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Tha followlng re11ects the findings of the Department 
of Public Health during a complaint Investigation 
visit 

CLASS M CITATION - PATIENT CARE 
92·20138-0011776-F 
Complaint(&): CA00452371, CA00452371, 
CA00452371,CA00452371 

Representing the :lepartmenl of Public Health: 
Surveyor ID # 2&-!19, HFEN 

The inspection "; limited to the specific facility 
event Investigate.•~ td doe$ not represent tho 
findings of a full ·i-111)(..·t!on of the fac.ffrty. 

CFR 463.25(hj FREE OF ACCIDENT 
HAZARDS/SUPERVISION/DEVICES 

The facility muet ensure that the resident 
6nvironment r6maln.1; as free of accident hazards as 
Is posslble; and each resident rGce!ve& adequ9te 
supervision and assistance devices to prevent 
accidents. 

On 8/10115, an unannounced visit was made to the 
facility to Investigate a complaint regarding Quality 
of Care and Oealh. 

Based on Interview, and record re111ew, the facility 
failed to ensure Resident 1, who was assessed as 
high r1sk for fall and Injury due to confusion, 
Impaired vision, physical limitations, unstable 
balaoce. medication use, in need of one-person 
assistance for transfer and walking with tho uee of 

· This Plan ofCorrection constitutes r:iy 
written credible allegation of 
compliance for the findings ofthe 

· Department of Public Health noted 
during a Complaint lnvest!gatlon. This 
Plan ofCo1•rectlon does not denote a11 
admlsslo~ or agreement by the provide1· 
nfthetl pt11 of the l'actsalleged or . 

i 	 conclusf?m· This 'Plan ofCorr-e~:tton Is 
: 	 p1·epai·~d and/or executed solely 

becau.t:e it Is requll·ed b}' the rrovislon 
of Pedehl and State law. 

: 	 F323 . 
483.1-5(h) Free ofAccident Hazards/ 
Super-.ifston/Devlces · 

The facility will ensure that ea.ch 
. resident 1s provided with supervision 

and assistance to pte'Vent fall and Injury 
. by falling: . . 

1. 	 As stated In the f\ndlng, 
Resldent 1 has not resided at 
the facility since September 9, 
2.014, thus no c:orrectJve actlon 
can be addressed specific to 
Resident l's plan ofcare. 

/lJ.-/-/!5 
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a front wheel walker (FININ), and was at risk for 
blesding due. to the use of blood thinner, was 
provided with supervision and assistance to prevent 
fall and Injury by failing to: 

1. Ensl.B'e Resident 1 was monitored for 
unassisted transfers and walking. 

2. Ensure all nursll'g personnel c:artng for Resideri\ 
1 were aware of the res!denfs fall risk and the need 
to asslsi her with transfers and walking, re-<llrect 
her behs11lor of unassisted transfers/walking, and 
remind to call for assistance. 

3. Implement the plan of care Interventions to 
prCNlde assistance and monitor Resident 1'B galt 
disturbances. 

4. Re-evaluate the plan of care to sddress Resident 
1's continued episodes of independent transfers 
from the low-height bed ancl walking unassisted to 
rlevelop additional Interventions, such a:s bed and 
chair alann. and to Indicate the frequenC)' of visual 

checks. 

5. lmplemen! the facility's policy and procedure on 
Prevention of Falls to use appropriate measures 
and Instruments to prevent falls. 

Z. 	 1'o ldet\tify other residents who 
1nay have a potential to be 
affected by the fh1diugs outlined 
in the Complaint lnvestlgation, 
the IDT hast·evlewedtbe·pJan of 
care or all 1·esldents who have 
been lderitif!ed with a risk for 
falls. Tho IDT w1ll continue to 
ensu1•e that each resident's plan 
of care addrasses tae risks and 
p1·ov!des approaches to 
l~lnirni2e rans utll!ting the least 

1 	 i-esll·ictlve meanlijlosslble. 'l'he 
plan ofcare will b<! L'evtewed as 
neded and at lelSL quiu'terly. · 

3, 	 'l'he MDS designee received 'in~ 
service training from the DON 
on 08/26/15 on the necessity of 
providing a clear description af 
the problems and approach es of 

resldentswho iireitiisk for 
falls lndu-dl11g the need f'o1· 
'updates at least quarterly and 
follow:lng any fall. 

Provlded lnservice training on 
09/0B/15,09/09/15, · 
09/13/15,09/14/lSand 
09 /15/15 to the licensed and 

· certified nursing· staff 011 
app1•oaches to be utilized to 
mlnlmize aresiden.t's rlsk for 
falls. The Nursing staffwlll 
receive 'O n·go!ng ltt -s~l'Vice 
tra1ning ~s needed; 

i 
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On 918/14., Reeldent 1 fell in her room near her bed, 
aus1a!nad · a head Injury, developed en lntrec1'8nlal 
hemorrhage (blooding In the brain), and died on 
9/17/14. The lmmedlata cause of deafi1 was blunt 
fore& head trauma. 

I 
I A review of tha closed· cilnlcal record indicated 

Resident 1was admllted to tha facility, on August1. 

I 
 22. 2014. end waa discharged on September 0, 

.2014, to a g~neral aellte care hospital (GACH).

I Resident 1'& tllagnoses Included demen8a (a 
proareS&lve dt!oline In memory end at least one 
other cognitive .1rea, euch ae attention, orientallon, 
judgement., ab::itraot thinking and per'<lnalify') wHh 
dellr(um (en acute disorder of attantlon, memory,. 
and perception), muscle weakness, malahie (a 
g11neral reeling of discomfort), and atrial fibrillation 
(irregUJar heart beat) which was treated dally with 
th& blood thlnnor (sntlco~ulant) Coumedln (helps 
to prevent new blood alot& from forming, and helps 
to keep Glds1lng blood clols from getUng . worse; 
This medicine Increases the riak for bleeding). 

A care plsn developed ori Aug~ 22, 2014, for 
Resident 1'a risk for falls end lnjurles related to her 
mental and physical condition&, Included. a low bed 
wit!'\ half-iength side Mils, landing pads (fall safety 
cushion placed at !he side of tha bed for 
proteclion), assl&tance wilh transfer activities, 
monitor gall dfsturbance, and ambulaUon a~ 

de&lred with a FWN. 

A review of 1he Physic.al T11erapy (PT) evaluation 
and Plan of Treatment. dated Auguet 23, 2014, 

"" .	The facility will ensure proper 
commu1\ication and 
coordin.ation among our ~tiff 
during the start ofthe shift 
huddle with charge nurse and 
C.N.A's about any change of 
conditions. During dally stand · 
up meeting with all Department 
heads, charge nurse's, and rehab 
personnel any change of 
condition and focus resident's 
due to risking behaviors are 
discussed for action and follow \l.-1-15' 
up. JD1' team will ensure proper 

communication and 

coordination exists among all 

disciplines. Improvements or 

declines of a resident and 

int.erventlons are discussed 

wlth responsible pat·ty. 1'he 

DON shall inform the Quality 


. Assurance committee at least 

quarterly of.any findings and 

proper actions will be taken. 
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i 
r 
l 

(X4)1D 
PREl'llC 

TAG 

8lJMMAAY 8TATEMENT OF Dl!l'tCU!NC.1!8 I pr!'m(EACH oe."ICleNCV MUST ll1i PRB:EEDSO IV Fllll 
REGWTORY ORLSC DENTll'VIHG lNr-OfU&A110N) • TA0 

indioated Realdent 1 wae referred ror PT sel'Vlcee 
due to new onset of decreased strength, fundlonQI 
mobillty, transfers, ablllty to &efely ambulate, 
neuro-motor control, and decreee&d postural 
affgnment The PT fl.motional 2SS66srnent 
Indicated Resident 1 requ ired ona-pereon 
assistance with bed mobllrty, rolling, bridging, 
scoo~ng. slltlng, transfers, &It lo eland, and stand 
pivot. 

The Fall Risk Evaluation form, dated August 25, 
2014, indicated a score of 18. A total ecore of 10 or 
above represented a high l'lek for rans. 

A te'llew of the Lloansed Nurees Weekly Summary 
Report, dated August 31, 2014, indicated Resident 
1 required StJparvislon with transfer61 limitsd 
one-person assistance with ambUlatlon and b&d 
mobility, extensive asel&lance with aotivltlaa or 
dally Uvtng {ADLs) and tolletfn~ 

-A raView of the Mlnl!Ylum Dal11 Set (MOS • 
standardized assessment and oare planning tool), 
dat&d September 4, 2014, indlaated Resldenl 1 had 
severely Impaired cognitive skllle for daRy 
deol::llon-maklng, cequlrGd one-peraon ptiy:iloal 
assistance with all her ADLs, lncludlf!Q transfera 
and ambuiallon. 

The Fe'll Care nea Assessment {CM • used lo 

develop a resldent-specfflo care plan based on 

ldanttfied problems, needs, and strengths), dated 

Sep1ember -4, 2014, Indicated the followlng: 

Resident 1 was prescribed · psychotroplo 

medlcadons (mind altering · medications) for 


PROVIDER'S Pl.AH OF CORRli<:TION (XI) 
(liACH CORRl!CTIVE ...CTION 8HOUl.P Be CAOllS. COMPl.Gtli 
ReJ'!!~Jm lO 'nie' APl>ltOl'Rll\Tc Dl!l'ICfe)llCV) DA'lli 

5. 	 The Director of Nurses shall 
inform the Qua1ity Assurance 
Committee at least quarterly of 
all falls occurring within the · 
facility for a review ofthe 

· facility's actions to minimize the 

risk for ralls. All findings will be 
 [·~-\-\$ 
noted In the Quality Assurance 

Committee meeting minutes. 


6. 	 Administrator, Director of 
Nursing, 101', DSD. RN 
Supervisor, and Charge N.urses 

will monitor for compliance. 
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psychosis (when a person has a break from reality, 
often involving seeing, hearing, and believing things 
that are not real - antlpsychotic). anxiety 
(nervousness), and depression (persistent feeling of 
sadness and loss of interest). Resident 1 had 
Impaired balance during transitions and walking, 
moving from seated to standing, walking with 
assistlve device (front wheeled walker), moving on 
and off toilet, turning lilnd facing opposite direction 
while walking, and doing surface to surface 
transfers. Resident 1 was considered et risk for 
Injuries due to her diagnoses of dementia, 
psychosis, anxiety, abnormality of gait, blindness, 
and generalized weakness. She was described as 
forgetful, disoriented, and confused. 

The Psychotropic Medication Use CAA, dated 
September 4, 2014, Indicated Resident 1 was at 
risk for falls/Injuries 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 moblnty and transfers throughout her stay In 
the facility. 

The nursing Weekly Summary Report, dated 
September 7, 2014, indicated Resident 1 required 
supervision with transfers. limited one-person 
assistanc.e with ambulation and bed mobility, and 
extensive assistance required . with AOLa and 
toileting. Tllis weekly summary report contradicted 
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Resident 1 's mobility and level of assistance from 
the MOS 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 to prevent falls. 

A review of the Nursing Assistant Dally Flow Sheet 
for August and September 2014 indicated Resident 
1 was independent with bed mobility and ambulated 
on all shifts from August 22 to September 9, 2014. 
The documentation did not include the level of 
assistance required with walklnglambulation. For 
the 7 a.m. to 3 p.m. and the 3 p.m. to 11 p.m. 
shifts from September 1 to 9, 2015, the 
documentation indicated the re$ldent wu assisted 
with ADLs, but on the 11 p.m. to 7 a.m. shift 
documented the resident was Independent with 
ADLs. 

A Licensed Nurses Progress Note by Staff 3, dated 
September 8, 2014, timed at 11 :45 p.m., indicated 
Resident 1 was seen ori the floor mat moaning, in a 
sitting position fsdng the door, noted with a bump 
on the right temporal (the side of the head behind 
the eyes), with the skin intact, and a bluish 
diseoloration. 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 325 mg two 
tablets were given orally for pain. A complete bOdy 
check was done and no other injury was found. Al 
12:10 a.m., Resident 1's physician was notified of 
the resident's fall and ordered an X-ray of the right 
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temporal area, Ice packs, and neurologlcal checks. 
After the fall, Resident 1 was able to ambulate with 
a walker with a slow gait to the dining room. 

According to the following shift Licensed Nurses 
Progress Note dated September 9, 2014, timed at 
7;30 a.m., Resident 1 ate 10% of her breakfast. At 
7:46 a.m., the resident was noted with a 
lump/bump to the back of the head. At 8:30 a.m., 
the resident complained of pain to the right nb cage 
area while the X-ray was being taken. The 
attending physician was notified and ordered an 
X-ray of the right rib area. ThEi result of a laboratory 
blood test ordered on September 2, 2014, obtained 
at 11:45 a.m. on September 9, 2014, indicated 
Resident 1'& International nonnallzed ratio (INR 
used to monitor the blood thinning medication) was 
5.28 (above the laboratory parameter for atrial 
fibrlllation from 2.0 to 3.0 - an elevated INR 
indicates the blood Is too thin and the person is at 
greater risk of bleeding). The attending physician 
was notified 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 arrival, 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 
cr0&&-sectional Images, or slices, of the bones, 
blood vessels and soft tissues inside the body) 
indicated the resident had a right-sided subdural 
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hematoma {accumulation of blood on the brain's 
surface beneath the skuD, usually resulting from 
head Injury) with associated subarachnold 
hemorrhage (bleeding ·In the area between the brain 
and the tissues that cover the brain, hemorrhage In 
this space can cause coma, paralysis, and death). 
The CT scan also indicated a left temporal 
parenchymal hemorrhage (bleeding within the brain 
itself) with associated left-sided subarachnold 
hemorrhage. 

A review of the GACH discharge summary {from 
Intensive care - ICU) to another hospital unit, dated 
8eptember 13, 2014, indicated the physician 
recommended a nasogastrlc tube (special tube that 
carries food and medicine to the stomach through 
the nose) and Intravenous nutrltlonal support, but 
the family declined and decided to place the 
resident on hospice care far comfort measures 
only. Resident 1 expired at the GACH on 
September 17, 2014. 

A review of the Los Angeles City Coroners Report 
signed on September 23, 2014, Indicated Reslden.t 
1 died on September 17, 2014 and the resident's 
death was caused by intracranlal hemorrhage due 
to blunt force head trauma, resulting from a fall 
suffered at the facility on September 8, 2014. 

During an inlel'\/iew with Staff 4, the MDS 
coordinator, on August 10, 2015, at 4 p.m., she 
stated Resident 1 required limited assistance, 
meaning s·omeone had to be with her to 
assist/guide · her with ambulation and transfers. 
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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 7:45 a.m., during an 
Interview with Staff 3, the nurse who found Resident 
1 on the floor, he stated he made rounds on 
September 8, 2.014, about 11 p.m. and Resident 1 
was steeping in bed. Staff 3 stated shortly after 
rounds, he heard moaning coming from the 
resident's room and found the resident sitting on 
the floor between the beds. Resident 1 had a 
blue-tinged bump on her right temple. Staff 3 stated 
Resident 1 was 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 3 could not explain why the assistance 
indicated in the MDS and care plan was not 
provided. Staff 3 did not document the resident 
was Independent with transfers and walking. 

During an interview with Staff 2 {Physical 
Therapist), on August 31, 2015, at 11:15 a.m., she 
stated Resident 1 required minimal asslstanc.e with 
ambulation and transfers, which meant the resident 
required at a minimum, one-person assistance with 
ambulation and transfers. Staff 2 stated Resident 1 
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was not Independent with ambulation and transfers. 

According to the Accidentnncident Investigation 
form, dated September 10, 2014, on 9/8/14 at 
11:45 p.m., the charge nurse (Staff 3) heard a loud 
'bang' noise In Resident 1's room, Immediately went 
to check and the resident was on the floor on a 
sitting position. The Investigation report Indicated 
Resident 1 ambulat17d with a walker, and was able 
to go to the bathroom independently. 

During an lnteJView with staff 5 (CNA), on 
September 25, 2015, at 11:45 s.m. and a review of 
the Nursing Assistant Daily Flow Sheets for 
Resident 1, she explained the fonns were 
Incomplete and the CNAs were to dOOJment the 
resident's moblllty status and the level of 
assistance provided. 

The facility's policy and procedure titled, 
"Prevention of Falls," revised April 16, 2012, 
Indicated It was the policy of the faclfity to assess 
residents for falls and to use appropriate measures 
to prevent falls. The policy indicated every effort 
was utlllzed to prevent falls and, if a resident was 
Identified as at risk for falls, an appropriate 
Instrument of prevention was put In place. 

The facility's policy and procedure tltled, •Falls, 
Risk For and Actual Fall," revised April 16, 2012, 
indicated following the completion of the MOS, if a 
resident triggers a risk for falls, the resident would 
have further assessment. The plan of care would be 
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enhanced, If Indicated, to fllrther 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 

resldenrs needs. 


The facility failed. to ensure Resident 1, who was 

assessed as high riSk for fall and injury due . to 

confusion, Impaired \lfsion, physical llmltatlons, 

unstable balance, medication use, In need of 

one-person assistance for transfer and waD<ing with 

the use of a front wheel walker (FWW), and was at 

risk for bleeding due to the use of blood thinner, 

was provided with supervision and assistance to 

prevent fall and injury by failing to; 


1. Ensure Resident 1 was monitored for 

unassisted transfers 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 assistance and monitor the Resident 1's 

gait disturbances. 


4. Re-evaluate the plan of care to address Resident 

1 's continued episodes of independent transfers 

from the low-height bed and walking unassisted to 

develop additional Interventions, such as bed and 
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chair alarm, and to Indicate the frequency of visual 
checks. 

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

6. Implement the faetlity's policy and procedure on 
Falla, 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 California - 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 ofthe 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: 

I wish to refer the citation to Superior Court. In accordance with Health and Safety Code section 1428, this 
constitutes written notice of my intent to do so. I Will file a civil action within 90 calendar days of the postmarked 
date of this request. If I fail to do so, the citation shall be deemed a final fonner order of the State Department of 
Public Health. 

HOLIDAY MANOR CARE CENTER 

20554 Roscoe Blvd 

Winnetka, CA 91306~1746 


Facility Citation Number 

gfgv~t-C/8'6 J.!?1 //t.J 
Telephone Number DateSign~~minlstrator 

Ifany of the above box~s are Checked, please send this form by certified mail within 15 business days to: 

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

Van Nuys, CA 91406 


