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CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY
DEPARTMENT OF PUBLIC HEALTH
STATEMENT OF DEFICIENCIES (%1) PROVIOER/SUPPLIER/CUA {7) MLATIPLE CONSTRUCTION ({3) OATE SURVEY
AND PLAN OF CORREGCTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
595578 B.WING 10/06/2015
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2P CODE
HOLIDAY MANOR CARE CENTER 20554 Roscoo Bivd, Winnetka, CA 91308-{748 LOS ANGELES COUNTY
o4 ID SBUMMARY ETATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 5)
PREFIX (EACH DEFIOIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BECROSES- COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED T0O THE APPROPRIATE DERCIENGY) OATE
The following reflects the findings of the Department y
of Public Health during a Gomplaint Investigation This Plan of Correction constitutes my
ke written credible allegation of”
compliance for the findings of the
CLASS AA CITATION — PATIENT CARE Department of Public Health noted
92-2088-0011776-F during a Complaint \nvestigation, This
Complaint(s): CAD0452371, CA00452371, Plan of Correction does not denote an
CA00452371, CA00452371 admission or ageement by the provider
. _ ofthe tiuth of the facts alleged or
Representing the Department of Public Health: ¢ conclusfons. This Plan of Correctfon is
Surveyor 1D # 25-.99, HFEN * prepargd and/or executed solely
P ; becauge‘ itIs required by the provision
The inspection vy limited to the specific facillty . of Pedefal and State law,
event Investigate.' « 1d does not represent the ) “
findings of a full -m pe.*on of the fadility. i F323 : ( n- ' -6
483.25(h) Free of Accident Hazards/
Superviston/Devices
y c
3i§ano;f‘ssﬁ§i(g¢|s1oig:wcsg P The facllity will ensure thateach
resident is provided with supervision
The facilty must ensure that the resident ;;ri‘;;:lstance to prevent fall and Injury
environment remains as fize of accident hazards as . &
Is possible; and each resident racsives adequate i &
; . Asgstated In the finding,
evi
:i;g:’r;d:ll:n and assistance devices to prevent Restdent 1 has not resided at
* the facility since September 9,
On 8/10/15, an unannounced visit was made to the 3::;; mﬂ:z;g;:é;?;‘;;:::m
facility to Investigate a complaint regarding Quality Resident 1's plan of care,
of Care and Dealh,
Based on Interview, and record review, the facility
failed to ensure Resident 1, who was assessed as
high rsk for fall and Injury due to confusion,
impaired  vislon, physical limhations, unstable
balance, medication uss, in need of one-person
asslstance for trensfer and walking with the use of
Event ID:860811 12/1/20158 14:37:50AM
LABORATQRY DIRECTOR'S O BAt. .1 ER/SUPPLIER REPRESENTATIVE'S SIGNATURE J ¢ LTI (X6} o TE
iy, AamnisTieTer” 24715
{5y signing this dooument, | am acknowtedging recalpl of e entire citstion packel,  Pagelt) 1 fo 12 T
Any defidenoy etatamant endlng with an asterisk (") denotes a deficlency which tha instifulion may be excused from correciing providing il is delermined
hat othsy safeguards provide syffident proteotion [o the patients, Except for nursing homes, the findings above are disclosable 80 days following the dala
of survey whather or nn't a plan of core o 0 is provided. For nureing homes, the above findings and pane of corfaction sre disclossble 14 days foliov "~
the date hese dotuments are made avallable (o the facillly. H deficiencles ara citad, an approved plan of corretlion IS requisite fo continued program
partialpation Page 1 of.‘lz
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DEC/02/2015/WED 01:17 PM FAX No, P. 004
CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY
DEPARTMENT OF PUBLIC HEALTH
STATEMENT OF DEFICIENCIES {41) PROVIDER/SURPPUERACUA X2) MULTIPLE CONBTRUCTION (%3) DATE S8URVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A BUILDING
665678 B. WING 10/08/2015
NAME OF PROVIDER OR SUPPLIER ETREET ADDRESS, GITY, STATE, 1P CODE
NOLIDAY MANOR CARE CENTER ' 20554 Roscoe Blvd, Winnetka, CA 91306-1748 LOS ANGELES COUNTY
(x4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION sy
PREFIX (EACH DEFICIENCY MUST B PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) G REFERENGCED TO THE APPROPRIATE DEFICIENCY) DATE
2. Tolidentify other residents who
a front wheel walker (FWW), and was at risk for may have a potential to be
blesding due 10 the use of bloed thinner, wag affected by the findings outlined -
provided with supervision and assistance to prevent in the Complaint Investigation,
fall and injury by failing to: the IDT hasveviewed the'plan of
care of all residents who have
1, Ensre Resident 1was monftorsd for been {dentifted with arisk for
unassisted transfers and walking. falls. The IDT will continue to
ensuve thateach resident’s plan
2. Ensure all nursing personnel carng for Resident °f‘ care 3ddfeﬂse=‘t¥_1_g risles and
1 were aware of the resident's fall risk and the need P‘;’“‘d“ approachss to
fo asslst her with fransfers and walking, re-direct minimize Falls utilizing the least
her behavior of unasslsled transfersiwalking, and i g::‘:-‘:“":‘_:::iﬂl?%posszhla ?e =
istanca. ca < reviewed as
remind to call for asslsf'a _ fowinl ayibet st RISy, l 9.. ’_’ 5
3. Implement the plan of care Interventions to , A ;
provide assistance and monitor Resident 1's gal % The MDS desigee recelved In-
I service training from the DON
on 08/26/15 on the necessity of
4. Re-evaluate tha plan of care to address Resldent &N"idiﬂﬁ aclear description of
1's continued episodes of independent transfers B P..‘.?EETEP .Q.El:.’.?roa':h es of
from the low-height bed and walking unassisted to . residents who are at risk for
develop additional Interventions, such as bed and falls Including the need for
chair alarm, and to Indlcate the frequency of vieual updates at least quarterly and
checks, following any fall,
6. Implement the facility's policy and procedure on Provided inservice training on
Preventlon of Falls to use appropriate measures 09/08/15,09/09/15,
and instruments to prevent falls. 09/13/15,09/14/15 and
09/15/15 to the licensed and
6. Implement the facility's poficy and procedure on certified nursing staffon
Fall, Risk For and Actual Fall to have further approaches to be utllized to
assessmeni, enhance the plan of care, minimize minimize a resident’s risk for
the risk for falls and Improve communication with falls. The Rursing staff will
the necessary personnel. ; recejive on-going in-service
training as needed.
Event |D:BS0OB11 12112015 11:37:50AM
State-2867 Foge 2 of 12



DEC/02/2015/WED 01:17 PM FAX No. P, 005
|
CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY
DEPARYMENT OF PUBLIC HEALTH
BYATEMENY OF DEFICIENCIES 041) -PROVIDER/SUPPLIER/QUA (X2) MULTIPLE CONSTRUCTION %3) DATE SURVEY i
AND PLAK OF OORRECTION IDENTIFICATION NUMBER: COMPLEYED
A, BUILDING
666678 B.WING 10/08/2016
NAME OF PROVIDER OR SUPPLIER STREXT ADPDRESE, CITY, STATE, 2IP CODE
HOLIDAY MANOR CARE CENTER 20884 Roacos Blvd, Winnotka, CA 81306-1746 LOS ANGELES COUHTY
) ID SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'E PLAY OF GORRECTION x6)
PREFX (RACH DEFICIENCY MUST BE PRECEEDED AY FULL PREFIX IGACH OORRECTIVE ACTION BHOIRLD RE CROSS- COMPLETE
TAG REGULATORY OR LEG MENTIFYING INFORMATION) TAG REFERENCED T( THE APPROPRIATE DEFICIENCY) DATE
On 9/8114, Resldent 1 fell in her room near her bed, 4. The facility will ensure proper
gustained a hesd Injury, devaloped an Intracranial communication and
hemorrhage (bleeding In the bram), and died on coardination among our staff
9/17/14. The immediale cause of death was blunt during the start of the shift
force head trauma. huddle with charge nurse and
C.N.A’s about any change of
A review of the closed- clinical record indicated ﬁ;"rﬂ':ﬁlsga‘i’iﬁ"fndﬁﬂﬁ ::g‘:m
Resident 1was admiited fo the fecillty, on August hiiads. oh 5 Satinki
22, 2014, and was dlscharged on Septembar 9, €1ds, charge nurse s, ancrena
2014, to a general acite care hospltal (GACH). personnel any change of
! Resident 1% dlagnoses Included demenfa (a condition and focus resident’s
] progressive dedline In memory and et lsast one due to risking behaviors are ’
| other cognitive area, such as aitention, ofientaflon; discussed for action and follow |J_~"|'|S
i Judgement, abatract thinking and personality) with up. IDT team will ensure proper
(| (EPrEme i oot
i generel fesling of discomfor), end atdal fibrllation ;?:;dil;‘am“ e s
. 4 plines. Improvements or
: (irregular heart baat) which was trested dally with decli £ id d
the blood thinner (anticoagulant) Coumadin (halps declings Gia residentang
to prevent new blood dlots from forming, and helps interventions are discussed
to keap existing blood clols from getting. worse: with responsible party. The
This medicine Increases the Hak for bieeding). DON shall inform the Quality
' Assurance committee at least
A care plan developed on August 22, 2014, for quarterly of any findings and
Resident 1's risk for falls and Injuries related to her proper actions will be taleen.
mental and physical conditions, ihduded a fow bed
with half-length side ralls, landing pads (fall safety
cushion placed st the slde of fhe bed for
protection), essistance with transfer  activitles,
monitor galt disturbance, and ambulation ae
desired with a FWW,
: A review of the Physical Therapy (PT) Evaluation
and Plan of Treatment, dated August 23, 2014,
Event ID;:BEOG11 12/1/2015 11:37:50AM
Stalo-2567 Page 3 of 12
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DEC/02/2015/WED 01:17 PM FAX No, P. 006

CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY
DEPARTMENT OF PUBLIC HEALTH

STA
momimmer | poweammen | e Teogram
A BUILDING
566578 p B. VNG 100612018 .
HANE OF PROVIDER OR SUPPUER « | BTREET ADDRERS, GITY, ETATE, 711" 00DE
HOLIDAY MANOR GARE CENTER 20634 Rosoos Bivd, Winnetka, CA 91306-1746 LOS ANGELES COUNTY
o) 10 BUMMARY BTATEMENT OF DERICIENCIES 10 PROVIDEU'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {RACH CORRECTIVE ACTION 8HOULD BE CROSS- COMPLETE
TAG REGULATORY OR LIC IDENTIFYING INFORMATION) TAQ REPERENCED 10 YHE APPHOPRIATE DEMGIENCY) DATE
Indiosted Raskient Twas fefsired for PT asivioss 5. The Director of Nurses shal)
due lo new oneet of decrensad strength, functional inform the Quality Assurance
mobilly, tansfers, ebllty to sefely ambuiate, Committee at least quarterly of
newo-motor conirol, and decreaeed  postural all falls occurring within the
afignment. The PT functional essessment facility for a review of the
Indlcsted Resident 1 required one-pereon facility’s actions to minimize the
assistance with bed mobilty, rolling, bridging, risk for falls. All findings will be {[9-\-|5
scooting, silling, transfere, sit (o stand, and stand noted in the Quality Assurance
) pivot. Committee meeting minutes.
i The Fall Risk Evaluation form, dated August 25 | .
[ 2014, indicated a score of 18, A fotal scare of 10 or -
| above represented a high sk for falls. 6. Administrator, Director of
i Nursing, IDT, DSD, RN
| A review of the Licensad Nurses Weekly Summary Supervisor, and Charge Nurses
: Report, daled August 31, 2014, indicaled Rssldent will monitor for compliance.
1required supervislon with transfers, limited
one-person sasistance with embulation and bed
mobilty, extensive asslalance with adtivities of
dally Iiving (ADLs) and folleting.
A review of the Minlmum Data Set (MDS -
standardized assessment and care planning tool),
dated September 4, 2014, indivated Resldent 1 had
severely Impaired cognitive skille for dally
declalon-making, required  one-peraon  physical
assistance wih all her ADLs, Including transfers
and ambufation,
The Feli Care Area Agsessment (CAA - used lo
develop a resldent-specifioc care plan based on
identified problems, needa, and eirengths), dated
Seplember 4, 2014, Indicated the following:
Resldent 1 wae presoribed  psychotropic
medications (mind  aftering medications) for
Event ID:B60811 12H/2015 11:37:80AM
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DEC/02/2015/WED 01:17 PM

CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY
DEPARTMENT OF PUBLIC HEALTH

FAX No.

P. 007

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

555578

(2) MULTIPLE CONSTRUGTION

A BUILDING

B.WING

(X3) DATE SURVEY
COMPLETED

10/06/2016

NAME OF PROVIDER OR SUPPLER
HOLIDAY MANOR CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
20554 Roscoa Blvd, Winnetka, CA 91308-1746 LOS ANGELES COUNTY

M4) 10
PREFIX
TAG

SUMMARY STATEMENT OF OEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETE
TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE

forgetful, disoriented, and confused,

psychosis (when a person has a break from reality,
often involving seeing, hearing, and believing things
that are not real - antipsychotic), anxiety
(nervousness), and depression (persistent feeling of
sadness and loss of interest).  Resident 1had
impaired balance during transitions and walking,
moving from seated to standing, walking with
assistive device (front wheeled walker), moving on
and off toilet, turning and facing opposite direction
while walking, and doing surface to surface
transfers. Resident 1was considered at risk for
injuries due to her diagnoses of dementia,
psychosis, anxiety, abnommality of gait, blindness,
and generalized weakness. She was described as

The Psychotropic Medication Use CAA, dated
September 4, 2014, indicated Resident 1was at
risk for fallsfinjurles due to her diagnoses of
dementia, psychosis, anxiety, and depression,

A review of the PT treatment notes, dated August
25, 26, 27, 28, 2014 and September 1, 2, 3, 4, 5,
2014 indicated there was no change in the
resident's bed mobility and transfer abilities;
Resident 1 required one-person assistance with
bed mobility and transfers throughout her stay in
the facllity.

The nursing Weekly Summary Report, dated
September 7, 2014, indicated Resident 1 required
supervision with transfers, limited one-person
assistance with ambulation and bed mobllity, and
exiensive assistance required with ADLs and
toileting. This weekly summary report contradicted

Event ID:BBO811 12/1/2015

11:37:50AM
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DEC/02/2015/4ED 01:18 PM

CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY
DEPARTMENT OF PUBLIC HEALTH

FAX No.

P. 008

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

(1) PROVIDER/SUPPLIER/CLIA

555578

(X2) MULTIPLE CONSTRUCTION

A BUILDING
B.WING

(X3) DATE SURVEY
COMPLETED

10/06/2015

NAME OF PROVIDER OR SUPPLIER
HOLIDAY MANOR CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP GODE
20554 Roscoe Bivd, Winnetka, CA 81308-1746 LOS ANGELES COUNTY

X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE CROBS-
REFERENCED TO THE APPROPRIATE DEFICIENCY)

s)
COMPLETE

Resident 1's mobility and level of assistance from
the MDS and PT assessments. There was no
documentation by nursing staff to indicate the
resident when attempting unassisted walking and
transfers was re-directed and reminded to call for
assistance {o prevent falls,

A review of the Nursing Assistant Dally Flow Sheet
for August and September 2014 indicated Resident
1 was independent wih bed mobility and ambulated
on all shifts from August 22to September 9, 2014,
The documentation did not include the level of
assistance required with walking/ambulation.  For
the 7am. to 3pm. and the 3pm to 11pm.
shits from September 1to 9, 2015, the
documentation indicated the resident was assisted
with ADLs, but on the 11p.m. to 7am. shift
documented the resident was independent with
ADLs.

A Licensed Nurses Progress Note by Staff 3, dated
September 8, 2014, timed at 11:45p.m., indicated
Resident 1 was seen on the floor mat moaning, in a
sitling position facing the door, noted with a bump
on the right femporal (the side of the head behind
the eyes), with the skin intact, and a bluish
discoloration.  The note indicated that with a
certified nurse assistant (CNA), the resident was
placed back In the bed, Ice pack was applied on
the right temporal area, and Tylenol 325mg two
tablets were given orally for pain. A complete body
check was done and no other injury was found. At
12:10 a.m., Resident 1's physiclan was notified of
the resident's fall and ordered an X-ray of the right

Event ID:B60811 12/1/2015

11:37:50AM

Stsle-2567
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DEC/02/2015/WED 01:18 PM

CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY
DEPARTMENT OF PUBLIC HEALTH

PAY N, | P. 009

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/GLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

5665678

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A. BUILDING

COMPLETED

B, NG 10/06/2015

NAME OF PROVIDER OR SUPPLIER
HOLIDAY MANOR CARE CENTER

STREET ADORESS, CITY, STATE, ZIP CODE
20564 Roscoe Bivd, Winnetka, CA 81308-1748 LOS ANGELES COUNTY

(X&) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

) PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOLRLO BE CROSS-
TAG REFERENCED TO THE APPROPRIATE DEFICIENCY)

6)
COMPLETE
DATE

-larea while the X-ray was being taken. The

temporal area, ice packs, and neurological checks.
After the fall, Resident 1was able to ambulate with
a walker with a slow gait to the dining room.

According to the foliowing shift Licensed Nurses
Progress Note dated September 9, 2014, timed at
7:30 am., Resident 1 ate 10% of her breakfast. At
7:46am. the vresident was noted with a
lump/bump to the back of the head. Af 8:30 a.m,
the resident complained of pain to the right rib cage

attending physician was notified and ordered an
X-ray of the right rib area. The resuit of a laboratory
blood test ordered on Seplember 2, 2014, obtalned
at 11:45am. on September 9, 2014, indicated
Resident 1's international nomalized ratio (INR -
used to monitor the blood thinning medication) was
5.28 (above the laboratory parameter for atrial
fibrillation from 2.0to 3.0- an elevated INR
indicates the blood is tno thin and the person is at
greater risk of bleeding). The attending physician
was notiflied and ordered the resident to be
transferred to the emergency room (ER) for
evaluation.

A review of the ER admission report, dated
September 9, 2014, indicated Resident 1was
non-responsive on amival, did not speak or open her
eyes, and had ‘some moaning sounds. A
computerized tomography (CT scan - combines a
series of X-ray Images taken from different angles
and uses computer processing to create
cross-sectional Images, or slices, of the bones,
blood vessels and soft fissues inside the body)
indicated the resident had a right-sided subdural

Event ID:B80O611 12/1/2015

11:37:50AM
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DEC/02/2015/WED 01:18 PM

CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY
DEPARTMENT OF PUBLIC HEALTH

F

AX No,

P. 010

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

o) PROVIDER/SUPPLIER/CUIA

555578

(X2) MULTIPLE CONSTRUCTION

A, BUILDING
8.WING

((3) DATE SURVEY
COMPLETED

10/06/2015

NAME OF PROVIDER OR SUFPLIER
HOLIDAY MANOR CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
20554 Roscoe Blvd, Winnetka, CA 91306-1746 LOS ANGELES COUNTY

(X4 1o
PREFIX
TAG |

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE CROSS-
REFERENCED TO THE APPROPRIATE DEFICIENCY)

x5)
COMPLETE
DATE

hematoma (accumulation of blood on the brain's
surface beneath the skull, usually resulling from
head Injury) with associated subarachnoid
hemorrhage (bleeding in the area between the brain
and the tissues that cover the brain, hemoarrhage in
this space can cause coma, paralysis, and death).
The CT scan also indicated a left temporal
parenchymal hemorrhage (bleeding within the brain
itselfy with associated left-sided subarachnoid
hemorrhage.

A review of the GACH discharge summary (from
intensive care - ICU) to another hospital unit, dated
September 13, 2014, indicated the physician
recommended a nasogastric tube (special tube that
camies food and medicine to the stomach through
the nose) and Intravenous nutritional support, but
the family declined and decided to place the
resident on hospice care for comfort measures
only. Resident 1expired a the GACH on
September 17, 2014,

A review of the Los Angeles City Coroners Report
signed on September 23, 2014, indicated Resident
1died on September 17, 2014 and the resident's
desth was caused by intracranial hemorrhage due
to blunt force head trauma, resulting from a fall
suffered at the facility on September 8, 2014.

During an interview with Staff 4, the MDS
coordinator, on August 10, 2015, at 4 p.m., she
stated Resident 1required limited assistancs,
meaning someone had fo be with her to
assist/guide her with ambulation and fransfers.

Event ID:B80O611 12/1/2015

11:37:50AM
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DEC/02/2015/WED 01:18 PM

CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY
DEPARTMENT OF PUBLIC HEALTH

FAX No.

P. 011

STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

E56578

(%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A, BUILDING
B.WING

GOMPLETED

10/08/2015

NAME OF PROVIDER OR SUPPLIER
HOLIDAY MANOR CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
20554 Roscos Blvd, Winnetka, CA 91308-1748 LOS ANGELES COUNTY

@) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

]
PREFIX
TAG

(EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETE
REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE

PROVIDER'S PLAN OF CORRECTION x5

Staff 4 stated Resident 1 was not independent with
ambulation and transfers,

During an interview with the Director of Nursing
(DON), on August 10, 2015, at 4:50 p.m., she
stated Resident 1 was independent with ambulation
and transfers.

On August 31, 2015, at 7:.45am., durihg an
interview with Staff 3, the nuree who found Resident
1on the floor, he stated he made rounds on
September 8, 2014, about 11 p.m. and Resident 1
was sleeping in bed. Staff 3stated shortly after
rounds, he heard moaning coming from the
residents room and found the resident sitting on
the floor between the beds. Resident 1had a
blue-tinged bump on her tight temple. Staff 3 stated
Resident 1was Independent with ambulation and
transfers and the resident had a low bed with floor
mats. Staff 3 stated Resident 1 could not say what
happened to her and also stated the resident
routinely went to the bathroom by herself,
unassisted, and did not use her call light. Staff 3
stated staff tried to provide visual checks frequently.
Staff 3could not explain why the assistance
indicated in the MDS end care plan was not
provided. Staff 3did not document the resident
was independent with transfers and walking.

During an interview with Staff 2 (Physical
Therapist), on August 31, 2015, at 11:15a.m., she
stated Resident 1 required minimal assistance with
ambulation and transfers, which meant the resident
required at a minimum, one-person assistance with
ambulation and transfers. Staff 2 stated Resldent 1

Event iD:B80OB11 - 12/1/2015

11:37:50AM

Siate-2567
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DEC/02/2015/WED 01:18 PH

CALIFORNIA HEALTH AND HUMAN SERVICES AGENCY
DEPARTMENT OF PUBLIC HEALTH

FAY No, P. 012

STATEMENT OF DEFICIENCIES ¢1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

855578

A. BUILDING

{£2) MULTIPLE CONSTRUCTION (%9} DATE SURVEY
COMPLETED

B.WING 10/06/2015

NAME OF PROVIDER OR SUPPUER
HOLIDAY MANOR CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
20554 Roscoa Blvd, Winnotka, CA 81308-1748 LOS ANGELES COUNTY

%4} ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

[ PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOWLD BE CROSS-
TAG REFERENCED TO THE APPROPRIATE DEFICIENCY)

0i8)

DATE

was not independent with ambulation and transfers.

According to the Accident/incident Investigation
form, dated Septsmbsr 10, 2014, on ©/8/14 a
11:45 p.m., the charge nurse (Siaff 3) heard a loud
'‘bang' noise in Resident 1's room, immediately went
to check and the resident was on the floor on a
siting position. The Investigation report indicated
Resident 1 ambulated with a walker, and was able
to go to the bathroom independently.

During an Interview with Staff 5(CNA), on
September 25, 2015, at 11:45a.m. and a review of
the Nursing Assistant Daily Flow Sheets for
Resident 1, she explained the forms were
incomplete and the CNAs were to document the
resident's moblity status and the level of
assistance provided.

The fadlity's policy and procedure titled,
“Pravention of Falls," revised Aprl 18, 2012,
Indicated it was the policy of the fadlity to assess
residents for falls and to use appropriate measures
to prevent falls. The policy indicated every effort
was utilized to prevent falls and, if a resident was
identified as at sk for falls, an appropriate
instrument of prevention was put in place.

The fadility's policy and procedure titled, "Falls,
Risk For and Actual Fall" revised April 18, 2012,
indicated following the complstion of the MDS, if a
resident triggers a risk for falls, the resident would
have further assessment. The plan of care would be

Event |ID:BBOE11 12/1/2015
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enhanced, if indicated, to further minimize the risk
for fall and improve communication with the
necessary personnel. There was no documented
evidence the plan of care was re-evaluated/revised
since Resident 1's admission to ensure the staff
interventions were appropriate based on the
resident's needs.

The facility failed o ensure Resident 1, who was
assessed as high risk for fall and injury due fo
confusion, Impaired wision, physical limitations,
unstable balance, medication use, In need of
one-person assistance for fransfer and walking with
the use of a front wheel watker (FWW), and was at
risk for bleeding due to the use of blood thinner,
was provided with supervision and assistance fo
prevent fall and injury by failing to;

1. Ensure Resident 1was monifored for
unassisted {ransfers and walking. :

2. Ensure all nursing personnel caring for Resident
1 were aware of the resident's fall risk and the need
to assist her with transfers and walking, re-direct
her ‘behavior of unassisted transfers/walking, and
remind to call for assistance.

3. Implement the plan of care interventions to
provide assislance and monitor the Resident 1's
galt disturbances.

4, Re-ovaluate the plan of care to address Resident
1's confinued episodes of independent transfers
from the low-height bed and walking unassisted to
develop additional interventions, such as bed and

Event ID:B6O611 12/172018
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(42) MULTIPLE CONSTRUCTION (<3) DATE SURVEY

A. BUILDING

COMPLETED

B. WING

10/06/2015

NAME OF PROVIDER OR SUPPLIER
HOLIDAY MANOR CARE CENTER

STREET ADDRESS, CITY, STATE, 21f CODE
20554 Roscoe Blvd, Winnetka, CA 81306-1748 LOS ANGELES COUNTY
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PREFIX
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SUMMARY STATEMENT OF DEFICIENCIES
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PROVIDER'S PLAN OF CORRECTION 8

cheir alarm, and to indicate the frequency of visual
checks.

5. Implement the facility's policy and procedure on
Prevention of Falls to use appropriate measures
and instruments to.prevent falls.

6. Implement the facllity's policy and procedure on
Falls, Risk For and Actual Fall to have further
assessment, enhance the plan of care, minimize
the risk for falls and improve communication with
the necessary personnel.

On 9/8/14, Resident 1 fell in her room near her bed,
sustained a head injury, developed an intracranial
hemorrhage (bleeding in the brain), and died on
9/17/14. The Immediate cause of death was blunt
force head trauma.

The above violation presented either an Imminent
danger that death or serious harm would result or a
substantial probability that death or serious
physical harm would result, and were a direct
proximate cause of death of Resident 1.
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State of Californla - Health and Human Services Agency Department of Public Health

REQUEST FOR LEGAL ACTION

The licensee of a long-term health care facility has 15 business days after issuance of the citation to notify the district office
of its intent to file an action in Superior Court.

To request for legal action, please check the box below:

E | wish to refer the citation to Superior Court. In accordance with Health and Safety Code section 1428, this

constitutes written notice of my infent to do so, | will file a civil action within 90 calendar days of the postmarked
date of this requesf. |If | fail to do so, the citation shall be deemed a final former order of the State Depariment of
Public Health.

HOLIDAY MANOR CARE CENTER
20554 Roscoe Bivd

Winnetka, CA 91306-1746 92-2088-0011776-F
Facility Citation Number
9[8.%91-98ss 1271715
Signatur&of Licensee or Administrator Telephone Number *  Date

If any of the above boxes aré checked, please send this form by certified mail within 15 business days to: 4 .

Department of Public Health
Licensing & Certification Program
L.A. County North District Office
15643 Sherman Way, Suite 200
Van Nuys, CA 91406



