she rushed fo the acute
care hospital and observed the resident with a
knot about the size of a goose egg, on the loft
side of his head behind the laceration
sustained on a previous fall at the Board and
CarefAssisted Living Facilty. When she asked,
the doctor at the haspital informed her that the
resident was unconscious an unknown period
of time,

According fo the Emergency Room (ER) report
dated I 2010, the resident was
unresponsive on arrival to the ER and was
admitted to an intensive care unit (ICY for a
higher level of care after he was intubated
(insertion of a tube into the frachea for assisted
or mechanical breathing). At the hospital, while
the resident was having a (CT) scan, he had
venfricular  tachycardia (abnormally rapid and
ineffective heart beats), a ‘“"code blue" was
called and the resident had cardioversion [a

medical procedure performed to resfore a

. THIS PAGE LEFT BLANK
INTENTIONALLY

Event ID:FI4Z11
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| Continued From page 7

normal heart rhythm for people who have |
certain  types of abnormal heartbeats |
Narrhythmias)) performed and  normal  sinus
rhythm was established. The CT scan revealed
a large subdural hematoma (SDH) that
measured 3 centimaters with midline  shift and|
radiographic  evidence of brainstem  hemiation |

|
I

|{deadly side effect of very high. pressure inside |

the skull that occurs when the brain  shifts
acress structures within the skull).

The resident was diagnosed as having a large
left subdural hematoma {a collection of blood
on the surface of the brain usually caused by a
serious head injury and often requires surgical
intervention), There was no surgical procedure
performed. The neurological evaluation  from
the General Acute Care Hospital deemed the
resident a poor surgical candidate and no
intervention was  offered. He was made
‘comfort measures  only”. The resident's
neurological status worsened and he was

pronounced dead on [ 2010 st

11.20 arm.

A review of the Cerlificate of Death dated

2010, obtained from the acuta
care hospital revealed the cause of death was
"Blunt Head Trauma" from a ground level fall at
the nursing home.

On November 1, 2010, at 348p.m., during an
interview CNA 1stated that Registered Nurse 2
(RN 2) found the resident on the floor and

called her to the resident's room {o help put the

F

THIS PAGE LEFT BLANK

INTENTIONALLY
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TAG . REGULATORY OR LSC IDENTIFYING INFORMATICH) : TAG

;! Continued From page 8

il resident back fo bed. The resident was too big, !
s0 she, with the assistance of RN 2and RN 3, ;
put the resident back to bed. According to CNA | :
1, she asked the resident why he did not cafli
for help, and he replied he had to get ! ;
something from his home. CNA 1further stated

the resident was bleeding from his eyebrow, i.

but she did not remember: which one. CNA 1 : l. THIS PAGE LEFT BLANK
stated the resident, who was in Room 33, had " INTENTIONALLY

an alarm on his bed, but she could not hear it '
because she was in Room 4at the tme of the
resident's fall. However, the plan of care did
not indicate a bed alarm had been appiied, and
if one was applied as indicated by CNA 1, it was
not audible enough to alert the nursing staff
members.

On December 14, 2010, at 10:05 a.m. during an
interview, RN 2stated on the day of the
incident he saw the resident sitting on the floor
while he was on his way fo the supply room.
According to RN 2, when he asked the resident
if he was ok, the resident responded he was
fine. RN 2stated he called for CNA 1and RN 3.
RN 3checked for injuries while the resident was
stil on the floor. After a few minutes all three
employees put the resident back to bed. RN 2
stated he saw a bruise on the residenfs
forehead but he could not remember which
side. He also stated he could not remember if
the bed used was in a fow position. When
asked about the bed alamm, RN 2stated he did
not hear the sound of a bed alam. According
o RN 2the bed alarm, when activated, would
continue o sound until it is reset,

9:40:50AM

Event ID:F14Z1+ 1272112011
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE '
| [‘A/fu

A,

) DATE

if

Any deficiency staterrent ending with an asterisk (*) denotes a deficiency which the institution may by exclsed from commecting providing it is determined
that other safeguards provids sufficient profection to the patients. Except for nursing homes, the findings above are disclosable 90 days following thae date
of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following
the date these documents are made avallabla to the facllity. If deficiencies are cited, an approved plan of corraction is requisite to continued program

participation.
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gD SUMMARY STATEMENT OF DEFICIENCIES D : FROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENGY MUST BE PRECEEDED BY FULL ¢ PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- . COMPLETE
TAG ; REGULATORY OR LSC IDENTIFYING INFORMATION) TAG " REFERENCED TO THE APPROPRIATE DEFICIENGY] DATE
I Continued From page 9 ;
. THIS PAGE LEFT BLANK
IThe facility falled to ensure Resident 1who had i INTENTIONALLY
a history of falls and assessed as being at a
high risk for falis received adequate :
supervision and necessary care to prevent
severe fatal brain injury from a fal for one out
of one sample residents {1).
The above 'violation presented either imminent | :
‘|danger that death or serious harm would result |
P . T I
of ‘a " substantial probability that death or
serious physical harm wouid resuft and was a
direct proximate cause of death of Resident 1.
_ [
Event ID:F14211 _ 1221/2011 9:40:50AM
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE
MM « (e { i
Any deficiency statement ending with an asterisk {*) denotes a deficiency which the instifuion may b\?:used from correcting providing it is determined
that othar safeguards provide sufficient protection to the patients. Except for nursing homes, the findings above are disclosable 90 days following the date
of survey whether or not a plan of correstion is provided. For nursing homes, the above findings and pians of correction are disclosable 14 days following
the date these documents are made available to the facility. If deficiencies are cited, an approved plar of comraction is requisite fo continued program
participation.
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