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F0000 F0000INITIAL COMMENTS 

The following reflects the findings of the California 
Department of Public Health during an abbreviated 
standard survey. 

Complaint Number: 2738483 

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

Two deficiencies were issued for the complaint number:
2738483 (Refer to Ftags 580 and 686). 

F0580 F0580

SS = D

Notify of Changes (Injury/Decline/Room, etc.) 

CFR(s): 483.10(g)(14)(i)-(iv)(15) 

§483.10(g)(14) Notification of Changes. 

(i) A facility must immediately inform the resident; 
consult with the resident's physician; and notify,
consistent with his or her authority, the resident
representative(s) when there is-

(A) An accident involving the resident which results in
injury and has the potential for requiring physician
intervention; 

(B) A significant change in the resident's physical,
mental, or psychosocial status (that is, a
deterioration in health, mental, or psychosocial status
in either life-threatening conditions or clinical
complications); 

(C) A need to alter treatment significantly (that is, a
need to discontinue an existing form of treatment due
to adverse consequences, or to commence a new form of
treatment); or

(D) A decision to transfer or discharge the resident
from the facility as specified in §483.15(c)(1)(ii). 

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90 
days following the 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 available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program 
participation.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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F0000 

This plan of correction constitutes the facility’s 
credible allegation of compliance for the 
deficiencies noted. 

South Pasadena Care Center makes its best effort 
to operate in full compliance with both Federal and 
State law.  Nothing included in this plan of 
correction is an admission otherwise.  South 
Pasadena Care Center has submitted this plan of 
correction in order to comply with its regulatory 
obligation and does not waive any objections to 
the merits or form of any allegations contained 
herein.  

F580 

How corrective action(s) will be  
accomplished for those residents found to have 
been affected by the deficient practice. 

On 02/09/2026 Resident 1’s attending physician 
was notified of residents complain of “burning 
sensation and pain on both knees” with orders for 
X-Ray on both knees.

How the facility will identify other residents 
having the potential to be affected by the same 
deficient practice and what corrective action will 
be taken. 

From 02/26/2026 thru 02/27/2026 The Director of 
Nurses (DON) and Quality Assurance Nurse 
(QAN) conducted an audit of all residents who 
experienced a fall, injury, or change in condition 
within the last 30 days to ensure timely physician 
notification occurred in accordance with the 
facility's policy and procedure titled

3/10/26
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Continued from page 1
(ii) When making notification under paragraph
(g)(14)(i) of this section, the facility must ensure 
that all pertinent information specified in 
§483.15(c)(2) is available and provided upon request to
the physician. 

(iii) The facility must also promptly notify the
resident and the resident representative, if any, when
there is-

(A) A change in room or roommate assignment as
specified in §483.10(e)(6); or

(B) A change in resident rights under Federal or State
law or regulations as specified in paragraph (e)(10) of
this section. 

(iv) The facility must record and periodically update
the address (mailing and email) and phone number of the
resident

representative(s). 

§483.10(g)(15)

Admission to a composite distinct part. A facility that
is a composite distinct part (as defined in §483.5) 
must disclose in its admission agreement its physical 
configuration, including the various locations that 
comprise the composite distinct part, and must specify
the policies that apply to room changes between its 
different locations under §483.15(c)(9). 

This REQUIREMENT is NOT MET as evidenced by: 

Based on interview and record review, the facility 
failed to follow its policy and procedure for Changes 
in a Resident Condition, by failing to notify the 
physician on 2/7/2026 for one (1) of three (3) sampled
residents (Resident 1) who had a change in condition 
for altered knee sensation after a witnessed fall on 
2/6/2026. 

This deficient practice had the potential for a result
in delayed provision of necessary care and services. 

Findings: 

During a record review of Resident 1’s Admission 
Record, the Admission record indicated Resident 1 was 
initially admitted to the facility on 11/6/2025 and 
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"Changes in Resident Condition";  no other 
residents were identified to have been affected by 
this deficient practice.  

What measures will be put into place or what 
systemic changes will the facility make to ensure 
that the deficient practice does not recur. 

On 02/27/2026 DON re-educated all licensed 
nursing staff (LVNs and RNs) on the facility's 
policy and procedure titled "Changes in Resident 
Condition", with specific emphasis on: the 
requirement to notify the attending physician 
immediately upon any change in condition, 
including new or altered pain, swelling, or sensory 
complaints following an accident or fall. 

How the facility plans to monitor its performance 
to make sure that solutions are sustained.  

Beginning 03/09/2026 the DON or designee will 
conduct weekly audits of all fall/incident SBARs 
completed during the prior week to verify that: 
physician notification is documented within the 
required timeframe. All reports or findings of non-
compliance shall be presented by Admin  and 
discussed in the Quality Assurance Performance 
Improvement meetings (QAPI). QAPI committee 
shall review and monitor the effectiveness of these 
plans monthly and then quarterly after 3 months. 
The effectiveness of the plan shall be measured by 
the occurrences and non-occurrences of the same 
issues or problems. QAPI Committee shall focus 
and discuss further actions by developing 
Performance Improvement Plan (PIP) for areas or 
issues identified as recurring or trending 
negatively to implement a new and more effective 
plan of actions. 

 .

3/10/26
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Continued from page 2
readmitted on 2/13/2026, with the diagnoses including 
but not limited to paraplegia (partial or complete 
paralysis [loss of voluntary muscle function] of the 
lower half of the body with involvement of both legs),
pressure ulcer of sacral (bone at the end of the spine)
region stage four (4) (pressure injury is very deep, 
reaching into muscle and bone and causing extensive 
damage), and osteomyelitis (infection of bones). 

During a record review of Resident 1’s Minimum Data Set
(MDS, a resident assessment and tool), dated 2/5/2026,
the MDS indicated the resident’s cognitive (mental 
action or process of acquiring knowledge and 
understanding) skills for daily decision making was 
intact. The MDS indicated Resident 1 had impairment on
both sides of the lower extremity (hip, knee, ankle, 
foot). The MDS indicated Resident 1 required 
supervision or touching assistance (helper sets up or 
cleans up, resident completes activity) for rolling 
left and left and partial/moderate assistance (helper 
does less than half the effort) for chair/bed-to-chair
transfer. The MDS also indicated Resident 1 has not had
any falls since admission. 

During a record review of Resident 1’s SBAR (an acronym
for Situation-Background-Assessment-Recommendation is a
technique used to provide a framework for communication
between members of the health care team), dated 
2/6/2026, the SBAR indicated Resident 1 had an 
unavoidable witnessed fall. The SBAR indicated Resident
1 was being assisted and slipped from Certified Nursing
Assistant (CNA’s) grasp and slid back into the 
wheelchair and his left foot struck the wheelchair 
footrest. 

During a record review of Resident 1’s Order Review, 
dated 2/6/2026, the order indicated X-ray (a type of 
radiation that can pass through most solid materials, 
is used by doctors to examine the bones or organs 
inside the body) ordered for foot left, toe second, 
hips bilateral (both sides)/pelvis (a basin-shaped 
structure in the human body that connects the spine to
the legs). 

During a record review of Resident 1’s Radiology 
Results Report, dated 2/9/2026 (3 days after the fall),
the report indicated possible small avulsion fracture 
(a piece of bone attached to a tendon or ligament gets
pulled away from the main part of the bone) of the 
tibial tuberosity (a bony prominence located in the 
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Continued from page 3
knee region, playing a significant role in leg 
movement). 

During an interview on 2/24/2026 at 8:16 AM with Family
Member (FM), FM stated Resident 1 had a fall when he 
was transferred to his wheelchair on 2/6/2026. FM 
stated FM visited Resident 1 about 2 days after his 
fall (2/8/2026) and saw Resident 1’s knees were very 
swollen. FM stated Resident 1 had informed FM he heard
a crack when he fell on his knees and had been feeling
a hot burning sensation on his knees for the past two 
days. FM stated when she asked the licensed nurse 
(unknown) if they did an x-ray, the licensed nurse 
(unknown) said they already did an x-ray on his back 
and foot. FM stated on 2/8/2026, FM requested the staff
to contact the physician to get an order for an x-ray 
of Resident 1’s knees. 

During a concurrent observation and interview on 
2/24/2026 at 10:44 AM in Resident 1’s room with 
Resident 1, Resident 1 was lying in bed with a leg 
brace on the right leg. Resident 1 stated he landed on
both knees and heard a crack when he fell. Resident 1 
stated about an hour after his fall his right leg 
became swollen and felt warm. Resident 1 stated the 
morning after his fall, he felt a burning sensation on
his legs. Resident 1 stated he informed CNA 2 and CNA 3
that he felt like his legs were burning. Resident 1 
stated he also informed a licensed vocational nurse 
(unknown) that his legs felt like they were burning. 

During an interview on 2/24/2026 at 3:49 PM with 
Certified Nursing Assistant 2 (CNA 2), CNA 2 stated 
Resident 1 was noncompliant with his transfer and did 
not hold onto CNA 2 which caused him to fall during the
transfer on 2/6/2026, Resident 1’s bottom was at the 
edge of his wheelchair, and both knees were on the 
floor. 

During an interview on 2/24/2026 at 4:13 PM with CNA 3,
CNA 3 stated he saw Resident 1’s knees on the floor and
feet underneath the wheelchair when he entered Resident
1’s room after his fall. CNA 3 stated he assisted 
Resident 1 onto his wheelchair. CNA 3 stated he saw 
redness of the upper shin of Resident 1’s legs after 
his fall. 

During an interview on 2/25/2026 at 11:25 AM with 
Licensed Vocational Nurse 1 (LVN 1), LVN 1 stated she 
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Continued from page 4
worked the day after Resident 1’s fall (2/7/2026). LVN
1 stated on 2/7/2026 around 8:30 AM, Resident 1 
informed her that due his back injury he didn’t have 
any pain but Resident 1’s knees were not how it usually
felt. LVN 1 stated Resident 1 did not want his legs to
be moved, and his knees felt different after his fall.
LVN 1 stated she checked Resident 1’s order and there 
was an x-ray already ordered for Resident 1’s knee. LVN
1 stated if there was no x-ray order for Resident 1’s 
knees, then she would have needed to let the physician
know there was no x-ray order for Resident 1’s knees. 
LVN 1 stated the physician needed to be informed of 
Resident 1’s knee in case there was an injury to the 
area. 

During a concurrent interview and record review on 
2/25/2026 at 11:50 AM with LVN 1 of Resident 1’s Order
Summary on 2/6/2026 indicated X-Ray was ordered for the
foot left, toe second, and hips bilateral/pelvis. LVN 1
stated, “I assumed it was for the whole leg.” LVN 1 
stated she should have messaged the physician and asked
for the specific x-ray of the knee since Resident 1 
since he complained about his knees after the fall. 

During a concurrent interview and record review on 
2/25/2026 at 1:49 PM with the Director of Nursing (DON)
of Resident 1’s X-Ray Reports and SBAR, the DON stated
there was an SBAR done on 2/6/2026 for Resident 1’s 
witnessed fall. The DON stated Resident 1 is paraplegic
and could not feel from the waist down. The DON stated
the licensed nurses needed to assess the area and 
notify the physician if there was a change in 
condition. The DON stated the licensed nurses needed to
inform the physician when Resident 1 informed staff of
the burning sensation on his knees. The DON stated when
Resident 1 informed the staff, the licensed nurse 
needed to inform the physician right after the 
assessment was done. The DON stated the facility needed
to provide the right interventions at the right moment
since the residents could easily deteriorate, 
especially in the elderly community. The DON also 
stated Resident 1 had a diagnosis of osteomyelitis 
making his bones more fragile and harder to heal. 

During a record review of the facility’s policy and 
procedure titled, “Changes in Resident Condition,” 
dated 1/2024, the policy indicated the resident, 
attending physician and legal representative or 
designated family member are notified when there is an
accident involving the resident which results in injury
and has the potential for requiring physician 
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intervention. 
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Treatment/Svcs to Prevent/Heal Pressure Ulcer 

CFR(s): 483.25(b)(1)(i)(ii) 

§483.25(b) Skin Integrity 

§483.25(b)(1) Pressure ulcers. 

Based on the comprehensive assessment of a resident, 
the facility must ensure that- 

(i) A resident receives care, consistent with 
professional standards of practice, to prevent pressure
ulcers and does not develop pressure ulcers unless the
individual's clinical condition demonstrates that they
were unavoidable; and 

(ii) A resident with pressure ulcers receives necessary
treatment and services, consistent with professional 
standards of practice, to promote healing, prevent 
infection and prevent new ulcers from developing. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observation, interview, and record review, the
facility failed to ensure one (1) of two (2) sampled 
residents (Residents 1) were provided necessary 
treatment and services to prevent formation of and 
promote healing of pressure injury (pressure ulcers, 
injury to the skin and underlying tissue resulting from
prolonged pressure on the skin) in accordance with the
resident’s care plan by failing to ensure Resident 1 
was repositioned every two hours. 

This deficient practice had the potential to place 
Resident 1 at risk for skin integrity complications and
to have worsening or recurrence of a pressure injury. 

Findings: 

During a record review of Resident 1’s Admission 
Record, the Admission record indicated Resident 1 was 
initially admitted to the facility on 11/6/2025 and 
readmitted on 2/13/2026, with the diagnoses including 
but not limited to paraplegia (partial or complete 
paralysis [loss of voluntary muscle function] of the 
lower half of the body with involvement of both legs),
pressure ulcer of sacral (bone at the end of the spine)
region stage four (4) (pressure injury is very deep, 
reaching into muscle and bone and causing extensive 
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F686 
 
How corrective action(s) will be accomplished 
for those residents found to have been affected 
by the deficient practice. 
 
 On 02/25/2026 Resident 1 was offered to be 
repositioned but declined the assistance.  The 
resident was educated on the importance of 
repositioning every two (2) hours to promote 
wound healing and prevent further skin 
breakdown and instructed to use the call light to 
request assistance when ready to be repositioned. 
 
CNA 1 was provided with reeducation on 
02/27/2026 regarding policy and procedure titled 
"Prevention of Pressure Injuries", with specific 
emphasis on the requirement to turn and 
reposition residents per care plan and with 
emphasis on facility’s responsibility to continue 
to offer and encourage repositioning every two 
(2) hours regardless of resident's preference. 

How the facility will identify other residents 
having the potential to be affected by the same 
deficient practice and what corrective action will 
be taken. 
 
 From 02/26/2026 thru 02/27/2026 The DON and 
QAN identified of all residents with elevated risk 
for pressure injury development and those with 
active pressure ulcers to ensure plan of care is 
being followed;  no other residents were identified 
to have been affected by this deficient practice. 

What measures will be put into place or what 
systemic changes will the facility make to ensure 
that the deficient practice does not recur. 
 
  
On 02/27/2026 DON and Director of Staff 
Development re-educated all licensed nursing staff 
(LVNs and RNs) and Certified Nursing Assistants 
(CNA) on the facility's policy and procedure titled 
"Prevention of Pressure Injuries", with specific 
emphasis on the requirement to turn and reposition 
residents per care plan.

3/10/26
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Continued from page 6
damage), pressure ulcer of left hip stage 4, pressure 
ulcer of right buttock stage 4, and pressure ulcer of 
left buttock stage 4. 

During a record review of Resident 1’s Care Plan, dated
11/7/2025, the Care Plan indicated Resident 1 had 
impaired skin integrity as evidence by actual presence
of sacrococcyx (the fused sacrum and coccyx, or 
tailbone) pressure injury stage 4. The staff 
interventions were to keep affected area clean and dry,
observe for any adverse changes or complications and 
report to the physician immediately, and turning and 
repositioning every two hours or as needed. 

During a record review of Resident 1’s Care Plan, dated
11/7/2025, the Care Plan indicated Resident 1 had 
impaired skin integrity as evidence by actual presence
of left ischium pressure injury stage 4. The staff 
interventions were to keep affected area clean and dry,
observe for any adverse changes or complications and 
report to the physician immediately, and turning and 
repositioning every two hours or as needed. 

During a record review of Resident 1’s Physical Therapy
Discharge Summary, dated 1/21/2026, the summary 
indicated Resident 1 will safely perform bed mobility 
tasks with contact guard assist (therapeutic technique
used that involves maintaining light physical contact 
with a resident to ensure safety while promoting 
independence during mobility tasks) without use of 
siderails for proper sequencing and for task 
segmentation in order to enhance safe functional 
mobility . 

During a record review of Resident 1’s Care Plan, dated
2/3/2026, the Care Plan indicated Resident 1 had 
impaired skin integrity as evidence by actual presence
of left posterior hip pressure injury stage 4. The 
staff interventions were to keep affected area clean 
and dry, observe for any adverse changes or 
complications and report to the physician immediately,
and turning and repositioning every two hours or as 
needed. 

During a record review of Resident 1’s Minimum Data Set
(MDS, a federally mandated resident assessment and 
tool), dated 2/5/2026, the MDS indicated the resident’s
cognitive (mental action or process of acquiring 
knowledge and understanding) skills for daily decision
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How the facility plans to monitor its performance 
to make sure that solutions are sustained.  
 
  
Beginning 03/09/2026 the DSD will conduct 
rounds of the facility and observe CNAs during 
ADL care to ensure residents plan of care is being 
followed. All reports or findings of non-
compliance shall be presented by Admin and 
discussed in the Quality Assurance Performance 
Improvement meetings (QAPI). QAPI committee 
shall review and monitor the effectiveness of 
these plans monthly and then quarterly after 3 
months. The effectiveness of the plan shall be 
measured by the occurrences and non-occurrences 
of the same issues or problems. QAPI Committee 
shall focus and discuss further actions by 
developing Performance Improvement Plan (PIP) 
for areas or issues identified as recurring or 
trending negatively to implement a new and more 
effective plan of actions. 
 
 

3/10/26



PRINTED: 03/18/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
555908

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

02/25/2026

NAME OF PROVIDER OR SUPPLIER

SOUTH PASADENA CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

904 MISSION ST , SOUTH PASADENA, California, 91030

(X4) ID 
PREFIX 

TAG

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

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE

 CROSS-REFERENCED TO THE
 APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION

 DATE

F0686 F0686

SS = D

Continued from page 7
making was intact. The MDS indicated Resident 1 had 
impairment on both sides of the lower extremity (hip, 
knee, ankle, foot). The MDS indicated Resident 1 
required supervision or touching assistance (helper 
sets up or cleans up, resident completes activity) for
rolling left and left. The MDS also indicated Resident
1 had stage 4 pressure ulcers. 

During an observation 2/24/2026 at 10:59 AM in Resident
1’s room with Resident 1, Resident 1 was lying on his 
back. 

During an interview on 2/24/2026 at 1:13 PM with 
Treatment Nurse (TXN), TXN stated Resident 1 needed 
help with repositioning while awake and while asleep he
would put a timer on his phone, however Resident 1 
needed a lot more help now since he had a leg brace. 

During a concurrent observation and interview on 
2/24/2026 at 2:21 PM in Resident 1’s room with Resident
1, Resident 1 was lying in bed on his back and stated 
the staff have not offered to reposition him nor 
assisted him with repositioning. 

During an interview on 2/24/2026 at 2:38 PM with 
Certified Nursing Assistant 1 (CNA 1), CNA 1 stated 
Resident 1 needed assistance with being repositioned 
since he could not move his legs. CNA 1 stated staff 
needed to carry Resident 1’s legs when repositioning 
from the right to left side. CNA 1 stated Resident 1 
was supposed to be repositioned every two hours. CNA 1
stated repositioning every 2 hours could ensure 
Resident 1’s circulation to the areas avoided any 
pressure injuries and avoid current pressure injuries 
from worsening. CNA 1 stated CNA 1 only repositioned 
Resident 1 once around 9 AM during his shift (7 AM to 3
PM) and there were no other staff who had repositioned
Resident 1. CNA 1 stated Resident 1 was not efficient 
with repositioning himself and needed assistance with 
carrying Resident 1’s leg brace during repositioning. 
CNA 1 stated once repositioned, staff also needed to 
make sure the brace was aligned after turning. CNA 1 
stated he did not do the standard procedure of 
repositioning Resident 1 every 2 hours during his 
eight-hour shift. 

During an interview on 2/25/2026 at 10:39 AM with the 
Director of Rehabilitation (DOR), DOR stated Resident 1
was paraplegic and not able to use his lower 
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extremities. DOR stated Resident 1 was currently 
wearing a knee brace and could not move the knee. DOR 
stated a staff needed to hold the actual leg during 
repositioning since the brace was hard. DOR stated 
Resident 1’s leg does have strength since he was 
paraplegic. 

During an interview on 2/25/2026 at 1:49 PM with the 
Director of Nursing (DON), the DON stated Resident 1 
needed assistance by staff with being repositioned 
every 2 hours. The DON stated that staff are still 
required to offer repositioning to residents, even in 
cases where the residents decline or are noncompliant 
with positioning. The DON stated staff needed to 
reposition Resident 1 to assist with the wound to heal.
The DON stated Resident 1’s wounds would be at a higher
risk of deterioration if Resident 1 was not 
repositioned. 

During a record review of the facility’s Policy and 
Procedure titled, “Prevention of Pressure Injuries,” 
revised 7/12/2023, the Policy and Procedure indicated 
reposition resident as indicated on the care plan. 
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