PRINTED: 01/12/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
055548 B. WING 12/22/2023
NAME OF PROVIDER OR SUFPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE B

2585 E. WASHINGTON BLVD,

PASADENA PARK HEALTHCARE AND WELLNESS CENTER PASADENA, CA 91107

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000

The following reflects the findings of the
California Department of Public Health during the
investigation of a complaint.

Complaint Number: CA00874204

Representing the Department:
acilities Evaluator Nurses:

The inspection was limited to the specific
complaint investigated and does not represent
the findings of a full inspection of the facility.

One deficlency was identified for the complaint
number: CA00874204 (Refer to Ftag 919).

F 919 | Resident Call System F 919
88=D | CFR(s): 483.90(g){1)(2)

§483.90(g) Resident Call System

The facility must be adequately equipped to allow
residents to call for staff assistance through a
communication system which relays the call
directly to a staff member or to a centralized staff
work area from-

§483.90(g)(1) Each resident's bedside; and
§483.90(g)(2) Tollet and bathing facilities.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the facility failed to provide a functioning
call light (device to call for assistance from staff)
for one of three sampled residents (Resident 1)
as indicated in the Call System Communication

LABORATORY DIRECTOR'S ;R )[’ROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE.
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Any deficiency statehént sn"’ding with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safequards provids sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of corection Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available {o the facility. If deficiencies are cited, an approved plan of comection is requisite to continued
program patticipation.
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facility policy.

This failure had the potential to resuit in Resident
1 not being able to call the facility staff for
assistance, which could result in a fall, injury or
delayed provision of care.

Findings:

During a review of Resident 1' s Admission
Record indicated Resident 1 was admitted to the
facility on 11/2/23. Resident 1 ' s diagnoses
included hemiplegia {unable to move only cne
side of the body) and hemiparesis (one-sided
muscle weakness) after a cerebral infarction (a
condition that disrupts blood flow to the brain}
affecting the left dominant side, absence of a
right forearm below the right elbow, diabetes
mellitus (a condition when the body cannot
properly store or use glucose [sugar]),
hypertension (high blood pressure), chronic
kidney disease {a condifion in which the kidneys
are damaged and cannot filter blood), and
coronary artery disease (condition that restricts
the blood supply to the heart).

During a review of Resident 1 ' s "History and
Physical (H&P)," dated 12/14/23, the "H&P"
indicated Resident 1 had the mental capacity to
understand and make decisions.

During a review of Resident 1 ' s "Minimum Data
Set (MDS, a comprehensive assessment of each
resident ' s functional capabilities and identifies
health problems)," dated 12/11/23, indicated
Resident 1 was moderately impalred with
cognitive (mental action or process of acquiring
knowledge and understanding) skills for daily
decision making. MDS also indicated Resident 1
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required maximum assistance with sitting to
standing and transferring from chair to bed.

During a concurrent ohservation and interview on
12/22/23 at 1:45 pm in Resident 1 ' s room,
Resident 1 attempted to use the call light but was
unable to push the red button down to call for
staff. The red button was seen through the
opening at the top of the device to be jammed to
the bottom of the call light. Resident 1 stated the
call light button has been stuck for about four to
five days. Resident 1 stated, "l feel so alone, and
| feel like | have no voice...| get wortled if
something might happen to me because | can 't
call anyone.”

During an interview on 12/22/23 at 1:30 pm with
Certified Nursing Assistant (CNA) 1, CNA 1 stated
the call light button for Resident 1 was stuck at
the bottom of the device, CNA 1 stated it was
unacceptable to have a non-functioning cail light
in an isolation room because the door needs to
be closed, and the resident wouldn ' t be able to
call staff for assistance.

During an interview on 12/22/23 at 3:07 pm with
Licensed Vocational Nurse 1 (LVN 1), LVN 1
stated maintenance naeds to be notified if the call
fight is not working. LVN 1 further stated it is not
safe for residents to not have a working call light
in an isolation room because residents wouldn 't
have a way to communicate to staff of residents
needs or if the resident is experiencing an
emergency.

During an interview on 12/22/23 at 3:40 pm with
the Director of Nursing (DON), the DON stated
that the call light is mandatory for Coronavirus
disease 2019 (Covid 19, a highly contagious virus
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that spreads quickly and affects the lungs and
other parts of the body) positive residents
because the door is closed for isolation. The
DON stated that the call light should have been
replaced immediately to ensure Resident 1 can
notify staff of his needs. The DON further stated,
a non-functioning call light can risk the safety of
the resident, especially if the resident is placed in
isolation.

During a review of facility ' s policy and procedure
{P&P} titled, "Communication-Call System," dated

1/1/2012, the P&P indicated if the call ball is
defective, it will be reported immediately to
maintenance and replaced immediately.

AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
C
055548 B. WING 12/22/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PASADENA PARK HEALTHCARE AND WELLNESS CENTER 2585 E. WASHINGTON BLYD.
PASADENA, CA 31107
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION %5)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
DEFICIENCY)
F 919 | Continued From page 3 F 919

FORM CMS-2567(02-98) Pravious Yorsions Obsolete

Evant ID:UF8811

Facility ID: CA950000080

If continuation sheet Page 4 of 4





