
 

 

 

PLANNING & COMMUNITY DEVELOPMENT DEPARTMENT 

STAFF REPORT 

 

DATE: AUGUST 19, 2021 

TO: BOARD OF ZONING APPEALS 

FROM: LUIS ROCHA, ZONING ADMINISTRATOR  
 
SUBJECT: ZONING ADMINISTRATOR DETERMINATION: APPEAL OF A 

DETERMINATION BY THE ZONING ADMINISTRATOR THAT A MEDICAL 
SERVICES – EXTENDED CARE LAND USE LOST ITS 
NONCONFORMING STATUS PURSUANT TO PMC SECTION 
17.71.060.B1 (TERMINATION OF NONCONFORMING USE BY 
DISCONTINUANCE). 

 
______________________________________________________________________ 
RECOMMENDATION: 

It is recommended that the Board of Zoning Appeals: 

1. Uphold the Zoning Administrator’s Determination that the nonconforming use as a 
Medical Services – Extended Care land use lost its nonconforming status and shall 
not be reestablished. 

EXECUTIVE SUMMARY: 

This appeal is in response to a Zoning Administrator’s determination made on June 16, 
2021 (Attachment “A”) that a previous nonconforming Medical Services – Extended Care 
land use (dba ‘Golden Cross Health Care’, a skilled nursing facility) lost its nonconforming 
status after 12 months of disuse. The subject site is located in the FGSP-RM-16 (Fair 
Oaks – Orange Grove Specific Plan, Multi-Family Residential, 16 Units per Acre) zoning 
district. As indicated in Zoning Code Section 17.33.040, Table 3-14 (Allowed Uses and 
Permit Requirements for Fair Oaks/Orange Grove RM-16 district), a Medical Services – 
Extended Care land use is not permitted in this zoning district. On June 10, 2020, a 
suspension of the facilities license was issued by the California Department of Public 
Health in response to the ongoing risk to the health and safety of residents. (Attachment 
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“B”). All residents were subsequently evacuated from the facility, and, lacking a state 
license to legally house and treat residents, it has not operated as a skilled nursing facility 
since then.   

The subject Zoning Administrator’s determination (Attachment “A”) originally identified the 
nonconforming land use as Residential Care, General, but subsequent to the subject 
appeal, and after additional research, it was determined that the previous use of the 
facility operated as a skilled nursing facility and is classified as a Medical Services – 
Extended Care land use. Both uses are not permitted in the FGSP-RM-16 zoning district, 
are nonconforming land uses and are subject to the same time limits associated with 
nonconforming uses. As a result, the determination made by the Zoning Administrator on 
June 16, 2021 that a nonconforming land use lost its nonconforming status after 12 
months of disuse, applies to the Medical Services – Extended Care land use.  

The Zoning Administrator’s determination on the disuse of the facility was initiated in 
response to the California Department of Public Health (CDPH) issuing a Temporary 
Suspension of the license needed by Golden Cross Health Care to operate on June 10, 
2020. (Attachment “B”). The suspension was issued as a result of violations that posed 
an ongoing significant risk to the health and safety of its residents and employees. On 
June 10, 2020, Golden Cross Health Care was precluded from providing patients with 
any medical services in their facility and the Medical Services – Extended Care land use 
was discontinued. On June 11, 2020, CDPH evacuated the facility and residents have not 
been allowed to return to the facility to this day.  

The operational deficiencies of Golden Cross Health Care that posed an “immediate 
jeopardy” to the residents’ health and safety, and which led to its evacuation and license 
suspension, as well as the suspension and the evacuation, are well documented as a 
matter of public record. They were the subject of analysis and reporting by The Los 
Angeles County Office of the Inspector General, in the report entitled, “Improving 
Oversight and Accountability Within Skilled Nursing Facilities: Second Interim Report, 
February 2021, pages 6-12. (Attachment “D”).  See, also, “Pasadena nursing home 
evacuated after failing to provide basic medical services, city says,”  Pasadena Star 
News, June 12, 2020, (Attachment “E”) and “Inside the ‘anarchy’ of Pasadena’s 
evacuated nursing home,” Pasadena Star New, June 18, 2020 (Attachment “F”); 
“Residents evacuated from Pasadena skilled nursing facility after state suspends license,” 
Los Angeles Times, June 13, 2020 (Attachment “G”);  “Dozens of Patients Removed from 
Pasadena Nursing Home,” US News, June 12, 2020 (Attachment “H”) 

Pursuant to PMC Section 17.71.060.B1, without any further action by the City, a 
nonconforming use shall lose its nonconforming status and shall not be reestablished if 
the nonconforming use is discontinued for any reason for a continuous period of at least 
12 months. Based on the information provided by the State, and on the fact that no other 
permits or licenses were issued to operate the facility at the site prior to the June 10, 2021 
date, the Zoning Administrator made a determination that the nonconforming Medical 
Services – Extended Care use was discontinued for a continuous period of at least 12 
months. Therefore, the nonconforming use lost its nonconforming status and shall not be 
reestablished.  
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BACKGROUND: 

What is before the Board of Zoning Appeals is the appeal of a determination on the part 
of the Zoning Administrator that a Medical Services – Extended Care use, located at 1450 
North Fair Oaks Avenue, lost its nonconforming status as a result of the use being 
discontinued for a continuous period of at least 12 months.  

In 1954, Variance No. 4146 was approved to allow the establishment of a 25-bed surgical 
hospital at this site, which was not a permitted use at the time, and required approval of 
a land use Variance to operate. The facility, and related on-site improvements, were built 
in 1965. At some point the use of the facility transitioned from a surgical hospital into a 
convalescent home with 96 beds providing skilled nursing facility services. The term 
convalescent home is synonymous with skilled nursing facilities and the City of Pasadena 
classifies a skilled nursing facility as a Medical Services – Extended Care land use. The 
subject property is zoned FGSP-RM-16 and per Zoning Code Section 17.33.040, Table 
3-14 (Allowed Uses and Permit Requirements for Fair Oaks/Orange Grove RM-16 district) 
the zoning district does not permit Medical Services – Extended Care as a land use. As 
a result, the skilled nursing facility, operated by Golden Cross Health Care, was operating 
as a legal, nonconforming Medical Services – Extended Care land use until having its 
license suspended on June 10, 2020. 

As detailed further in the Inspector General’s Interim Report, on May 4, 2020, a California 
Department of Public Health Healthcare-Associated Infections Program (HAI) nurse 
conducted an on-site assessment of the facility and determined that the facility had not 
fully complied with the recommendations given to the facility during previous trainings and 
documented noncompliance with cohorting and other COVID-19 infection prevention and 
control protocols. Then, “[o]n May 15, 2020 the [Los Angeles County Department of Public 
Health, Health Facilities Inspection Division (HFID)] identified [six] deficiencies [related to 
COVID-19 procedures] that posed “immediate jeopardy” to residents’ health and safety. 
Immediate jeopardy is defined as a situation in which a resident has suffered or is likely 
to suffer serious injury, harm, impairment or death as a result of a facility’s noncompliance 
with one or more health and safety requirements.”  

After continued failed attempts to remedy the complaints, on June 10, 2020, a Temporary 
Suspension Order of the facility’s license was issued by CDPH in response to the ongoing 
risk to the health and safety of residents.  (Attachment “B”) According to the report, “by 
the time the decision was made to evacuate the facility, 71 residents and 32 staff had 
contracted COVD-19 and 16 residents had died”. On June 11, 2020, the residents were 
evacuated from Golden Cross Health Care (Golden Cross) and Golden Cross was no 
longer allowed to provide services to any residents and the use was discontinued.  

Given the severity of the conditions and the suspension of the license, the City of 
Pasadena was following the status of the facility with CDPH. Knowing that the facility had 
its license to operate suspended in June 2020, in June 2021, the Zoning Administrator 
reviewed whether the facility had been able to resume activity, and determined that the 
use had not resumed. Therefore, on June 16, 2021, the Zoning Administrator issued a 
determination that the nonconforming Medical Services – Extended Care land use lost its 
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nonconforming status due to disuse of the facility for a period of at least 12 months. This 
decision was appealed by the appellant on June 28, 2021 (Attachment “C”, Appeal 
Application) on the basis that the use had not been discontinued for more than 12 months. 

OVERCONCENTRATION OF SKILLED NURSING FACILITIES (SNF) 

The City of Pasadena’s General Plan identifies ten “Community Places”. The subject 
facility is located within the Northwest “Community Place” and due to an 
overconcentration of institutional uses in the Northwest, General Plan Land Use Element 
Goal 40, Policy 40.2 prohibits a number of new institutional uses (including Medical 
Services – Extended Care) from locating anywhere within the boundaries of the 
Northwest “Community Place.”   

“Policy 40.2: Institutional Uses Overconcentration: 
Prohibit new development of but allow for the improvement of: Single-Room 
Occupancy, Adult Day Care, General, Medical Services – Extended Care 
(i.e., Convalescent Facilities), Detention Facilities, Hospitals, Maintenance 
and Service Facilities, Residential Care, General, or a use classification that 
includes a use listed here with another use.” 

In addition, data indicates that there is an overconcentration of skilled nursing facility 
(SNF) beds within the City. The CA Department of Public Health, Healthcare Facility 
Licensing and Certification Program licenses and regulates SNFs in CA and has a 
database that includes the number of licensed SNF beds at each facility in the state. The 
number of licensed SNF beds in the City of Pasadena per 100,000 residents is 2.3 times 
the number in Los Angeles County as a whole. The general occupancy rate of licensed 
SNF beds in Pasadena, as of July 28, 2021, was only 72 percent, indicating that many 
licensed beds were unoccupied. This is generally representative of SNF-bed occupancy 
in Pasadena. As a result, even without the inclusion of the beds previously at Golden 
Cross, there is a surplus of available SNF beds and no immediate demand for additional 
SNF beds in Pasadena.  Hence, the discontinuation of this specific use will not have a 
negative impact on health care or available health care. 

ANALYSIS: 

Land Use Definitions: Medical Services – Extended Care 

The Zoning Code classifies Golden Cross Health Care as a “Medical Services – Extended 
Care” use, which is defined as a land use that is:  

“[a]n establishment providing care on a 24-hour basis for persons requiring 
regular medical attention, but excluding facilities providing surgical or 
emergency medical services.” (emphasis added) 

Golden Cross Health Care previously provided 24-hour skilled nursing services and 
provided medical attention to patients, thus fulfilling the criteria of the land use. The 
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integral component that classifies the use of the facility as a Medical Services – Extended 
Care is the provision of medical attention to persons on a 24-hour basis.  

Status of the Nonconforming Use 

The subject site is located in the FGSP-RM-16 zoning district. As indicated in PMC 
Section 17.33.040, Table 3-14 (Allowed Uses and Permit Requirements for the Fair 
Oaks/Orange Grove Specific Plan RM-16 district), a Medical Services – Extended Care 
use is not a permitted use in this zoning district. Therefore, Golden Cross Health Care’s 
previous use of the site as a Medical Services – Extended Care use was nonconforming.  

Pasadena Zoning Code Chapter 17.71 is entitled “Nonconforming Uses, Structures and 
Lots” and Section 17.71.060 is entitled “Abatement and Termination” where subsection 
“B” therein is entitled “Termination of nonconforming uses by discontinuance.” Section 
17.71.060.B(1)(3) and (4) of the Zoning Code states: 

“(1) Without any further action by the City, a nonconforming use shall lose 
its nonconforming status and shall not be reestablished if the 
nonconforming use is discontinued for any reason for a continuous period 
of at least 12 months. 

(3) The determination of discontinuance (aka abandonment) shall be 
supported by evidence, satisfactory to the Zoning Administrator (e.g. the 
actual removal of equipment, furniture, machinery, structures, or other 
components of the nonconforming use and not replaced, the turning off of 
the previously connected utilities, or where there are no business 
receipts/records or any necessary licenses available to provide evidence 
that the use is in continual operation). 

(4) In an appeal of the Zoning Administrator's determination that the use 
has lost its nonconforming status by discontinuance, the appellant shall be 
required to present evidence satisfactory to the Zoning Administrator 
showing that the use is in continual operation.” 

The nonconforming use was discontinued on June 10, 2020 due to the suspension of 
Golden Cross Healthcare’s license to operate by the California Department of Public 
Health. In addition, on June 11, 2020, all residents were evacuated based on advice from 
the California Attorney General’s Office.  

Based upon CDPH protocol, Golden Cross was unable to provide residents with medical 
services when their license was suspended on June 10, 2020. It is at this point that the 
discontinuance of use commenced. Staff confirmed with CDPH, and other agencies, that 
new licenses to operate the facility as a Medical Services – Extended Care use were not 
issued for the subject site prior to June 10, 2021, twelve months after the suspension, nor 
have residents/patients been allowed back into the facility. 

Based on this information, the Zoning Administrator made a determination that the 
nonconforming Medical Services – Extended Care use was discontinued for a continuous 
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period of at least 12 months and on June 10, 2021, twelve months following the license 
suspension, the nonconforming use lost its nonconforming status and could not be able 
to reestablish. As of the writing of this report, the appellant has not presented satisfactory 
evidence that the use was in continual operation; refer to appeal discussion (next page). 

The timeline below identifies a sequence of events that occurred since the State 
suspended Golden Cross Health Care’s license. The 12-month period began on June 10, 
2020, when the license was suspended by CDPH and ended on June 10, 2021. 
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 o June 10, 2020: Golden Cross Health Care license to operate a skilled 

nursing facility suspended by CDPH. 
Commencement of discontinuance. 

o June 11, 2020: All staff and residents of the facility were evacuated 
from the facility.  

o June 10, 2021: Nonconforming use discontinued for a continuous 
period of 12 months. 

o June 16, 2021: Zoning Administrator issued determination that the 
nonconforming use lost its nonconforming status due 
to disuse. 

 o June 28, 2021: Appeal of the Zoning Administrator’s Determination. 

 
Appeal 

In their submitted appeal application (Attachment “C”), the appellant asserts that the use 
of the property did not cease on June 10, 2020, and in fact, has never ceased and is still 
active today. The appellant supports this assertion by stating that the beds are still at the 
facility, the medical records are still available at the facility and the office functions of the 
facility are still proceeding. In addition, in the appeal, the appellant states that while the 
facility “does not have any patients…[t]he Facility continues to be maintained in a 
condition to receive patients.” The appellant contests that the use as a Medical Services 
– Extended Care facility has continued even though no patients reside on-site.  

However, in order to maintain a nonconforming use, the use itself has to continue at the 
subject address—as described in the land use definition in the Zoning Code. This would 
have required the facility to have “provided care on a 24-hour basis for persons requiring 
regular medical attention”, which is not possible when there are no persons residing on 
the property to receive such services due to the suspension of the license. Simply 
maintaining beds and medical records or an office function of the previous use does not 
continue the use as a Medical Services – Extended Care use. As of the writing of this 
report, the appellant has not presented any evidence to support the assertions that the 
actual use was in continual operation.  Furthermore, such use would not be legal as the 
necessary licenses for patient care have been suspended and are not in place. As a 
result, the Zoning Administrator correctly determined that the use as a Medical Services 
– Extended Care use ceased when the facility’s license was suspended and the 
residents were vacated from the property. 
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CONCLUSION: 

The Zoning Administrator has considered the appeal and has determined that the 
Determination was correctly made. The nonconforming use was discontinued on June 
10, 2020, when the license required to provide patients with medical services was 
suspended. Staff confirmed that a license was not reinstated or a new license to operate 
the facility as a Medical Services – Extended Care use was not issued for the subject site 
prior to June 10, 2021 and thus the discontinuance of use continued for at least 12 
months. Therefore, it is recommended that the Board of Zoning Appeals uphold the 
Zoning Administrator’s Determination that the nonconforming Medical Services – 
Extended Care land use lost its nonconforming status and shall not be reestablished. 

Respectfully Submitted, Prepared by: 

Luis Rocha Jennifer Driver 
Zoning Administrator Planner 

Attachments: 

Attachment A – Zoning Administrator Determination, dated June 16, 2021 
Attachment B – Notice of Temporary Suspension from CDPH, dated June 10, 2020 
Attachment C -- Appeal Application, dated June 28, 2021 
Attachment D –  Inspector General’s Interim Report, dated February 2021 
Attachment E -- Pasadena Star News article, dated June 12, 2020 
Attachment F --  Pasadena Star News article, dated June 18, 2020 
Attachment G -- Los Angeles Times article, dated June 13, 2020 
Attachment H -- US News article, dated June 12, 2020 
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ATTACHMENT A 
Zoning Administrator Determination, dated June 16, 2021 

 



 

 

 
 
 
 
 
 
 
 
 
 
VIA REGULAR AND CERTIFIED MAIL 
 
 
June 16, 2021 
 
1450 North Fair Oaks LLC     Sadvipra LLC 
Josemar Mercado, Agent for Service of Process              Josemar Mercado, Agent for Service of Process 
150 Deodar Lane     150 Deodar Lane 
Bradbury, CA.  91008     Bradbury, CA.  91008 
 
SUBJECT: 1450 N. FAIR OAKS AVENUE - LOSS OF NON-CONFORMING STATUS 
 
Dear Mr. Mercado: 
 
This letter is to inform you that the property located at 1450 N. Fair Oaks Avenue, situated in Pasadena’s 
FGSP-RM-16 zoning district and operated as a 96 bed convalescent facility until June 10, 2020, has lost 
its’ non-conforming status through disuse. Such disuse was precipitated by the California Department of 
Public Health issuing a Temporary Suspension of the facility’s license on June 10, 2020, and a June 11, 
2020, decision to evacuate all residents based on advice from the California Attorney General’s Office. 
 
For reference, the site was established as a hospital use in 1953 and 1954 with two approved Variances 
which allowed for the construction of a new 25 bed surgical hospital.  Over time the surgical hospital 
became a convalescent facility, which falls under the “Residential Care, General” land use classification 
defined by the Pasadena Zoning Code as a State licensed facility, family home, group care facility, or 
similar facility that is maintained and operated to provide 24-hour nonmedical residential care for seven or 
more adults, children, or adults and children in need of personal services, supervision, or assistance 
essential for sustaining the activities of daily living or the protection of the individual. This use includes the 
administration of limited medical assistance.  Residential Care, General uses are no longer permitted 
within the FGSP-RM-16 zoning district and therefore use of the site was legal non-conforming.   
 
Pasadena Zoning Code section 17.71.060(B)(1) states that “Without any further action by the City, a non-
conforming use shall lose its nonconforming status and shall not be reestablished if the nonconforming 
use is discontinued for any reason for a continuous period of at least 12 months.”  You are hereby notified 
that, pursuant to PMC Chapter 17.72 (Appeals), any person that believes the Zoning Administrator’s 
determination, on the applicability of the provisions of the Zoning Code, to be in error has the right to 
appeal this decision within ten days (June 28, 2021).  Any appeals will be heard by the Board of Zoning 
Appeals.  The effective date of this determination will be June 29, 2021. The regular appeal fee is 
$236.90.  
 
 
 
 
 
 
 
 
 



If you have any questions regarding this correspondence you may contact me by telephone at (626) 744-
6747 or email at lrocha@cityofpasadena.net. 
 
Sincerely, 
 
 
 
Luis Rocha  
Zoning Administrator 
 
cc: David Reyes, Director 

Jennifer Paige, Deputy Director 
Theresa Fuentes, Assistant City Attorney 
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ATTACHMENT B 
Notice of Temporary Suspension from CDPH, dated June 10, 2020 

 
  



State of California-Health and Human Services Agency 

California Department of Public Health 

SONIA Y. ANGELL, MD, MPH 
State Public Health Officer & Director 

Golden Cross Health Care 
1450 N. Fair Oaks Ave. 
Pasadena, CA 91103 

Joseph R. LaMagna 
jlamagna@health-law.com 
Hooper, Lundy & Bookman, P.C. 
101 W. Broadway 
Suite 1200 
San Diego, CA 92101-3890 

June 10, 2020 

RE: Notice of Temporary Suspension Order 

Dear Administrator: 

GAVIN NEWSOM 
Governor 

\6 

This letter serves as notice that effective June ~. 2020, the California Department of Public Health 
(Department) shall issue a Temporary Suspension Order (TSO) of the license (License No: 
970000082) at your facility in response to ongoing risk to the health and safety of the public. 
Specifically, the Department has determined over the course of multiple surveys of the skilled nursing 
facility between May 15 and June 1 that multiple deficiencies existed, including failure to properly 
administer wound care, failure to maintain clean linens and proper hygiene of residents, failure to 
maintain confidentiality of medical records, insufficient nutrition and hydration of residents, failure to 
properly care for diabetic residents, as well as others. As a result, the Director finds the temporary 
suspension of the license necessary to protect the public welfare. 

If you have any questions regarding this notice or require assistance, please contact Scott Vivona, 
Assistant Deputy Director, Center for Health Care Quality at (916) 440-7377. 

11: ~~ 
Heidi Steinecker 
Deputy Director 

Center for Health Care Quality, MS 0512 P.O. Box 997377 Sacramento, CA 95899-7377 
(916) 324-6630 • (916) 324-4820 FAX 

Internet Address: www.cdph.ca.gov 



BEFORE THE
STATE DEPARTMENT OF PUBLIC HEALTH

In the Matter of the Accusation Against:

GOLDEN CROSS HEALTH CARE

1450 N. Fair Oaks Avenue
Pasadena, CA 91103

License Number:  970000082
Facility ID:            970000171

Respondent

CPH Case No. 20-AL-LNC-39848

TEMPORARY SUSPENSION ORDER
PURSUANT TO HEALTH AND SAFETY
CODE SECTION 1296 AND STATEMENT
TO RESPONDENT

RESPONDENT IS HEREBY NOTIFIED that the Director of the California Department of Public
Health (Department) has made a determination, in accordance with Health and Safety Code
section 1296, to temporarily and immediately suspend your license to operate Golden Cross
Health Care. This temporary suspension shall remain in effect until the conclusion of the
administrative proceedings herein. Upon receipt of notice of defense, the Director shall, within
15 days, set the matter for hearing, which shall be held as soon as possible but not less than
30 days after receipt of the notice. If the Director fails to make a final determination on the
merits within 60 (sixty) days after the hearing has been completed, the temporary suspension
shall be deemed vacated. The Department maintains that there is an exception to the
automatic stay which allows the Department, a governmental regulatory agency, from
enforcing or utilizing its regulatory power.

EFFECTIVE JUNE 11, 2020,

1. Your license to operate the skilled nursing facility Golden Cross Health Care is temporarily
suspended; and

2. You must immediately cease operation of the skilled nursing facility and any other services
that are part of the license for Golden Cross Health Care. and work with and take direction
from the Temporary Manager currently appointed to Golden Cross Health Care to conduct
and orderly transfer of residents.

RESPONDENT IS HEREBY ADDITIONALLY NOTIFIED that at any hearing regarding
the proceedings for the Temporary Suspension, the California Department of Public
Health also seeks that Respondent’s license to operate Golden Cross Health Care be
revoked pursuant to Health and Safety Code section 1294.

The enclosed Accusation in this matter is served on you. All communications pertaining to this
matter, including the notices and requests referred to below, should be sent to the attorney
who represents the Department.



Unless a written request for a hearing signed by or on behalf of the person named as 
the Respondent in the accompanying Accusation is delivered or mailed to the agency 
within 15 days after the Accusation has been personally served on you or mailed to you, 
the Department may proceed upon the Accusation without a hearing. The request for a 
hearing may be made by delivering or mailing the enclosed form entitled , "Notice of 
Defense" or by delivering or mailing a notice of defense as provided by section 11506 of 
the Government Code to: 

Daniel Meyer 
Attorney IV 
California Department of Public Health 
1415 L Street, Suite 500 
Sacramento, CA 95814 

If you use the enclosed form Notice of Defense as your request for a hearing , it will be 
deemed a specific denial of all parts of the Accusation not expressly admitted. However, 
you cannot use this form to present any of the other defenses or objections permitted by 
Government Code section 11506. Other defenses or objections permitted by 
Government Code section 11506 must be raised in specific conformance with the 
language of section 11506. 

If you desire the names and addresses of witnesses or an opportunity to inspect and 
copy the items mentioned in section 11507.6 of the Government Code in the 
possession, custody or control of the Department, you may contact the Department's 
attorney identified above. 

Copies of Government Code sections 11507.5, 11507.6 and 11507.7, are enclosed . 

The procedures which govern this hearing process are contained in Health and Safety 
Code sections 1296, 1295, 100171, and to the extent it is not inconsistent with this 
section , the California Administrative Procedure Act (Chapters 4.5 and 5 (commencing 
with section 11400) of Part 1 of Division 3 of Title 2 of the Government Code). If you 
would like a copy of these governing procedures, you may contact the Department's 
attorney identified above. 

The hearing may be postponed for good cause. If you have good cause, you are 
obliged to notify the Department, and if an Administrative Law Judge has been assigned 
to the hearing , the Office of Administrative Hearings and Appeals, within 10 working 
days after you discover the good cause. Failure to notify the Department within 1 O 
working days will deprive you of a postponement. 

DATED: June _&_, 2020 u~ w .~ 
Heidi Steinecker .....,. 
Deputy Director 
Center for Health Care Quality 
California Department of Public Health 

2 
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REBECCA DIETZEN
SBN: 233072
Assistant Chief Counsel
DANIEL MEYER
SBN: 252348
Attorney IV
Department of Public Health
1415 L Street, Suite 500
Sacramento, CA 95814
Telephone: (916) 558-1775

Attorney for the State
Department of Public Health
Licensing and Certification Division

BEFORE THE
STATE DEPARTMENT OF PUBLIC HEALTH

In Matter of:

GOLDEN CROSS HEALTH CARE

1450 N. Fair Oaks Avenue
Pasadena, CA 91103

License Number:  970000082
Facility ID:            970000171

Respondent

CDPH Case No. 20-AL-LNC-39848

ACCUSATION

I

Heidi Steinecker, Complainant herein (Complainant), files this Accusation in her

official capacity as the Deputy Director, Center for Health Care Quality, California

Department of Public Health, State of California.  Complainant makes and files the instant

Accusation solely in her official capacity and not otherwise.  This Accusation is based on

Complainant’s information and belief.

II

The Department of Public Health (Department) is the agency of the State of

California responsible for the licensure of Skilled Nursing Facilities pursuant to California

Health and Safety Code section 1250 et seq. and California Code of Regulations, Title

22, section 720001 et seq.

///
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III

Respondent, (Respondent), is licensed by the Department to operate and maintain

the skilled nursing facility (SNF) known as Golden Cross Health Care (Facility) located at

1450 N. Fair Oaks Avenue, Pasadena California 91103 (License No. 970000082). (A true

and correct copy of the license is attached hereto as Exhibit A) Pursuant to said license,

Respondent is required to comply with Health and Safety Code section 1250 et seq. and

California Code of Regulations, title 22, section 720001, et seq.

At all times mentioned in this Accusation, Respondent was licensed to operate and

maintain said Facility.  Wherever it is alleged in this Accusation that Respondent violated

one or more statutes or regulations, the allegation shall be deemed in each case to mean

that Respondent, through its employees or agents, violated the statute or regulation and

that Respondent aided, abetted, or permitted the violation.

IV

DEPARTMENT AUTHORITY

Health and Safety Code section 1294 provides that the Department may revoke a

license to operate a skilled nursing facility for violation by the licensee of any of the

provisions of chapter 2, division 2, of the Health and Safety Code, or of the rules and

regulation promulgated there under; or for conduct inimical to the public health, morals,

welfare, or safety of the people of the State of California in the maintenance and

operation of a skilled nursing facility.

Health and Safety Code Section1296 provides that the Director may temporarily

suspend any license or special permit prior to any hearing, when in his or her opinion the

action is necessary to protect the public welfare. This temporary suspension shall remain

in effect until the hearing is completed and the Director has made a final determination

on the merits.

///

///
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V

BACKGROUND

The Department conducted multiple inspections of Respondent’s facility.  An

inspection completed on May 27, 2020 resulted in a pattern of widespread deficiencies

that resulted in a level L immediate jeopardy citation.  The deficiencies are detailed in

State Form 2567 dated May 27, 2020. (A true and correct copy of the State Form 2567

is attached hereto as Exhibit B and is incorporated by reference herein.)   Another

inspection was completed on May 28, 2020.  Numerous deficiencies, including six

immediate jeopardy deficiencies, were found and are detailed in State Form 2567 dated

May 28, 2020. (A true and correct copy of the State Form 2567 is attached hereto as

Exhibit C and is incorporated by reference herein.) An additional inspection was

completed on May 31, 2020 which resulted in Respondent being cited for a pattern of

deficiencies that resulted in a level K immediate jeopardy citation being issued. (A true

and correct copy of the State Form 2567 is attached hereto as Exhibit D and is

incorporated by reference herein.)

Based on the seriousness of the deficiencies, on June 2, 2020, a Statement of

Cause and Concerns was served on Respondent and a temporary manager (TM) was

installed in the facility. On June 3 and 10, 2020, amended versions of this Statement of

Cause and Concerns were sent to the Respondent to correct clerical errors. (A true and

correct copy of all three Statements of Cause and Concerns are attached hereto as

Exhibit E and are incorporated by reference herein.)  TM observed continued violations

of State and Federal statutes and regulations.   Based upon the findings in the above-

referenced report, and the observations of the TM, the Director has made a

determination that, in order to protect the welfare of the facility’s residents, Respondent’s

license to operate the skilled nursing facility should be temporarily suspended effective

June 11, 2020.

///

///
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Good cause exists for the revocation of Respondent’s license, pursuant to Health

and Safety Code section 1294, in that Respondents have violated, and permitted the

violation of State and Federal regulations governing the operation of the facility, and

has engaged in conduct inimical to the public health, welfare, and safety of the people of

the State of California.

VI

VIOLATIONS

Respondent violated the following regulations and/or statutes, which are grounds

for the temporary suspension of Respondent’s license to operate the skilled nursing

facility known as Golden Cross Health Care.

1. MAY 27, 2020 VIOLATIONS

Code of Federal Regulations, title 42, §§ 483.80(a), (1), (2), (4), (e) and (f) – Infection

Prevention and Control

Respondent failed to provide a safe sanitary environment to help prevent the spread of

infections during the Coronavirus (COVID-19) crisis.  Respondent failed to ensure that

the facility had:

 Certified/licensed staff members in the facility to oversee the infection control

practices in the residential care areas;

 Certified/licensed staff members in the facility to review the template for an

investigation of outbreaks;

 Designated units to separate infected residents from uninfected residents and

from residents awaiting COVID-19 lab test results;

 Assigned dedicated healthcare staff to care for suspected or confirmed COVID-19

residents;

 Kept infected residents in their rooms;

 Instructed staff on how and where to put on and take off personal protective

equipment;

 Separate donning and doffing areas from COVID and Non-COVID areas.
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These deficient practices had the potential to result in the spread of infections that

could lead to death to residents and staff.

2. May 28, 2020 VIOLATIONS

a) Code of Federal Regulations, title 42, § 483.12(a)(1) - Freedom from Abuse,

Neglect, and Exploitation.

The resident has the right to be free from abuse, neglect, misappropriation of

resident property, and exploitation as defined in this subpart. This includes but is not

limited to freedom from corporal punishment, involuntary seclusion and any physical or

chemical restraint not required to treat the resident’s medical symptoms.

Respondent failed to ensure that three of three sampled residents who had the

Corona virus received the necessary care and services in accordance with the resident’s

care plans to maintain and improve their wellbeing, as indicated in the facility’s policies

and procedures.  Respondent’s failures include, but are not limited to the following:

 Failed to ensure Resident 1 had clean linen, clean fingernails, wound treatments,

fresh water available, and assistance to reposition in bed;

 Failed to ensure Resident 2 had showers and clean clothes;

 Failed to ensure Resident 6 received fresh drinking water;

 Failed to ensure the facility had a knowledgeable department head staff and/or

staff to oversee the care and treatment practices in the resident care areas sin the

COVID-19 unit.

The Respondent’s failure to ensure that residents were not neglected increased

the risk of the spread of infections (including COVID-19) to residents which could result in

health complications likely resulting in hospitalization or death. Failure to maintain

adequate personal hygiene may also result in psychosocial harm that could lead to a

negative effect on the residents' health, well-being and overall quality of life.

b) Code of Federal Regulations, title 42, § 483.25 - Quality of Care

Quality of care is a fundamental principle that applies to all treatment and care

provided to facility residents. The facility must ensure that residents receive treatment
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and care in accordance with professional standards of practice, the comprehensive

person-centered care plan, and the residents’ choices.  Respondent failed to provide

nursing care and services for two sampled residents during the Coronavirus crisis in

accordance with the facility’s policies and procedures.  This was evidenced by;

 Facility Staff did not provide Resident 1 with grooming and personal care to keep

the resident clean and comfortable.  The facility’s nursing staff also failed to

assess the resident’s skin when he developed wounds on the right hip, and

discoloration on bilateral toes;

 Facility nursing staff did not provide nursing care when the Resident 2 had

abnormally low and high blood sugar levels.  The nursing staff also did not check

residents blood sugar nor administer the right amount of insulin.

 The Facility’s administrative staff did not oversee the nursing care and treatment

for both residents, due to the fact that both residents resided in the COVID-19

area, which the administrative staff refused to enter.

c) Code of Federal Regulations, title 42, §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.

(42 C.F.R. sec. 483.25(b)(1).)

The facility failed to provide wound care treatments for seven of seven sampled

residents as ordered by the facility physician and according to the facility’s policies and

procedures by failing to:

 Assess and notify Resident 1’s physician of, implement a treatment, and provide

care for Resident 1’s black discolorations on his toes;

///
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 Assess for the location, stage, length, width and depth, presence of fluid or

necrotic tissue of, provide treatment for Resident 1’s pressure ulcers/injuries to his

buttocks and hip;

 Provide treatment and ensure Resident 4 had heel protectors on to prevent

pressure injury as ordered by his physician;

 Provide treatment and ensure Resident 6 received wound treatment on the right

hip as ordered by the physician;

 Provide treatment and ensure Resident 7 received skin treatment on her right heel

and left leg as ordered by the physician;

 Provide treatment and ensure Resident 8 received treatment for a scrape on his

buttocks;

 Provide treatment and ensure that Resident 9 received treatment for toe

discoloration;

 Provide treatment and ensure that Resident 10 received treatment for abrasions to

his toes.

These deficient practices resulted in the residents experiencing worsening of their

wounds, to experience pain, and put them at risk for infection that could lead to

hospitalization, health complications and death.

d) Code of Federal Regulations, title 42, §483.25(l) - Dialysis.

The facility must ensure that residents who require dialysis receive such services,

consistent with professional standards of practice, the comprehensive person-centered

care plan, and the residents’ goals and preferences.

The Facility’s nursing staff failed to monitor and identify hemodialysis complications

for one of one sampled resident after the resident returned from the dialysis center.  This

was evidenced by Respondent’s failure to:

 Ensure that licensed nurses assessed resident’s right upper arm arteriovenous

fistula and vein, made by the surgeon to remove and return blood during

hemodialysis, for bleeding as indicated in the resident’s care plan;



-8-
ACCUSATION

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

 Monitor resident’s am AV fistula for bruit and thrill (sounds and sensations that can

be monitored by stethoscope and by feel) as indicated in the facility’s policies and

procedures;

 Ensure the dialysis emergency kit was available at resident’s bedside for staff to

use during a bleeding emergency that occurred;

 Ensure the facility had a knowledgeable department head/staff to oversee the

resident’s nursing care while the resident was in the COVID-19 unit.

These deficient practices placed resident at risk for life threatening emergencies

due to bleeding from the AV fistula.  It took staff over twenty minutes to find the

emergency kit to stop the bleeding.  During that time period, the resident had to keep

pressure on his own wound.

e) Code of Federal Regulations § 483.25(i) - Respiratory/Tracheostomy Care

and Suctioning

The facility must ensure that a resident who needs respiratory care, including

tracheostomy care and tracheal suctioning, is provided such care, consistent with

professional standards of practice, the comprehensive person-centered care plan, the

residents' goals and preferences, and 483.65 of this subpart.

Respondent failed to provide oxygen treatment, as the physician ordered, for eight of

eight sampled residents who had COVID-19, per physician’s orders.  The facility failed to:

Ensure staff were monitoring O2 saturation;

Label a residents’ humidifiers;

Provide oxygen treatment at the correct rate;

Obtain an order to titrate the oxygen rate;

These deficient practices placed residents at risk for health complications from

COVID-19 including respiratory distress and/or infection that could lead to hospitalization

or death.

///

///
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f) Code of Federal Regulations, title 42, § 483. 483.60(i)(1)(2) Food safety

requirements.

The facility must store, prepare, distribute and serve food in accordance with professional

safety requirements. Respondent failed to develop and implement a system to identify,

report, monitor and control unsafe food sanitation practices in the facility kitchen that

provides food services for all 65 residents in the facility.  Respondent’s failures include:

 A dirty food cart from the COVID-19 unit was rolled back into the kitchen and

placed next to the food preparation area;

 The dietary staff wiped the dirty food cart next to the food preparation area during

dinner tray line service;

 The evening snacks in a tray cart were not labeled with time, date and resident

name as required to prevent pathogenic microorganism growth or toxic formation;

 The two dietary staff present did not practice hygiene or follow proper sanitary

food preparation rules.  Both staff member were not wearing beard or hair nets,

did not wash hands or change gloves when moving from dirty tasks to clean ones.

  Staff stored personal items, including alcohol, in facility refrigerator, leaving open

the potential of cross contamination of residents’ food that could cause food borne

illnesses;

 Facility did not serve the dinner meals of 10 residents in a timely manner;

 Facility staff did not check the food temperature prior to serving the food, did not

wear gloves while serving the food, and served the food cold to residents.

These deficient practices had the potential to cross-contaminate food served to the

65 residents in the facility.  These practices could cause health complications that could

lead to hospitalization or death.

g) Non-Immediate Jeopardy Deficiencies

The facility was also cited for multiple deficiencies that did not rise to the level of

an immediate jeopardy.  These include, but are not limited to, violations for:

///
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 Code of Federal Regulations, title 42, §§ 483.10(h)(1)-(3)(i)(ii) - failing to ensure

residents privacy/confidentiality of records.

 Code of Federal Regulations, title 42, §§ 483.25(d)(1)(2) – Failing to keep facility

free of accidents/Hazards/Supervision/Devices.

 Code of Federal Regulations, title 42, §§ 483.35(a)(3)(4)(c) – Failure to Employ a

Competent Nursing Staff.

 Code of Federal Regulations, title 42, §§ 483.45(a)(b)(1)-(3) – Failure to have

adequate Pharmacy Services, Procedures and Records.

 Code of Federal Regulations, title 42, §§ 483.45(g)(h)(1)(2) – Failure to

store/Label Drugs and Biologicals Properly.

 Code of Federal Regulations, title 42, §§ 483.20(f)(5) and 483.70(i)(1)-(5) – Failure

to Keep Proper Resident Records.

 Code of Federal Regulations, title 42, §§ 483.80(a)(1)(2)(4)(e)(f) – Infection

Control

3. MAY 31, 2020 VIOLATIONS

a) Code of Federal Regulations, title 42, §§ 483.45(a)(b)(1)-(3) - Pharmacy Services,

Procedures, Pharmacists and Records

Respondent failed to ensure that 10 of 10 sampled residents in the facility received

pharmaceutical services to meet the needs of each resident in a consistent manner in

accordance with physician orders and the facility’s policies and procedures by failing to:

 Administer three doses of Levimar (insulin), two doses of Levimar 15 and four

doses of Klonopin (seizure/anxiety medication) for Resident 1;

 Administer five doses of Haldol (mental/mood disorder medication), 10 doses of

Depakote (seizure/psychiatric medication), five doses of benztropine mesylate

(controls involuntary or uncontrollable movements), and four doses of atorvastatin

(cholesterol medication) for Resident two;

 Administer four doses of Depakote to Resident 3;

///
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 Administer four doses of Dilantin (seizure medication), five doses of Dilantin, three

doses of dorzolamide HCI 2% solution (glaucoma eyedrops) and one dose of

Exelon for Resident 4;

 Administer five doses of Namenda (medication to treat severe confusion) for

resident;

 Administer two doses of Lipitor (cholesterol medication) for Resident 6;

 Administer two doses of Plavix (blood clot medication) for Resident 7;

 Administer eleven doses of memantine HCL (to treat confusion), nine doses of

metformin (controls blood sugar levels), three doses of pantoprazole (used to treat

stomach problems), five doses of Thera-M (supplement), four doses of Claritin

(allergy medication), six doses of donepezil (treats confusion), two doses of

escitalopram oxalate (to treat depression), five doses of fenofibrate sulfate (iron

supplement), and two doses of folic acid (supplement) for Resident 8;

 Administer one dose of Neurontin (seizure/nerve pain medication), two doses of

Pepcid (ulcer medication), three doses of Prozac (depression medication), two

doses of Revia (addiction medication), three doses of thiamine (vitamin), and one

dose of Zocor (cholesterol medication) for Resident 9;

 Administer three doses of anastrozole (breast cancer treatment) for Resident 10.

These deficient practices of failing to administer medications for seizures,

diabetes, cancer and various psychiatric conditions in accordance with physician

orders increased the risk for the Residents to experience health complications

likely resulting in serious harm.

b) Code of Federal Regulations, title 42, § 483.45(f)(2) – Medication Errors

Respondent failed to ensure that the facility administered medications in a timely

manner that was consistent with the physician’s orders and the facility’s policies and

procedures by failing to:

 Administer three doses of Levimar (insulin), two doses of Levimar 15 and four

doses of Klonopin (seizure/anxiety medication) for Resident 1;
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 Administer five doses of Haldol (mental/mood disorder medication), 10 doses of

Depakote (seizure/psychiatric medication), five doses of benztropine mesylate

(controls involuntary or uncontrollable movements), and four doses of atorvastatin

(cholesterol medication) for Resident two;

 Administer four doses of Depakote to Resident 3;

 Administer four doses of Dilantin (seizure medication), five doses of Dilantin, three

doses of dorzolamide HCI 2% solution (glaucoma eyedrops) and one dose of

Exelon for Resident 4;

 Administer five doses of Namenda (medication to treat severe confusion) for

resident;

 Administer two doses of Lipitor (cholesterol medication) for Resident 6;

 Administer two doses of Plavix (blood clot medication) for Resident 7;

 Administer eleven doses of memantine HCL (to treat confusion), nine doses of

metformin (controls blood sugar levels), three doses of pantoprazole (used to treat

stomach problems), five doses of Thera-M (supplement), four doses of Claritin

(allergy medication), six doses of donepezil (treats confusion), two doses of

escitalopram oxalate (to treat depression), five doses of fenofibrate sulfate (iron

supplement), and two doses of folic acid (supplement) for Resident 8;

 Administer one dose of Neurontin (seizure/nerve pain medication), two doses of

Pepcid (ulcer medication), three doses of Prozac (depression medication), two

doses of Revia (addiction medication), three doses of thiamine (vitamin), and one

dose of Zocor (cholesterol medication) for Resident 9;

 Administer three doses of anastrozole (breast cancer treatment) for Resident 10.

These deficient practices of failing to administer medications for seizures,

diabetes, cancer and various psychiatric conditions in accordance with physician orders

increased the risk for the Residents to experience health complications likely resulting in

serious harm.

///
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VII

OBSERVATIONS OF THE TEMPORARY MANAGER

Karen Lapcewich was appointed as the temporary manager of Golden Cross

Health Care on June 02, 2020.   She has submitted a declaration to the Department that

attests to the numerous ongoing and serious quality of care issues at Golden Cross.

(A true and correct copy of the declaration is attached hereto as Exhibit F.)   Violations

that she has observed and concerns she has include, but are not limited to:

 An outside nurse consultant identified that at least 13 residents are suffering from

dehydration because there is no existing hydration program monitoring. Outside

consultants and the TM have had to provide intravenous (IV) hydration. To date,

the facility has not initiated the IVs. Nor was water timely provided to patients

throughout the day.

 There is no skin management program to prevent residents from getting pressure

ulcers. There are no preventative measures for skin break down including proper

care planning and pressure relieving devices to address ongoing pressure ulcer

problems.  Residents are not being turned on a regular basis. Consequently,

residents are continuing to develop pressure ulcers and existing ones are

worsening.

 Similarly, residents are not changed and often lay in their urine for hours.

 There is no current maintenance manager and no logs or maintenance program

could be provided when sought. Of concern is the air filter system, which is not

working properly, and dirt and heavy dust were observed on facility air vents.

 Overall infection control is also of grave concern. Not only is there is no basic

functioning infection operational control program, but there is also not one specific

to COVID-19. Thus, there are infection control issues related to donning and

doffing personal protective equipment (PPE), handwashing, cross-contamination,

and food transport. Moreover, there is no basic infection surveillance tracking and

trending, no COVID-19 surveillance and tracking, and staff are moving in and out
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of red and green zones (COVID-19 positive and negative areas) without taking the

proper precautions.

 The facility is not addressing or preventing resident abuse by the facility staff.

Bruises are not being investigated or reported, so incident reports are not being

generated to understand the origin of the injuries. Cases of abuse are not reported

timely, investigated, and are difficult to prevent. This includes the recent alleged

physical abuse where a staff member allegedly slapped and pushed a resident

into his bed. The owner and director of nursing were notified of this event shortly

after it occurred. They did not report the event within two hours, and they allowed

the staff to continue working through the shift. The staff member was not taken off

the schedule and returned the next day. The police were not notified until several

days later. The TM provided the information to the police rather than the facility

reporting the incident. To date there has been no investigation, no notes in the

patient's chart of the events, and no incident report has been generated.

 There is no weight management program. Approximately 90 percent of residents

have recently lost weight. The dietary department is not following menus or portion

control. Also, it was observed that staff remove meals from the residents prior to

the resident completing the meal and are not allowing the residents to eat their

entire meal. Residents were not offered evening snacks, so the CalMat team

(Medical Assistance Teams (CAL-MATs) are a group of highly trained medical

professionals and other specialists organized and coordinated by the State

Emergency Medical Services Authority (EMSA) for rapid field medical response in

disasters) have been assisting by preparing snacks for residents because the

facility failed to address this issue.

 There is inadequate supervision of patients. One resident has been identified as a

risk for elopement. The resident’s care plan is clearly not effective to prevent this

resident from eloping. The National Guard (brought in after CalMat was

demobilized) found the resident just before the resident ran into the street.
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 Nurses are failing to identify when a resident has a change of condition and failing

to report a change of condition.

 The facility is not conducting interdisciplinary team care plan meetings to meet and

address the residents’ needs.

 There is no full-time staff developer working during day hours to conduct in-service

trainings and monitor staff.

 The Registered Nurse Supervisor’s keys are left out and unsupervised. These

keys include those that secure the narcotics.

 There is no existing activity program. Though COVID-19 may prevent community

activities and room visits, activities can still be easily scheduled for residents.

Residents just watched TV all day with nothing to do and remain isolated.

 There is no Quality Assessment and Improvement Program or even basic quality

assurance.

These observations are being investigated by the Department and may lead to

further deficiencies to be assessed against the facility.

VIII

HEARING

The purpose of the hearing is to permit Respondent an opportunity to present

evidence to rebut the Department’s determination regarding the penalty assessment

against Respondent, the amount of the penalty, the alleged deficiency, or the alleged

failure to correct a deficiency.

IX

RESPONDENT HAS DEMONSTRATED A PATTERN OF CONDUCT INIMICAL TO

THE HEALTH, MORALS, WELFARE, AND SAFETY OF ITS PATIENTS

The Respondent is hereby notified that the Director has made a determination, in

accordance with Health and Safety Code section 1296 to temporarily and immediately

suspend Respondent’s license to operate the skilled nursing facility.  This temporary

suspension shall remain in effect until the conclusion of the administrative proceedings



1 herein. However, if the director fails to make a final determination on the merits within 60 

2 (sixty) days after the hearing has been completed, the temporary suspension shall be 

3 deemed vacated. 

4 EFFECTIVE IMMEDIATELY, your license to operate the skilled nursing facility is 

5 temporarily suspended; and; you must immediately cease operation 

6 RESPONDENT IS HEREBY ADDITIONALLY NOTIFIED that, after hearing or 

7 conclusion of these proceedings, the Complainant also seeks that: Respondents' license 

8 to operate Golden Cross Health Care be revoked. 

9 WHEREFORE, Complainant seeks to have the Respondent's license be 

10 temporarily suspended. 

11 

12 DATED: June 10, 2020 
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viewed by the reclplent(s} listed above. If you are not the intended recipient(s}, you are hereby notified that any distribution or 
copying of this document is strictly prohibited. If you have received this document in error, please contact tl1e sender list 
above and destroy the document(s}. 

-------·-
12112106 



State 01 Califamla-Heallh €1rxl Human SEINlces Agency 

SIGNATURE REQUIREMENT NOTICE 
(For Plan of Correction) 

Notice to Licensee/Deslgnee 

Depof1ment of Health Services 

The surveying state agency is required to obtain a signed plan of correction for deficiencies noted on the 
Statement of Deficiencies and Plan of Correction (Code of Federal Regulations, Title 42, Section 489.13; 
State Operations Manual, Section 2612; and California Health and Safety Code, Section 1280). By 
signing a plan of correction, a licensee or designee does not necessarily admit guilt of any alleged 
violation nor does this interfere with the right to contest or appeal any alleged violations on which the plan 
of correction is based or the same period for correction. It does acknowledge responsibility for 
compliance with licensing requirements, with appropriate requirements of the Medicare and Medi-Cal 
programs, that an exit conference was held during which the items listed were discussed, and that a copy 
of the deficiency/report and plan of correction was received. 

Clly 

Golden Cross Health Care CA00688967 Pasadena 

Copy of this notice received: 
Licensee or desfgnee signature 

Copy of this notice presented to license r designee: 
Dato 

Complaint Notice 

if there should be disagreement between the Licensee or Designee and the Evaluator of the Survey Team 
on an interpretation of the regulations or a field decision, the Licensee of Designee may wish to call and 
discuss this with the District Licensing Supervisor. 
Name of Licensing Supervisor Telephone 

Naiades Paule (626) 312-1113 

Instructions 

This notice is to be used with Plans of Correction for Skilled Nursing Facilities, Intermediate Care 
Facilities, Intermediate Care Facilities/Developmentally Disabled, Intermediate Care 
Facilities/Developmentally Dis ab led-H abilitative, intermediate Care Facilities/Developmentally 
Disabled-Nursing, Congregate Living Health Facilities, Pediatric Day Health and Respite Care Facilities, 
and Hospitals with Distinct Part Skilled Nursing Facilities or Intermediate Care Facilities. It is to be signed 
by the licensee/designee and the licensing evaluator. A copy is left with the licensee/designee and the 
original is kept in the district office licensing file. 

HS 315 (5102) 
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F 000 INITIAL COMMENTS 

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

Complaint Number: CA00688967 

Representing the Department of Public Health: 
HFEN # 36904 and HFEN # 42334. 

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

One deficiency was written for complaint number 
CA00688967. 

F 880 Infection Prevention & Control 
SS=L CFR(s): 483.80(a)(1)(2)(4)(e)(f) 

§483.80 Infection Control 
The facility must establish and maintain an 
Infection prevention and control program 
designed to provide a safe, sanitary and 
comfortable environment and to help prevent the 
development and transmission of communicable 
diseases and Infections. 

§483.80(a) Infection prevention and control 
program. 
The facility must establish an Infection prevention 
and control program (IPCP) that must Include, at 
a minimum, the following elements: 

§483.80(a)(1) A system for preventing, Identifying, 
reporting, investigating, and controlling Infections 
and communicable diseases for all residents, 
staff, volunteers, visitors, and other Individuals 
providing services under a contractual 
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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 dlsclosable 14 
days following the data these documents are made available to the facility. tf deficiencies are cited, an approved plan of correction is requisite to continued 
program participation. 
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arrangement based upon the facility assessment 
conducted according to §483.70(e) and following 
accepted national standards; 

§483.80(a)(2) Written standards, policies, and 
procedures for the program, which must include, 
but are not limited to: 
(i) A system of surveillance designed to identify 
possible communicable diseases or 
Infections before they can spread to other 
persons in the facility; 
(Ii) When and to whom possible Incidents of 
communicable disease or Infections should be 
reported; 
(iii) Standard and transmission-based precautions 
to be followed to prevent spread of infections; 
(lv)When and how Isolation should be used for a 
resident; Including but not limited to: 
(A) The type and du ration of the isolation, 
depending upon the infectious agent or organism 
Involved, and 
(B) A requirement that the isolation should be the 
least restrictive possible for the resident under the 
circumstances. 
(v) The circumstances under which the facility 
must prohibit employees with a communicable 
disease or infected skin lesions from direct 
contact with residents or their food, If direct 
contact will transmit the disease; and 
(vi)The hand hygiene procedures to be followed 
by staff involved in direct resident contact. 

§483.80(a)(4) A system for recording incidents 
identified under the facility's IPCP and the 
corrective actions taken by the facility. 

§483.80(e) Linens. 
Personnel must handle, store, process, and 
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transport linens so as to prevent the spread of 
Infection. 

§483.80(1) Annual review. 
The facility will conduct an annual review of its 
IPCP and update their program, as necessary. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, interview, and record 
review, the facility failed to provide a safe, 
sanitary environment to help prevent the spread 
of infections during the Coronavirus ([COVID-19], 
an Illness caused by a virus that can spread from 
person to person) crisis for affected 4 of 64 
sampled residents (Resident 1, 2, 3, and 4) and 
placed the 60 of 64 in the census at risk as 
indicated in the facility's Mitigation Plan by failing 
to: 

a. Ensure the facility had certified/licensed staff 
(Director of Nursing and Infection Preventlonlst) 
were physically in the facility to oversee the 
infection control practices in the resident care 
areas. 

b. Ensure the facility had a certified/licensed staff 
(Director of Nursing and Infection Preventionist) 
to review the line listing (template for 
investigations of outbreaks) of residents and staff. 

c. Ensure to have designated units to separate 
infected resident from uninfected residents and 
from residents who were waiting on COVID-19 
laboratory results. 

d. Assign dedicated healthcare staff to care for 
suspected or confirmed COVID-19 residents. 

e. Ensure infected residents remained in their 
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rooms. 

f. Instruct staff on how and where to don (put on) 
and doff (take off) protective personal equipment 
(PPE). 

g. Ensure the facility had separate donning and 
doffing areas from COVID and Non COVID 
areas. 

These deficient practices had the potential to 
result in the spread of infections that could lead to 
death to other residents and staff. 

On 5/15/19 at 7:06p.m., an Immediate Jeopardy 
(IJ, a situation in which the facility's 
noncompliance with one or more requirements of 
participation has caused, or Is likely to cause, 
serious Injury, harm, impairment, or death to a 
resident) was identified in the presence of the 
facility's Interim Administrator (IADM) for the 
facility's failure to implement measures to prevent 
Infection that threatened the health and safety of 
the residents and staff. 

On 5/22/20 at 8:15 p.m., after the facility 
submitted an acceptable plan of action (POA), the 
survey team verified and confirmed on-site the 
Implementation of the POA by observation, 
Interviews, and record review confirmed the 
removal of the immediate jeopardy in the 
presence of the Administrator. The Administrator 
provided an acceptable POA as follows: 
1. Facility protocol on the Cohorting of residents 
who are positive for COVID-19. 
2. Keeping the door of each room with positive 
COVID-19 residents closed to the hallway at all 
times, with Isolation cart outside the room by the 
doorway. 
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3. Use of appropriate color-coded signage for 
confirmed COVID-19 cases, for resident who are 
still awaiting for test results and for residents with 
exposure to COVID-19 that are on empiric 
isolation 
4. Staff designated to care only for COVI D-19 
residents. 
5. Proper donning and doffing of Personal 
Protective Equipment (PPE) 
6. Proper Hand Hygiene and preferred use of 
ABHR/ ABHS (Alcohol-based Hand Rub/ 
Alcohol-based Hand Sanitizer). 

Findings: 

1. A review of the facility's census, dated 5/14/20, 
indicated facility had 62 residents residing in the 
facility. 

During an observation on 5/14/20 at 5:45 pm, the 
isolation barrier (a device used to differentiate a 
hallway area) between the COVID unit (rooms for 
COVID positive residents) and the Non-COVID 
unit (rooms for COVID negative residents) was 
not sealed. There was a zipper opening that was 
open. During an interview with the Director of 
Staff Development {DSD) on 5/14/20 at 5:45 pm, 
she stated that the zipper had been broken and it 
was not able to seal. The DSD said the facility is 
aware and needs to fix it. 

During an observation on 5/15/20 at 10:45 am, 
the isolation barrier between the COVID and 
non-COVID side was unzipped and open. During 
an interview on 5/15/20 at 10:45 am, the Activity 
Director {AD) stated that facility was aware the 
zipper was still broken. When asked when it 
would be fixed, she said she didn't know and the 
facility would work on it. 
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A review of the facility's document Indicated the 
facility census on 5/17 /20 was 64 residents, 39 
residents who were tested positive with 
COVID-19, 18 tested with pending results, and 
seven residents who were Non-COVID-19. 

2. During an observation on 5/14/20 at 6:00 pm, 
Resident 4 was in a room that was in the 
Non-COVI D resident area. The room did not 
have a sign for Isolation precautions. There was 
no isolation card observed. During an interview 
on 5/14/20 at6:15 pm, the DSD confirmed that 
Resident 4 tested positive for COVID-19. The 
DSD stated she did not know that the resident 
was still in that room, and he was supposed to be 
moved earlier In the day: It wasn't until opening 
the door and seeing the resident that the DSD 
knew the resident had not been moved. 

3. During an observation on 5/14120 at 6:20 pm, 
when entering the COVID unit, the doors to the 
residents' room were open. During an interview 
on 5/14/20 at 6:20 pm, the DSD stated that the 
doors of the COVID positive residenrs rooms 
should be closed, and the DSD instructed the 
staff present to close all the doors. 

4. During an observation on 5/14/20 at 6:30 pm, 
there was no administration staff In the residents' 
unit. During an interview on 5/14/20 at 6:45 pm, 
the IADM stated that she was unable to go up on 
the unit because of health concerns. When 
asked who from administration can go up, the 
IADM stated that the staffs report to her, and she 
directs the staff remotely from the administrative 
areas of Iha building. 

During an interview on 5/14/20 at 7:00 pm, the 
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DSD stated the administrator and Director of 
Nursing were both out sick. The Infection 
Preventlonist (IP, a person who is an expert on 
practical methods of preventing and controlling 
the spread of Infectious diseases) nurse was out 
and could return next week. There was no IP 
designee during the interim. The DSD stated the 
IADM Is acting as both Director of Nursing and 
Administrator. 

5. During an interview on 5/15120 at 10:40 am, 
the IADM stated the AD is acting as her assistant 
and would be the person to accompany and 
answer questions during the tour of the facility as 
the DSD, DON, ADMIN, and IP were all 
unavailable. 

During an observation on 5/15120 at 11 :00 am, 
there was no registered nurse in the residents' 
care areas. There were two Licensed Vocational 
Nurses (LVN). 

During an interview on 5/15120at11:00 am, the 
AD stated that there were two registry LVNs and 
no RNs on the unit. The AD stated there was no 
deslgnee at the time for the Director of Nursing, 
who was·out Ill. When asked who the nursing 
staff report to, she said that the CNAs report to 
the LVNs, and the LVNs are the supervisors. 
When asked about the IP, the AD stated the DON 
was expected back on Monday. She said there 
was no designee. When asked about staffing 
assignments, the AD stated the DSD made the 
assignments before the shift start. 

6. During a review of the Staffing Assignments for 
the 7 am-3 pm shift, on 5/15/20, Indicated one 
CNA and one LVN were assigned to take care of 
residents, who were positive and negative for 
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COVID-19 at the same time. The Staffing 
Assignment also Indicated LVN 1, who was 
assigned to South Station (Non-COVI D unit) was 
requested to "go to North Station (COVID unit) to 
help out." 

During an interview on 5/15/20 at 11 :20 am, the 
AD stated she did not know the process of how 
staff was assigned. The AD confirmed that there 
were mixed case assignments. 

During an Interview on 5/15/20 at 11:25 am, when 
asked about nursing supervision, the IADM stated 
Registered Nurse 1 (RN 1) was in the facility's 
office and could not be In the residents' unit, 
because she was too busy getting orders from 
doctors. 

During an interview on 5/15/20 at 11:45 am, RN 1 
stated she was unable to go upstairs (residents' 
unit) because she had asthma. When asked who 
was supervising the licensed nurses, RN 1 stated 
she was available by phone. 

7. During an interview on 5/15/20 at 12:00 pm, 
the IADM stated the process for grouping or 
cohorting (grouping residents with common 
infection) residents was currently a two tier 
process. The IADM stated the facility puts the 
confirmed negatives in one area, and all others in 
the other area. When asked about the residents 
who were in isolation (separating a person with a 
contagious or Infections dlsiease) and quarantine 
(confining individuals who may have been 
exposed to the disease), she stated that the 
facility does not differentiate at this time. When 
asked about the process for riosidents .that have 
been tested as negative but exposed, she said 
the negative goes to the negative side. When 
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asked to explain the difference between isolation 
and quarantine, the IAD did not answer. 

During an Interview on 5/15/20 at 12:15 pm, RN 1 
stated the facility does not differentiate between 
Isolation and quarantine. That all residents are in 
the same area until testing negative and then they 
are moved to the negative area. When asked 
about mixed exposed (quarantine) residents with 
negative residents, RN 1 said that if the resident 
tests negative, they go to the negative side. She 
said there is no system of isolation versus 
quarantine. 

During an interview on 5/15/20 at 7:02 p.m., the 
IADM stated she did not know which residents 
were positive or suspected and stated she did not 
know which residents were pending results. The 
IADM stated the residents were not separated. 
The IADM stated she could not go upstairs to 
oversee the resident care areas, because she did 
not want to infect herself with COVID-19. 

6. During an observation on 5/15/20 at 7:30 p.m., 
there was one designated donning and doffing 
area and no separation between COVID area and 
Non-COVID area, and no separation between 
clean and dirty. 
During an Interview on 5/15/20 at 7:40 p.m., 
Licensed Vocational 2 (LVN 2) stated she did not 
know which residents were negative of COVID-19 
and which residents were suspected of 
COVID-19. 

9. During an observation on 5/15/20 at 7:53 p.m., 
in the COVID area hallway, the residents' room 
doors were all opened, and there were no 
isolation carts or signs to indicate if the rooms 
were isolation. The Nursing Student (NS) was 
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observed walking in the hallway with a blue torn 
gown. During the concurrent observation, LVN 3 
stated the unit was the COVID area. LVN 3 stated 
the staff from the COVID area and the 
non-COVID area donned and doffed PPE in the 
same area mixed with clean and dirty. 

During an interview on 5/16/20 at 1 :20 p.m., 
Housekeeping 1 (HK 1) stated she did not know 
which residents were positive or negative. HK 1 
did stated she did not know which rooms to clean 
first. 

10. During an interview on 5/16/20 at 2 p.m., 
Certified Nursing Assistants (CNA 1, CNA 2, and 
CNA 3) stated they had to reuse the disposable 
blue gowns for an entire week. 

11. During an interview on 5/17/20at11:40 a.m., 
the AD stated she was assigned to do the line 
listing and did not have the line listing updated 
and stated she did not know the count of the 
residents who were positive, negative, and 
pending results. 

12. During an observation on 5/18/20 at 3:21 
p,m., Resident 1 walked down the driveway had a 
surgical mask on and stated with derogatory 
words that he wanted to leave the facility and 
entered the first floor, Non-COVID area. 

During the concurrent interview the AD stated 
Resident 1 was confirmed positive with 
COVID-19 and was not compliant to stay Inside 
his room in the COVID unit. The AD stated the 
facility did not conduct an interdisciplinary (IDT, a 
group of health care professionals from diverse 
fields who work In a coordinated fashion toward a 
common goal for the patient) meeting to discuss 
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Resident 1 's noncompliance, because most of 
the department heads had confirmed COVID and 
were sick. The AD stated the facility had no 
control over Resident 1. Resident 1 was agitated 
and preferred not to talk. 

During a telephone interview on 5/21120 at 10:57 
a.m., the facility's Medical Director (MD 1) stated 
the facility's IADM would not communicate with 
him regarding current issues In the faclllty. 

A review of Resident 1 's Admission Record 
indicated the faclllty admitted the resident on 
12127/19 with diagnosis of paranoid (an 
unrealistic distrust of others) schizophrenia 
(mental illness with unreasonably suspicious of 
others). 

A review of Resident 1's History and Physical 
dated 12130/19 indicated the resident had the 
capacity to understand and make decisions. 

A review of Resident 1's Minimum Data Set 
(MOS, a resident assessment and care-screening 
tool), dated 5/18/20 indicated the resident was 
cognitively intact for daily decision making. 

A review of Resident 1 's Laboratory Report dated 
5/12/2020 indicated 2019 NovetCorona Virus 
was detected. 

13. During an Interview on 5/18/20 at 3:35 p.m., 
the AD stated the facility implemented one 
entrance for staff caring for COVID and non 
COVID residents to don PPE. AD stated assigned 
staff for the COVID area would walk from the 
donning room to the non-COVID area to get to 
the COVID area. 
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14. During an observation on 5/18/20 at 3:50 
p.m., Resident 2 walked In the hallway, and his 
nose was exposed. The AD told Resident 2 to 
place the surgical mask over his nose. Resident 2 
stated he did not want to cover his nose, walked 
outside to the parking area, and met with 
Resident 3. The AD stated Resident 2 was 
pending results and Resident 3 was confirmed 
positive. The AD stated the residents were 
non-compliant to stay Inside their rooms. 

A review of Resident 2's Admission Record 
Indicated the faclllty admitted the resident on 
1/22/2020 with diagnosis of pain on right ankle 
and joints. 

A review of Resident 2's MOS dated 5/18/2020 
indicated the resident was cognitively intact for 
dally decision making. 

A review of the facility's undated form Indicated 
the facility readmitted Resident 2 on 5/16/2020 
and the acute general hospital (GACH) indicated 
the resident tested negative for COVID-19 
(unknown date). 

A review of Resident 3's Admission Record 
indicated the facility admitted the resident on 
1/16/2020 with diagnoses of lack of coordination 
and alcohol abuse. 

A review of Resident 3's History and Physical 
dated 1 /17 /2020 indicated the resident had the 
capacity to understand and make decisions. 

A review of Resident 3's Laboratory Report dated 
5/12/2020 indicated 2019 Novel Corona Virus 
was detected. 
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During an interview on 5/18/2020 at 5:20 p.m., 
the IADM stated she did not know what to do with 
the residents who were non-compliant and stated 
she would have to discharge them from the 
facility. 

15. During an observation on 5/18/20 at4:15 p.m. 
CNA4 did not have a gown, gloves, face shield 
and had a small N95 (a respiratory protective 
device designed to achieve a very close facial fit 
and very efficient filtration of airborne particles) 
his nose was exposed In the COVI D resident care 
area. CNA 4 stated his N95 was too small for his 
face size and his nose was exposed. CNA 4 
stated he did ·not know the Instructions on how 
and where to don and doff his PPE. CNA 4 stated 
the facility did not fit test him to ensure which N95 
was a good size for him. 

During the concurrent observation, CNA 4 took off 
the small N95 in the hallway in the COVID unit 
and tried to don the new N95 and the IP nurse did 
not guide CNA4 on where and how to don. 

During the concurrent observation, the IP nurse 
had PPE on and used an entrance door from the 
COVID area to walk to the non COVID area as a 
short cut. The IP nurse did not doff PPE nor 
performed hand hygiene to walk to the non 
COVIDarea. 

A review of the facility's Mitigation Management 
Plan dated 5/12/20 Indicated: 

1. All residents with COVI D-19 infection 
confirmed by testing, or those residents who were 
recovering from COVID-19 infection would be 
separated from residents who are not infected or 
have unknown infection status were placed in · 
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dedicated COVID-19 positive units. 

2. Symptomatic residents with suspected 
COVID-19 infection may remain in their room (if 
multi-occupancy room, with 6 feet, or as far as 
possible, between beds and curtains clqsed) 
while testing was pending. 

3. All residents who were not suspected to be 
infected with COVID-19 were placed in rooms or 
units that did not include confirmed or suspected 
cases, unless they were already cohorted with a 
symptomatic or confirmed positive roommate. 

4. Dedicated healthcare staff would be assigned 
to care for suspected or confirmed COVID-19 
residents during their shift in the designated 
COVI D-19 rooms/ unit. 

5. Healthcare Staff should strictly follow basic 
infection control practices between residents 
(e.g., Hand Hygiene, cleaning and disinfecting 
shared equipment). 

6. Residents should wear a facemask to contain 
secretions during transport. If residents cannot 
tolerate a facemask or one is not available, they 
should use tissues to cover their mouth and nose. 

7. The Director of Nursing Services and the Staff 
Developer or Infection Preventlonist designate 
consistent staffing teams who directly interact and 
provide care to residents that are COVID-19 
positive. 

8. The facility designated Infection Preventionist 
implements line listing using the facility's 
"Presumptive & Positive COVID-19 Resident 
Tracker." 
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9. Designated Infection Preventionist initiates 
Surveillance Mapping of residents that are 
symptomatic. 

10. Ensure isolation carts with isolation supplies 
and signs are outside the room. 

11. Complete staff competency on Handwashing, 
and proper donning and doffing of Personal 
Protective Equipment. (include all therapy 
personnel, engineering/environmental services 
and administrative staff, etc.) 

According to the Centers for Disease Control and 
Prevention (CDC). the disposable gowns are not 
typically amenable to being doffed and re-used 
because the ties and fasteners typically break 
during doffing. 

Reference: 

https://www.cdc.gov/coronavirus/2019-ncov/hcp/p 
pe-strategy/isolation-gowns.html#crisis-capacity 
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Letter 10a 

IMPORTANT NOTICE ·PLEASE READ CAREFULLY 

Administrator 
Golden Cross Health Care 
1450 N. Fair Oaks Avenue 
Pasadena, CA 91103 

Dear Administrator; 

On May 27, 2020, an abbreviated survey for complaint incident no. CA00688967 was 
conducted at your facility by the California Department of Public Health, Licensing and 
Certification Program (Los Angeles Region 1) to determine if your facility was in compliance 
with federal participation requirements for nursing homes participating in the Medicare and/or 
Medicaid programs. 

This survey found that your facility was not in substantial compliance with the participation 
requirements, and the conditions in your facility constituted immediate jeopardy to resident 
health or safety. 

[ ] Isolated deficiencies that constitute actual harm that is immediate jeopardy as evidenced 
by the enclosed "Statement of Deficiencies and Plan of Correction" form, whereby significant 
corrections are required (J). 

[ ] A pattern of deficiencies that constitute actual harm that is immediate jeopardy as 
evidenced by the attached "Statement of Deficiencies and Plan of Correction" form, whereby 
significant corrections are required (K). 

[ x] Widespread deficiencies that constitute actual harm that is immediate jeopardy as 
evidenced by the attached "Statement of Deficiencies and Plan of Correction" form, whereby 
significant corrections are required (L). 

·--------~D~,-,,-rtn-,oo-11 o~f p°'",,~bliccotc-fo~o\t,-h, 7"1.ic-·en....,s;-,,g-,-an-.cd ,,-Ce""n;7fie~atic-:on--:, l-;cien"'1t1'"'0 r"'",,"'Uit,-ies "jJi~Pection Division, 3400 Aerojel Av;; Suite 323, CA 91731 
Telephone: (626)312·1 l \3 /Fax: (626)288·'1241 Internet Address:~ 
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On May 1 f?, 2020, immediate jeopardy to resident health and safety was identified. 

The immediate jeopardy to resident health and safety was removed on May 22, 2020. 

The enclosed Centers for Medicare and Medicaid Services (CMS) form, entitled "Statement of 

Deficiencies and Plan of Correction" (CMS-2567), documents the deficiencies of participation 
requirements identified during this visit. All references to regulatory requirements contained In 
this letter are found in Title 42, Code of Federal Regulations (CFR). 

Plan of Correction (POC) 
A POC for the deficiencies must be submitted within ten (10) days from receipt of the CMS-
2567. Failure to submit an acceptable POC by the due date may result in termination of your 
provider agreement or imposition of alternate remedies by the CMS and/or State Medicaid 
Agency. 

Providers may now submit their Ian of correction (POC) as a separate document attachment or 
may continue to document the POC on the right side of the CMS Form 2567 - "Statement of 
Deficiencies and Plan of Correction" and must contain the following: 

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

• 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; 

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

• How the facility plans to monitor its performance to make sure that solutions are 
sustained. The facility must develop a plan for ensuring that correction is achieved 
and sustained. This plan must be implemented, and the corrective action evaluated 
for its effectiveness. The POC is integrated into the quality assurance system; and 

• Include dates when corrective actions will be completed. The corrective action 
completion dates must be acceptable to the State Agency. 

Remedies 
The remedies immediately imposed include the following: 

[X] Immediate imposition of a civil money penalty. 

The Regional Office or the State Medicaid Agency will impose a civil money penalty, and a 
notice of imposition will be sent to you. 

[X] Termination of your provider agreement on November 27, 2020 if substantial 
compliance is not achieved by that time. 
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[X] State Monitoring 

[ ] Directed Plan of Correction 

[ ] Directed In-Service Training 

The following remedy will also be recommended for imposition: 

[]Temporary management effective November 27, 2020. (§488.415) 

Denial of Payment for New Admissions (DPNA) 
Based on deficiencies cited during this survey and as authorized by CMS San Francisco 
Regional Office, we are giving formal notice of imposition of statutory DPNA effective August 
27, 2020. This remedy will be effectuated on the stated date unless you demonstrate 
substantial compliance with an acceptable plan of correction and subsequent revisit. This 
notice in no way limits the prerogative of CMS to impose discretionary DPNA at any appropriate 
time. 

CMS Regional Office will notify your intermediary and the Medicaid Agency. If effectuated, 
denial of payment will continue until your facility achieves substantial compliance or your 
provider agreement is terminated. Facilities are prohibited from 
billing those Medicare/Medicaid residents or their responsible parties during the denial period 
for services normally billed to Medicare or Medicaid. 

Immediate Imposition of Remedies Required 
Irrespective of a state recommendation to impose or not impose a remedy, the CMS RO must 
immediately impose, without permitting a facility an opportunity to correct deficiencies, one or 
more federal remedies. 

FILING AN APPEAL 
If you disagree with the determination of noncompliance (and/or substandard quality of care 
resulting in the loss of your Nurse Aide Training and Competency Evaluation Program 
(NATCEP), if applicable), you or your legal representative may request a hearing before an 
administrative law judge of the U.S. Department of Health and Human Services, Departmental 
Appeals Board. Procedures governing this process are set out in 42 CFR §498.40, et. seq. 
You may appeal the finding of noncompliance that led to an enforcement action, but not the 
enforcement action or remedy itself. A request for a hearing should identify the specific issues, 
and the findings of fact and conclusions of law with which you disagree. It should also specify 
the basis for contending that the findings and conclusions are incorrect. You may have counsel 
represent you at a hearing (at your own expense). Requests for a hi;zaring submitted by U.S. 
mail or commercial carrier are no longer accepted unless you do not have acces.s to a 
computer or internet service. You must file your hearing request electronically by using 
the Departmental Appeals Board's Electronic Filing System (DAB E·File) at 
https:/ldab.efile.hhs.gov no later than 60 days from the date of receipt of this letter. 
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When using DAB E-File for the first time, you will need to create an account by a) clicking 
Register on the DAB E-File home page; b) entering the requested information on the Register 
New Account form; and c) clicking Register Account at the bottom of the form. Each 
representative authorized to represent you must register separately to use the DAB E-File on 
your behalf. 

The e-mail address and password given during registration must be entered on the login 
screen at: https:!ldab.efile.hhs.gov/user sessio[lslnewto access DABE-File. A registered 
user's access to DAB E-File is restricted to the appeals for which he/she is a party or an 

authorized representative. You can file a new appeal by a) clicking the File New Appeal link on 
the Manage Existing Appeals screen; then b) clicking Civil Remedies Division on the File New 
Appeal screen; and c) entering and uploading the requested information and documents on the 
File New Appeal-Civil Remedies Division form. 

The Civil Remedies Division (CRD) requires all hearing requests to be signed and 
accompanied by the notice letter from CMS that addresses the action taken and your appeal 
rights. All submitted documents must be in Portable Document Format (PDF). Documents 
uploaded to DAB E-File on any day on or before 11 :59p.m. ET will be considered to have been 
received on that day. You will be expected to accept electronic service of any appeal-related 
documents filed by CMS or that the CRD issues on behalf of the Administrative Law Judge 
(ALJ) via DAB E-File. Further instructions are located at: 
https:!ldab.efile.hhs.govlappealslto crd instructions. Please contact the Civil Remedies 
Division at (202) 565-9462 if you have questions regarding the DAB E-Filing System. If you 
experience technical issues with the DAB E-Filing System, please contact E-File System 
Support at OSDABlmmediateOffice@hhs.gq)! or call (202) 565-0146 before 4:00p.m. ET. 

If you do not have access to a computer or internet service, you may call the Civil Remedies 
Division at (202) 565-9462 to request a waiver from e-filing and provide an explanation as to 
why you cannot file electronically or you may mail a written request for a waiver along with your 
written request for a hearing. A written request for a hearing must be filed no later than 60 
days from the date of receipt of this letter by mailing to the following address: 

Department of Health & Human Services 
Departmental Appeals Board, MS 6132 
Director, Civil Remedies Division 
330 Independence Avenue, S.W. 
Cohen Building - Room G-644 
Washington, D.C. 20201 

In addition, please email a copy of your request to Western Division of Survey and 
Certification-San Francisco at ROSFEnforcements@cms.hhs.gov. 

Allegation of Compliance 
If you believe these deficiencies have been corrected, you may submit your POC as your 
allegation of compliance to Naides Paule, Supervisor, California Department of Public Health, 
Licensing and Certification Program, Health Facilities Inspection Division 3400 Aerojet Ave. 
Suite 323. EL Monte, CA 91731. 
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We may accept your POC as your allegation of compliance and presume compliance until 
substantiated by a revisit. In such a case, neither the CMS Regional Office nor the State 
Medicaid Agency will impose the previously recommended remedy(les) at that time. 

If, upon the subsequent revisit, it is determined your facility has not achieved substantial 
compliance, we will recommend that the remedies previously mentioned in this letter will be 
imposed by the CMS Regional Office beginning on May 27, 2020 and continue until substantial 
compliance is achieved. Additionally, the CMS Regional Office may impose revised 
remedy(ies), based upon changes in the seriousness of the noncompliance at the time of the 
revisit, if appropriate. 

Informal Dispute Resolution 
In accordance with §488.331, you have one opportunity to question cited deficiencies through 
an informal dispute resolution process. To be given such an opportunity, you are required to 
send your written request, along with the specific deficiencies being disputed, and relevant 
information (evidence) as to why you are disputing those deficiencies, to 
Suzette Leverett-Clark, Assistant Chief, California Department of Public Health, Licensing and 
Certification Program, Health Facilities Inspection Division 12400 Imperial Highway, 
Room 522. Norwalk, CA 90650. 

This request must be sent during the same ten (10) days you have for submitting a POC for the 
cited deficiencies. An informal dispute resolution for the cited deficiencies will not delay the 
imposition of the recommended enforcement actions. A change in the seriousness of the 
noncompliance may .result in a change in the remedy selected. When this occurs, you will be 
advised of any change in remedy. 

Should CMS determine that termination or any other remedy is warranted, they will 
provide you with a separate formal notification of that determination. 

If you have any questions concerning the instructions contained in this letter, please notify 
Naides Paule, Supervisor, at (626) 312-1113 

Sincerely, 

Nwamaka Oranusi, Chief 
Health Facili~ies lnsp · n Divisi~~ ......,_ J 
v//~a? -a.Cl, (p--e rv 
Nai!ides Paule, R , MSN, MPH, CNS 
Supervisor Los Angeles Region 1 Complaint Unit 

NP:rj 

Enclosure: CMS-2567 

cc: Mary Lee 
Centers for Medicaid and Medicare Services 



Exhibit C 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

555096 

NAME OF PROVIDER OR SUPPLIER 

GOLDEN CROSS HEALTH CARE 

(X4) ID 
PREFIX 

TAG 

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

F 000 INITIAL COMMENTS 

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

Complaint Intake: CA00690106 

Inspection was limited to the specific entity 
reported incident/complaint investigated and 
does not represent the findings of a full 
inspection of the facility. 

Census: 64 
Highest Scope/Severity=L 

Representing the California Department of Public 
Health: 
Surveyor 36904, RN, HFEN 
Surveyor 36202, RN, HFEN 
Surveyor 39230, RN, HFEN 
Surveyor 37363, RN, HFEN 
Surveyor41707, RN, HFEN 
Surveyor 387 40, Dietitian Consultant 
Surveyor 40994, Pharmacy Consultant 

There were 13 deficiencies were issued for 
intake CA00690106. 

F 583 Personal Privacy/Confidentiality of Records 
SS=D CFR(s): 483.10(h)(1)-(3)(i)(ii) 

§483.1 O(h) Privacy and Confidentiality. 
The resident has a right to personal privacy and 
confidentiality of his or her personal and medical 
records. 

§483.1 O(h)(I) Personal privacy includes 
accommodations, medical treatment, written and 
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telephone communications, personal care, visits, 
and meetings of family and resident groups, but 
this does not require the facility to provide a 
private room for each resident. 

§483.1 O(h)(2) The facility must respect the 
residents right to personal privacy, including the 
right to privacy in his or her oral (that is, spoken), 
written, and electronic communications, including 
the right to send and promptly receive unopened 
mail and other letters, packages and other 
materials delivered to the facility for the resident, 
including those delivered through a means other 
than a postal service. 

§483.1 O(h)(3) The resident has a right to secure 
and confidential personal and medical records. 
(i) The resident has the right to refuse the 
release of personal and medical records except 
as provided at §483. 70(i)(2) or other applicable 
federal or state laws. 
(ii) The facility must allow representatives of the 
Office of the State Long-Term Care Ombudsman 
to examine a resident's medical, social, and 
administrative records in accordance with State 
law. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation and interview, the facility 

failed to secure medical information by leaving 
Medication Administration Record (a legal record 
with list of drugs administered to a patient at a 
facility) open and unsupervised on top of 
medication chart in the hallway for one of three 
zones (Red Zone). 

This failure had the potential for residents, 
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unlicensed staffs, and visitors to have 
unauthorized access to the medical records of 
the residents and resulted to not protecting 
resident privacy and confidentiality. 

Findings: 

During an observation while doing rounds in the 
Red Zone, on 5/27/20, at 6:21 p.m., the 
Medication Adminsitration Record (MAR) for 
facility residents observed open on the top of the 
medication cart, in the hallway, unsupervised by 
the licensed nurse. There was no licensed nurse 
watching over the MAR. Residents and staffs 
were observed passing by the medication cart 
where the open MAR was placed. 

During an interview with the Director of Nursing 
(DON), on 5/27/20, at 7:19 p.m., DON stated, 
"Nurses know that they should keep their MAR 
closed." DON further stated, "I will do an 
in-service with the staffs tonight." 

F 600 Free from Abuse and Neglect 
SS=K CFR(s): 483.12(a)(1) 

§483.12 Freedom from Abuse, Neglect, and 
Exploitation 
The resident has the right to be free from abuse, 
neglect, misappropriation of resident property, 
and exploitation as defined in this subpart. This 
includes but is not limited to freedom from 
corporal punishment, involuntary seclusion and 
any physical or chemical restraint not required to 
treat the resident's medical symptoms. 

§483.12(a) The facility must-
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§483.12(a)(1) Not use verbal, mental, sexual, or 
physical abuse, corporal punishment, or 
involuntary seclusion; 
This REQUIREMENT is not met as evidenced 
by: 
Based on observations, interviews, and record 

reviews, the facility failed to ensure three of three 
sampled residents (Resident 1, Resident 2, and 
Resident 6) who had the Coronavirus 
(COVID-19, an illness caused by a virus that can 
spread from person to person) received the 
necessary care and services in accordance with 
the resident's care plans to maintain and improve 
their well-being, as indicated in the facility's 
policies and procedures. The facility failures 
included the following: 

1. Failed to ensure Resident 1 had clean linen, 
clean fingernails, wound treatments, water 
available, and assistance to reposition in bed. 

2. Failed to ensure Resident 2 had showers and 
clean clothes. 

3. Failed to ensure Resident 6 received fresh 
clean drinking water. 

4. Failed to ensure the facility had a 
knowledgeable department head staff and/or 
staff to oversee the care and treatment practices 
in the resident care areas specifically in the 
COVID-19 unit. 

These deficient practices resulted to Resident 2 
stated feeling sad and forgotten, Resident 6 
feeling emotionally distress, and had the 
potential for psychosocial harm that could lead to 
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a negative effect on the residents' health, 
well-being, and overall quality of care and life for 
Resident 1 and Resident 2 by the facility's lack to 
provide care for personal hygiene, clean clothes, 
and linen. Resident 1 and Resident 6 were at risk 
for dehydration for not being provided water. 
Resident 1's wounds at risk of not healing that 
can lead for worsening wound conditions and 
infection by not being turned and wound care 
treatments not being provided. 

On 5/27/20 at 12:27 a.m., an Immediate 
Jeopardy (IJ - a situation in which the facility's 
noncompliance with one or more requirements of 
participation has caused, or is likely to cause, 
serious injury, harm, impairment, or death to a 
resident) was called in the presence of the 
facility's Interim Administrator 1 (IADM1) and 
Director of Nursing (DON) for the facility's failure 
to maintain resident personal hygiene including 
clean clothes and bed linens and wound 
treatments which cculd increase the risk of the 
spread of infections (including COVID-19) to 
residents which could result in health 
complications likely resulting in hospitalization or 
death. Failure to maintain adequate personal 
hygiene could also result in psychosocial harm 
that could lead to a negative effect on the 
residents' health, well-being and overall quality 
of life. 

On 5/28/20 at 9:40 p.m., in the presence of the 
facility's Administrator and Interim Administrator 2 
(IADM2), the survey team informed the facility 
the plan of action for the IJ was not acceptable, 
the immediate jeopardy was not abated, and the 
team conducted the exit conference. 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:84UX11 

PRINTED: 06/03/2020 
FORM APPROVED 

OMS NO 0938 0391 -
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

A. BUILDING COMPLETED 

c 
B. WING 05/28/2020 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1450 N. FAIR OAKS AVENUE 

PASADENA, CA 91103 

ID PROVIDER'S PLAN OF CORRECTION (XS) 

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION 

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE 

DEFICIENCY) 

F 600 

Facility ID: CA950000082 If continuation sheet Page 5 of 86 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

555096 

NAME OF PROVIDER OR SUPPLIER 

GOLDEN CROSS HEALTH CARE 

(X4) ID 
PREFIX 

TAG 

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

F 600 Continued From page 5 

Findings: 

a. A review of Resident 1 's Admission Record 
indicated the facility admitted the resident, on 
5/23/12, and readmitted, on 5/23/20, with 
diagnoses of dementia (decline in mental ability 
severe enough to interfere with daily life), 
hemiplegia (paralysis of one side of the body), 
and muscle weakness. 

A review of Resident 1's Minimum Data Set 
(MOS - standardized assessment and care 
planning tool), dated 5/31/19, indicated Resident 
1 rarely/never makes himself understood and 
rarely/never able to understand others. 

During an observation, on 5/26/20 at 5:33 p.m., 
Resident 1 was lying in a bed had black particles 
in his fingernails, hair not combed, hospital gown 
soiled. Resident 1 's linens were soiled and 
wrinkled. Resident 1 said derogatory words in 
Spanish and that he was thirsty and was 
uncomfortable. 

During the concurrent interview, Registered 
Nurse 2 (RN 2) and RN 3 stated Resident 1 had 
wounds (undescribed) on his buttocks and right 
hip. RN 2 and RN 3 stated Resident 1 had eight 
layers of linen under his buttocks. RN 2 and RN 
3 stated the resident had black wound 
discolorations on his right and left toes and did 
not have physician treatment orders for the 
discoloration on his toes. RN 2 and RN 3 stated 
Resident 1 had pain (no description) earlier 
during the day from the wounds. RN 2 and RN 3 
stated Resident 1 looked unkempt. RN 2 and 
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RN 3 stated they reported Resident 1 's condition 
to multiple permanent staff (unidentified) and to 
their team leader (TL). 

During an interview on 5/26/20 at 5:30 p.m. RN 2 
and RN 3 stated the Certified Nursing Assistants 
(CNAs in general) would not shower and 
reposition the residents and did not see them 
(CNAs) provide water to the residents. RN 2 and 
RN 3 stated they were not familiar with the 
facility's policies and procedures and they 
provided temporary support to the facility during 
the COVID-19 crisis. RN 2 and RN 3 stated the 
department heads would not enter the red zone 
(COVID area) to supervise resident care areas. 

During an interview on 5/26120 at 6:30 p.m., 
DON stated Resident 1 did not have any 
treatments done for his black discolored toes and 
Resident 1 's physician had not come to look at 
his wounds. DON stated she could not find 
Resident 1's medical record and could not tell 
the Department the wound sizes and 
descriptions. DON stated she did not know how 
long the resident had black discoloration on his 
toes. 

b. A review of Resident 2's Admission Record 
indicated the facility admitted the resident, on 
4/8/11, and readmitted, on 3119/20, with 
diagnoses of difficulty in walking, Type 1 
diabetes Mellitus (a disease in which the body 
does not make enough insulin [helps balance the 
blood glucose levels]) to control blood sugar 
levels, and end stage renal disease (kidney 
failure) 
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A review of Resident 2's MOS, dated 3/26/20, 
indicated the resident was cognitively intact for 
daily decision making and required supervision 
for dressing, transfers, and walking. 

A review of Resident 2's untitled care plan, dated 
7/5/13, with a revised date 5/26/20, indicated the 
resident had an Activities of Daily Living (ADL) 
self-care deficit related to weakness. The 
interventions included to provide Resident 1 
limited assistance with bathing on bath day and 
as necessary. 

During an observation, on 5/26/20 at 6:06 p.m., 
Resident 2 was sitting in bed awake and had 
dark red stains on his T-shirt. 

During the concurrent interview, on 5/26/20 at 
6:06 p.m., Resident 2 stated the dark red stains 
on his T-shirt were, "Old blood stains." Resident 
2 stated he felt overwhelmed and sad that the 
staff would not let him take a shower due to 
COVID-19. The resident stated he had not 
showered in two weeks and the staff would not 
assist him to wash his clothes. The resident 
stated he bled from his dialysis (procedure to 
remove wastes or toxins from the blood) vascular 
access (used to access the blood for 
hemodialysis) on his right arm (could not 
rememberthe date) and since then no one 
assisted him to change his clothes. Resident 2 
stated he felt forgotten and that the CNAs in 
general would not check on him. 

c. During a concurrent interview and observation, 
on 5/13/20 at 12:45 p.m., Resident 6 was sitting 
on a wheelchair and stated the facility staff did 
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not provide drinking water routinely, and she 
would have to frequently ask staff and wait a long 
time (unspecified time). The resident stated she 
would like to drink cold fresh water. Resident 6 
stated the sink water had an unpleasant taste. 
The resident stated she was sad and stressed. 

During the concurrent interview, CNA 5 stated 
the facility did not provide fresh water to the 
residents because the kitchen staff would not 
step inside the COVID area to bring water. CNA 
5 stated she and other CNAs would get water 
from the hand washing sink when residents 
requested. CNA 5 did not respond to the 
Department's questions on how did they provide 
water to the residents who were bedbound or 
unable to ask for water. 

A review of Resident 6's Admission Record 
indicated the facility admitted the resident on 
7/11/12 readmitted with diagnosis of muscle 
weakness. 

A review of Resident 6's MOS dated 5/10/20 
indicated the resident was cognitively intact for 
daily decision making and required supervision 
while eating and required limited assistance for 
transfers. 

A review of Resident 6's untitled care plan with a 
revision date of 3/5/2020 indicated the resident 
had the potential for dehydration (excessive loss 
of body water) and the interventions were to 
ensure the resident had access to fiuids such as 
cold water. 

During an interview, on 5/15/20 at 7:02 p.m., the 
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IADM 2 stated she could not go upstairs to 
oversee the resident care areas, because she 
did not want to infect herself with COVID-19. 
The Department attempted various interviews 
with facility staff (Infection Preventionist [IP], 
DON, RN1, RN 2, RN 3, LVN 4, LVN 6), from 
5113120 to 5128120, to obtain verbal and 
documented information related to wound 
treatments, shower schedules, and hydration 
schedules, and none of the facility staff 
attempted to interview were able to answer the 
Department's questions. 

During a telephone Interview on 5121120 at 10:55 
a.m., the facility's Medical Director (MD 1) stated 
IADM 2 did not communicate any issues to him. 
MD 1 stated the facility was in "Bad shape, no 
leadership." 

A review of the facility's undated policy and 
procedure titled, "Activities of Daily Living (AOL), 
Supporting," indicated the facility would provide 
residents with care, treatment, and services as 
appropriate to maintain or improve their ability to 
carry out activities of ADLs and not diminish. 

A review of the facility's policy and procedure 
titled, "Abuse and Neglect-Clinical Protocol," with 
a revised date of 312018 indicated neglect was 
defined as, "The failure of the facility, its 
employees or service providers to provide goods 
and services to a resident that were necessary to 
avoid physical harm, pain, mental anguish or 
emotional distress." 

F 684 Quality of Care 
SS=J CFR(s): 483.25 
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§ 483.25 Quality of care 
Quality of care is a fundamental principle that 
applies to all treatment and care provided to 
facility residents. Based on the comprehensive 
assessment of a resident, the facility must ensure 
that residents receive treatment and care in 
accordance with professional standards of 
practice, the comprehensive person-centered 
care plan, and the residents' choices. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, interview and record 

review, the facility failed to provide nursing care 
and services for two of two sampled residents 
(Resident 1 and Resident 2) during the 
Coronavirus ([COVID-191) an illness caused by a 
virus that can spread from person to person) 
crisis in accordance to the facility's policy and 
procedure. 

1. For Resident 1, facility's staff did not provide 
the resident with grooming and personal care to 
keep the resident clean and comfortable. The 
facility's nursing staff also failed to assess the 
resident's skin when he developed wounds on 
the right hip, and discoloration on bilateral toes. 

2. For Resident 2, facility's nursing staff did not 
provide nursing care when the resident had an 
abnormal low and high blood sugar levels. The 
facility's nursing staff also did not check the 
resident's blood sugar nor administer the right 
amount of insulin (hormone that helps balance 
the blood glucose levels). 

3. For Residents 1 and 2, the facility's 
administrative staff did not oversee the nursing 
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care and treatment practices for both residents 
due to the residents were residing in the 
COVID-19 area (area for residents who tested 
positive for COVID-19). 

These deficient practices resulted in Resident 1 
and 2 received poor quality nursing care and 
placed the residents at risks for experiencing 
serious harm that could lead to death (Cross 
refer to F 686). 

On 5/27/20 at 12:27p.m., an Immediate Jeopardy 
(IJ, a situation in which the facility's 
noncompliance with one or more requirements of 
participation has caused, or is likely to cause, 
serious injury, harm, impairment, or death to a 
resident) was identified in the presence of the 
facility's Interim Administrator 1 (!ADM 1) and 
Director of Nursing (DON) for the facility's failure 
to monitor blood sugar levels, respond to 
resident emergency calls, and perform wound 
assessments and care according to the current 
standard of care that could result in health 
complications including coma, amputations (the 
action of surgically cutiing off a limb), and 
infections likely resulting in hospitalization or 
death. 

On 5/28/20 at 9:40 p.m., in the presence of the 
facility Administrator and the Interim 
Administrator 2 (IADM2), the survey team 
informed the facility did not submit an acceptable 
plan of action for the Immediate Jeopardy, the 
Immediate Jeopardy was not abated, and the 
team conducted the exit conference. 

Findings: 
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1. A review of Resident 1 's Admission Record 
indicated the facility admitted the resident on 
5/23/12 and readmitted him on 5/23/20 with 
diagnoses including dementia (decline in mental 
ability severe enough to interfere with daily life), 
hemiplegia (paralysis of one side. of the body), 
and muscle weakness. 

A review of Resident 1 's Minimum Data Set 
(MDS, a standardized assessment and care 
planning tool), dated 5/31/19, indicated the 
resident's cognition (ability to understand and 
process information) was severely impaired. The 
MDS indicated Resident 1 was total dependent 
on staff for bed mobility, transfer, dressing, toilet 
use, and personal hygiene and required 
extensive assistance (resident involved in 
activity, staff member provides weight bearing 
support) for eating. 

During an interview on 5/26120 at 4:32 p.m., RN 
2 stated the administrative staff would not go 
upstairs to oversee the nursing care for residents 
in the COVID area to supervise nursing staff and 
ensure the residents' received nursing care. 

During a concurrent observation and interview on 
5126120 at 5:30 p.m. Resident 1 was lying in a 
bed in the COVID-19 unit. The resident had 
black particles in his finger nails with disheveled 
appearance (person's hair and clothes are untidy 
and disordered). Resident 1 's linens were soiled 
and wrinkled . Resident 1 had black discoloration 
on the resident's right big toe and the left big toe, 
the 2nd toe, the 3rd toe, and the 4th toe. 
Resident 1 had a wound of an unknown size with 

. 
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yellow exudate (mass of cells and fluid the has 
seeped out of the blood vessels) in the 
wound bed. The gauze that covered the wound 
was tainted with dark brown color and falling off 
from the wound. Resident 1 mumbled derogatory 
words In Spanish and stated that he was thirsty 
and uncomfortable. Registered Nurse 2 (RN 2) 
and RN 3 stated they were not familiar with the 
facility's policies and procedures because they 
are not the permanent staff. They were assigned 
to provide temporary support to the facility during 
the COVID-19 crisis. RN 2 and RN 3 stated 
Resident 1 had wounds on the right hip, 
discolorations on his right and left toes but the 
resident did not have a physician's order for 
wounds treatment. RN 2 and RN 3 stated 
Resident 1 had wound pain (no description 
regarding the severity of the pain) and they 
reported the resident's complaint of pain to 
multiple permanent staff (unidentified) and to 
their team leader (TL). RN 2 and RN 3 stated 
the facility's department heads (administrative 
staff) did not enter the COVID unit (area for 
residents who tested positive for COVID) 
because they did not want to infect themselves 
with COVID 19. 

During an interview on 5/26/20 at 6:30 p.m., the 
Director of Nursing (DON) stated Resident 1 did 
not receive any wound treatment. The DON 
stated the physician did not come to assess 
Resident 1 's wounds and she could not find 
Resident 1's medical record. The DON stated 
she could not tell the wound sizes, shapes, 
descriptions and did not know how long Resident 
1 had the wounds on his right hip and black 
discoloration on his toes. 
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During an interview on 5/26/20 at 9:46 p.m., the 
DON stated she could not locate Resident 1 's 
treatment administration record. 

During a concurrent interview and review of 
Resident 1's Nursing Notes on 5/26/20at10 
p.m., the Director of Staff Development (DSD) 
stated he could not locate Resident 1 nursing 
notes regarding the resident's wounds. The DSD 
stated he did not know about Resident 1 's 
wounds on the right hip and the toes' 
discoloration. 

During an interview on 5/27/20 at 2:45 p.m., the 
DON stated she could not locate Resident 1's 
medical record. The DON stated Resident 1's 
primary physician had a new treatment order, but 
she could not provide the skin or body 
assessment including the size, shapes, 
description of the wounds and toes' 
discoloration. 

2. A review of Resident 2's Admission Record 
indicated the facility admitted the resident on 
4/8/11 and readmitted him on 3/19/20 with 
diagnoses including difficulty in walking, Type 1 
diabetes Mellitus (a disease in which the body 
does not make enough insulin to control blood 
sugar levels), End stage renal disease (the 
gradual loss of kidney function). 

A review of Resident 2's MDS, dated 3/26/20, 
indicated the resident's cognition was intact for 
daily decision making and required supervision 
for dressing, transfers, and walking. 
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During an abbreviated survey from 5/26/20 to 
5/28/20, multiple staff including Infection 
Preventionist (IP, nurse that specialized in 
infection control and prevention), DON, RN1, RN 
2, RN 3, Licensed Vocational Nurse 4 ( LVN 4), 
LVN 6 to obtain verbal and documented 
information related to resident's physician orders, 
clarification of insulin and blood sugars but the 
staff were not able to answer the questions or 
provide the physician's orders for review. 

During a telephone interview on 5/21/20 at 10:55 
a.m., the facility's Medical Director (MD 1) stated 
IADM 2 did not communicate any issues at the 
facility to him. MD 1 stated the facility was in 
"Bad shape, no leadership." 

During a concurrent observation and interview, 
on 5/26/20 at 6:06 p.m., Resident 2 was sitting in 
bed and stated he felt forgotten. Resident 2 
stated due to the COVID-19 crisis he was 
isolated and nursing staff in general did not 
check on him. Resident 2 stated that he had 
abnormal low and high blood sugar levels and 
that the nurses did not assess him. Resident 2 
pulled out a glucometer (a medical device for 
determining the approximate concentration of 
glucose in the blood) and stated that a few days 
ago (could not remember the date), he checked 
his blood sugar because he was not feeling well 
and his blood sugar resulted was at 33 
(abnormal low, the normal level is 70-100) 
milligrams per deciliter (mg/di, unit of 
measurement). Resident 2 stated he called for 
help and no one came to assist him. The resident 
stated he was able to drink a juice that he had 
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near his bedside table. The resident stated the 
facility had many new nurses and he was not 
sure if these new nurses administered the right 
amount of insulin to him . Resident 2 stated 
some nurses did not come to check his sugar 
levels, so he checked his own blood sugar. The 
resident stated he did not feel safe in the facility. 

During a concurrent interview and review of 
Resident 2's Medication Administration Record 
(MAR) on 5/26/20 at 9:12 p.m., the DON stated 
the resident's MAR dated 5/1/2020 to 5/31/2020 
had discrepancies on how nurses administered 
Lantus (long-acting insulin) and Novolog 
(fast-acting insulin). The DON stated that on 
5/23/20, the resident's blood sugar was 504 
mg/di, (abnormal high) and that there was no 
documentation In the resident's MAR indicated 
that the licensed nurse (DSD, Director of staff 
Developer) contacted the resident's physician. 
The DON stated nurses need to contact the 
physician when the resident's blood sugar is 
abnormally high. The DON stated according to 
Resident 2's sliding scale (a chart prescribed by 
the physician for the licensed nurse to determine 
how much insulin to administer), the nurse need 
to notify the physician when the resident's blood 
sugar was more than 401 mg/di. 

During an interview on 5/26/20 at 9:30 p.m., the 
DSD stated he checked Resident 2's blood sugar 
on 5/23/20 and he did not notify the physician 
regarding the resident's abnormal blood sugar 
level of 504 mg/di. The DSD stated according to 
the sliding scale, he needs to inform the 
physician when Resident 2's blood sugar was 
more than 401 mg/di. 
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During the concurrent interview and a review of 
Resident 2's MAR, on 5126120, at 9:40 p.m., The 
DON reviewed Resident 2's MAR, dated 517120 
and stated the resident's blood sugar levels were 
400 mg/di and the nurse (unidentified) 
administered 12 units of Novolog insulin to the 
resident instead of 1 O units. The DON reviewed 
Resident 2's MAR for the month of May and 
stated on 5115, 5119, 5/20, 5122, 5123, and 5/26, 
the assigned nurses did not check the resident's 
blood sugar levels as ordered by the physician. 
The DON stated she did not know who oriented 
the new nurses. The DON stated that the facility 
had many nurses from the registries (companies 
maintain lists of nursing personnel), who were 
not familiar with the facility's policy and residents' 
care. 

A review of the facility's policy and procedure, 
titled "Insulin Administration,'' with a revised date 
of September 2014, indicated the nurse should 
notify the Director of Nursing Services and 
Attending Physician of any discrepancies, before 
giving the insulin. 

F686 Treatment/Svcs to Prevent/Heal Pressure Ulcer 
SS=K 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 
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(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 observatior.i, interview, and record 

review the facility failed to provide wound care 
treatments for seven of seven sampled residents 
(Residents 1, 4, 6, 7, 8, 9, and 10) as ordered by 
the residents' physician and according to the 
facility's policies and procedures by failing to: 

1. Assess, notify Resident 1 's physician of, 
implement a treatment, and provide care for 
Resident 1 's black discolorations on his left big 
toe, left second toe, left third toe, left fourth toe, 
and on the top of his right big toe. 

2. Assess for the location, stage, length, width 
and depth, presence of exudates (fluid) or 
necrotic tissue (medical condition in which there 
are dead cells) of, and provide treatment for 
Resident 1's pressure ulcer/injuries (injuries to 
skin and underlying tissue resulting from 
prolonged pressure on the skin) to his 
sacrococcyx (buttocks) area and right hip that 
included location, stage, length, width and depth, 
presence of exudates (fluid) or necrotic tissue 
(medical condition in which there are dead cells). 

3. Provide treatment and ensure Resident 4 had 
heel protectors (a medical device usually 
constructed of foam, air-cushioning, gel, or 
fiber-filling, and is designed to offload pressure 
from the heel} on to prevent pressure injury as 
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ordered by the physician. 

4. Provide treatment and ensure Resident 6 
received wound treatment on the right hip 
ordered by the physician. 

5. Provide treatment and ensure Resident 7 
received skin treatment on her right heel and left 
lower leg as ordered by the physician. 

6. Provide treatment and ensure Resident 8 
received treatment for his left buttocks 
excoriation (scrape). 

7. Provide treatment and ensure Resident 9 
received treatment for his left foot toes 
(unidentified which toes) discoloration. 

8. Provide treatment and ensure Resident 10 
received treatment for superficial abrasions to all 
his left toes. 

These deficient practices resulted to Resident 1, 
6, 7, 8, 9, and 10 to experience worsening of the 
wounds, experience pain, and at risk for infection 
that could lead to hospitalization and may lead to 
health complications which could result in death 
(Cross refer to F684). 

On 5/27120 at 12:27 a.m., an Immediate 
Jeopardy (IJ, a situation in which the facility's 
noncompliance with one or more requirements of 
participation has caused, or is likely to cause, 
serious injury, harm, impairment, or death to a 
resident) was called in the presence of the 
facility's Interim Administrator 1 (IADM1) and 
Director of Nursing (DON) for the facility's failure 
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to provide wound care treatment of pressure 
injuries and other wound treatments that could 
result in infection and experience pain for 
Resident 1, 6, 7, 8, 9, and 10. 

On 5/28/20 at 9:42 p.m., in the presence of the 
facility Administrator and Interim Administrator 2 
(IADM 2), the survey team informed the facility 
the plan of action for the six Immediate 
Jeopardies were not acceptable, the IJ for was 
not abated, and the team conducted the exit 
conference. 

Findings: 

a. A review of Resident 1's Admission Record 
indicated the facility admitted Resident 1, on 
5/23/10, and was readmitted, on 5/20/20, with 
current diagnosis for functional quadriplegia 
(defined as the complete inability to move due to 
severe disability or frailty caused by another 
medical condition without physical injury or 
damage to the brain or spinal cord), dementia 
(brain diseases that cause a long-term and often 
gradual decrease in the ability to think and 
remember that affect a person's dally 
functioning), and dysphagia (is a condition of 
difficulty swallowing due to abnormal nerve or 
muscle control). 

A review of Resident 1's Initial History and 
Physical, dated 1/13/20 indicated Resident 1 
able to follow simple command. 

A review of Resident 1's Minimum Data Set 
(MOS - standardized assessment and care 
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planning tool), dated 5/31/19, indicated Resident 
1 rarely/never makes himself understood and 
rarely/never able to understand others. The MDS 
indicated Resident 1 required total dependence 
with bed mobility (how resident moves to and 
from lying position, turns side to side, and 
positions body while in bed), transfer (how 
resident moves between surfaces including to or 
from bed, chair, wheelchair, standing position), 
dressing (how resident puts on, fastens and 
takes off all items of clothing, includes putting on 
and or changing pajamas and housedresses), 
toilet use (how resident uses the toilet room, 
commode, bedpan, or urinal; transfer on/off toilet, 
cleanses self after elimination, and changes 
pad), and personal hygiene (how resident 
maintains personal hygiene, including combing 
hair, brushing teeth, shaving, applying makeup, 
washing/drying face and hands). The MDS 
indicated Resident 1 required extensive 
assistance from staff with eating (how resident 
eats and drinks, regardless of skill). Resident 1 
was always incontinent with urine and bowel. 
The MDS indicated Resident 1 was at risk for 
pressure ulcer/injuries. 

A review of Resident 1 's Braden Scale for 
Predicting Pressure Sore Risk form (a tool to 
help health professionals assess a patient's risk 
of developing a pressure injury dated 3/2/20, 
indicated Resident 1 assessment score was 14 
(Score levels for developing pressure ulcer: 15 to 
18 =at risk, 13 to 14 =moderate risk, high risk = 
10-12, and very high risk 9 or below). 

On 5/26/20 at 4:54 p.m., during an interview with 
Registered Nurse 2 (RN 2), stated Resident 1 
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had a "big wound," (unknown size and 
description) on the coccyx area and right hip. RN 
2 stated Resident 1 had a black discoloration on 
the toes. RN 2 stated there was no treatment 
order for the Resident 1 's black discoloration on 
the toes. RN 2 stated she unsure if the primary 
physician was notified of Resident 1 's black 
discoloration on the toes. 

On 5/26/20 at 5:30 p.m., during an initial tour on 
the Red Zone area (COVID 19 positive resident 
area), Resident 1 was observed awake lying in 
bed with 8 layers of sheet. Resident 1 right hip 
observed with unknown size of wound and a 
yellow colored in the wound bed (dressing was 
coming off and has dark brown color discharge 
from the wound). Resident 1 's sacrococcyx area 
observed with unknown size of open wound. 
Resident 1 observed black discoloration on left 
big toe, 2nd toe, 3rd toes, 4th toe, and right tip 
big toe. 

On 5/26/20 at 9:46 p.m., during an interview, 
DON stated she could not locate Resident 1 's 
medical record. The DON stated she did not 
know about Resident 1's wound, pressure 
injuries, and black discoloration of the toes. DON 
stated she could not locate Resident 1 's 
treatment administration record. 

On 5/26/20 at 1 O p.m., during concurrent 
interview and record review of Resident 1's 
medical records, the Director of Staff 
Development (DSD) stated, he could not locate 
Resident 1 's medical record, and he did not know 
about Resident1 's pressure injuries. DSD stated 
she verified Resident 1 had no treatment order 
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for the right hip pressure injury and black 
discoloration of the toes. DSD stated no 
wound/pressure injuries measurement and 
description. DSD stated Resident 1's black 
discoloration of the toes did not have an 
assessment. 

On 5/27/20 at 2 p.m., during an interview, the 
Infection Preventionist (IP) nurse stated they 
could not locate Resident 1 medical record and 
did not know where Resident 1 medical record 
could be located. IP stated she did not know the 
description and the measurement of Resident 1 's 
pressure injury to right and left hip. IP stated right 
and left hip was stage 3, but did not know the 
measurement. IP stated no assessment of 
Resident 1's toes black discolorations. IP stated 
the DON did the assessment and report to the 
primary physician. 

On 5/27/20 at 2:45 p.m., during an interview, 
DON stated she could not locate Resident 1's 
medical record. The DON stated Resident 1 's 
primary physician had a new treatment order. 
The DON could not provide the skin and body 
assessment including the pressure injuries size 
and description. The DON could not provide her 
assessment for Resident 1's toes black 
discoloration. 

On 5/27/20 at 2:50 p.m., during an observation, 
Resident 1 lying in bed on his back. Resident 1 's 
dressing, dated 5/26/20, on the resident's right 
hip and sacrococcyx areas (the same dressing 
from placed by RN 2 5/26/20). 

On 5/27/20 at 3:30 p.m., during an interview with 
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the Medical Director (MD), who was Resident 1's 
primary physician, stated he came at the facility 
at 8:30 a.m. to evaluate other resident. MD 
stated he did not look and check Resident 1 's 
wound. MD stated IP nurse will assess Resident 
1 's wound and will report the assessment to him. 

On 5/28/20 at 6:50 p.m., during an interview, the 
DON stated she could not provide information 
who provided the treatment for the residents. 

On 5128120 at 7 p.m., during an interview and 
concurrent record review of Resident 1 's 
Treatment Administration Records (TAR), the 
DSD stated the TAR with no initial means 
treatment was not provided. DSD stated 
Resident 1 was not provided treatment in the 
morning. 

On 5/28/20 at 8:05 p.m., during an interview with 
the DON, the wound doctor came and checked 
on Resident 1 's pressure injuries and the toes 
black discoloration. The DON stated there was 
no skin and wound assessment on Resident 1 's 
medical record. The DON stated the wound 
doctor would come on Monday (6/1/20). 

b. A review of Resident 4's Admission Record 
indicated the facility admitted the resident, on 
2/21/13, and readmitted, on 1/16/16, with 
diagnoses of paraplegia (paralysis of the legs 
and lower body), and restless legs syndrome 
(condition that causes an uncontrollable urge to 
move your legs, usually because of an 
uncomfortable sensation). 

. 
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A review of Resident 4's MDS, dated 5/9/20, 
indicated the resident was moderately impaired 
in cognitive skills and was dependent on staff for 
transfers. The MDS indicated the resident was at 
risk for developing pressure ulcers. 

A review of Resident 4's untitled care plan, 
revised date of 5127120, indicated the resident 
had the potential for impairment skin integrity 
and the interventions were to apply bilateral heel 
protectors. 

On 5/26/29 at 6:30 a.m., during an interview and 
concurrent record review of Resident 4's TAR, 
dated 5/1/2020 to 5/31/2020, DON stated the 
staff did not apply the heel protectors to the 
residents heels at all times tor skin management 
and the nurses failed to check for integrity and 
circulation from May 6 to May 28, 2020. The 
DON stated she did not know why the staff failed 
to provide the treatment for the resident. 

c. A review of Resident 6's Admission Record 
indicated the facility admitted Resident 6, on 
7/11/12, and readmitted, on 10/26/12, with 
current diagnosis for muscle weakness, difficulty 
walking, and neuralgia (a stabbing, burning, and 
often severe pain due to an irritated or damaged 
nerve). 

A review of Resident 6's MDS, dated 5/10/20, 
indicated Resident 6 had moderate impairment 
with cognition (perception, thought, memory, and 
ways of processing and structuring information). 
Resident 6 MDS indicated, Resident 6 required 
limited assistance from staff with activities of 
daily living (ADLs) that included bed mobility, 
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transfer, dressing, toilet use, and personal 
hygiene. 

A review of Resident 6's Wound Consult 
Progress Notes form, dated 3/12/20, indicated 
right hip wound was originally created by surgical 
procedure (unknown) and currently has pressure 
component. The form indicated plan/orders to 
clean wound daily with wound cleanser and 
lightly pack with 0.25% Dakins solution (used to 
kill germs and prevent germ growth in wounds) 
and cover with dry dressing. 

A review of Resident 6's TAR, dated 5/27/20, 
indicated a treatment order to cleanse right hip 
wound with wound cleanser pat dry, apply 
collagen wound dressing (used for dressing for 
the treatment of partial to full thickness wounds) 
directly on wound bed, and cover with abdominal 
pads on the 7 a.m. to 3 p.m. shift and 3 p.m. to 
11 p.m. shift. The TAR, dated 5/27/20 were blank 
on the 7 a.m. to 3 p.m. shift and 3 p.m. to 11 p.m. 
shift. The TAR, dated 5/28/20, were blank on the 
7 a.m. to 3 p.m. shift. 

On 5/28/20 at 7 p.m., during an interview and 
concurrent record review, DSD stated the TAR 
that was blank and had no initial meant the 
treatment was not provided. DSD stated the 
treatment should be provided to Resident 6 on 
5/27/20 and 5/28/20. The DSD stated the 
treatments were not provided to Resident 6. The 
DSD stated she did not know who was assigned 
to do the treatment in the morning. 

On 5/28/20 at 7:25 p.m., during an observation 
and concurrent interview, Resident 6 stated she 
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did not have pain but the wound was dirty 
because nobody cleaned the wound. Resident 6 
right hip open wound unknown size did not have 
a dressing that cover the wound. 

d. A review of Resident S's Admission Record 
indicated the facility admitted the resident on 
5/3/19, with diagnoses of difficulty in walking and 
muscle weakness. 

A review of Resident S's MDS, dated 2/29/20, 
indicated the resident was intact in cognitive 
skills for daily decision making and required 
extensive assistance for transfers and limited 
assistance with bed mobility. The MDS indicated 
the resident was at risk for developing pressure 
injuries. 

A review of Resident S's care plan for Potential 
for pressure ulcer development related to (r/t) 
immobility and incontinence, initiated date 
4/1/20, indicated the interventions that included 
follow policies and protocols for the 
prevention/treatment of skin breakdown. 

On 5/26/29 at 6:30 a.m., during an interview and 
concurrent record review of Resident S's TAR, 
dated 5/1/20 to 5/31/20, DON stated the staff did 
not apply silvadene (a topical antimicrobial drug) 
cream 1°/o and apply a clean dressing every day 
on review of Resident S's TAR for May 23 to May 
26, 2020, on the resident's left buttock. 

e. A review of Resident 9's Admission Record 
indicated the facility admitted the resident 
on12/7/07 and readmitted him on 6/13/19 with 
diagnoses of dementia and difficulty in walking. 
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A review of Resident 9's MOS, dated 5 /18/20, 
indicated the resident was severely impaired in 
cognitive skills for daily decision making and 
required extensive assistance for transfers and 
limited assistance with bed mobility and 
transfers. The MDS indicated the resident was at 
risk for developing pressure injuries. 

On 5/26/29 at 6:30 a.m., during an interview and 
concurrent record review of Resident 9's TAR, 
dated 5/1/20 to 5/31/20, DON stated the staff did 
not apply Amica (reduces discolorations) cream 
daily to the resident's left loot toes as ordered by 
the physician on Resident 9's TAR from May 7 to 
May 28, 2020. 

f. A review of Resident 1 O's Admission Record 
indicated the facility admitted the resident, on 
2/16/15, and readmitted, on 6/18/20, with 
diagnoses of muscle weakness and lack of 
coordination. 

A review of Resident 10's MDS, dated 5/19/20, 
indicated the resident was moderately impaired 
in cognitive skills for daily decision making and 
required extensive assistance for bed mobility. 
The MDS indicated the resident was at risk for 
developing pressure injuries. 

A review of Resident 1 O's Progress Notes, dated 
5/21/20 and timed at 11:07 a.m., indicated the 
resident was noted with all left toes with 
superficial abrasions, and the physician ordered 
to apply betadine solution to cover with 4X4 
(gauze, is used to describe a pre-measured 
square of gauze cloth, folded once in the middle, 
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which surgeons and other medical professionals 
use during surgery or to dress wounds. 
Dressing). The Department requested multiple 
times copies of the Physician orders to IP nurse 
and did not provide. 

On 5/26/29 at 6:30 a.m., during an interview and 
concurrent record review of Resident 10's TAR, 
dated 5/1/20 to 5/31/20, DON stated the staff (in 
general) did not cleanse the resident's all left 
toes with normal saline and did not apply 
betadine daily on review of Resident 10's TAR 
from May 23 to May 28, 2020. The DON stated 
she did not know what happened during those 
dates and could not provide the Department 
further information. 

During an abbreviated survey between 5/26/20 
and 5/28/20, at different times of the days, the 
surveyors conducted interviews with multiple 
facility staff members (IP, DON, RN1, RN 2, RN 
3, Licensed Vocational Nurse (LVN 4), LVN 6, 
DSD) to obtain verbal and documented 
information related to the wounds, skin 
assessments, and treatment procedures for 

g. A review of Resident 7's Admission Record 
indicated the facility admitted the resident, 
on10/4/11, and readmitted her, on 2/13117, with 
diagnoses of dementia and muscle weakness. 

A review of Resident 7's MDS dated 2/29/20 
indicated the resident was severely impaired in 
cognitive skills for daily decision making and 
required extensive assistance for bed mobility 
and transfers. The MDS indicated the resident 
was at risk for developing pressure injuries. 
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On 5/26/29 at 6:30 a.m., during an interview and 
concurrent record review of Resident 7's TAR, 
dated 5/1/20 to 5/31/20, DON stated the staff did 
not apply betadine (a topical antiseptic that 
provides infection protection against a variety of 
germs for minor cuts, scrapes, and burns) on 
Resident 7's left lower leg bluish discoloration 
daily as ordered by the physician, and the staff 
did not apply vitamin A&D ointment (a skin 
protectant ointment) daily as ordered by the 
physician on Resident 7's right heel blanchable 
redness from on May 23 to May 28, 2020. The 
DON stated she did not know why the treatment 
was not done. 

Resident 1, 4, 6, 7, 8, 9, and 10, and the facility 
staff members did not know the answers to who 
was supposed to provide wound treatments, the 
reason why the treatments were not done, 
assessments to the skin wounds and pressure 
injures, and they stated, "I don't know." Also, 
DON stated the facility had numerous number of 
staff who came from different nursing registries 
(a business that provides nurses) and were not 
familiar with the facility. The DON could not 
answer who was responsible to orient the· new 
nurses to ensure skin treatments were done. 

A review of the facility's policy and procedure 
titled, "Pressure Ulcers/Skin Breakdown-Clinical 
Protocol, revised date of 4/2018, indicated the 
nurses should describe and document/report the 
following full assessment of pressure sore 
including location, stage, length, width and 
depth, presence of exudates or necrotic tissue, 
pain assessment, current treatments. The policy 
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and procedure indicated the physician would 
assist the staff to identify and define any 
complications related to pressure ulcers. 

A review of the facility's policy and procedure 
titled "Wound Care," with a revised date of 
October 2010, indicated to verify if there was a 
physician order for wound care 

F 689 Free of Accident Hazards/Supervision/Devices 
SS=D CFR(s): 483.25(d)(1)(2) 

§483.25(d) Accidents. 
The facility must ensure that -
§483.25(d)(1) The resident environment remains 
as free of accident hazards as is possible; and 

§483.25(d)(2)Each resident receives adequate 
supervision and assistance devices to prevent 
accidents. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, interview and record 

review, the facility failed to: 
1.Supervise one male resident (Resident X) 
smoking outside near the exit door of the red 
zone designated building, and, 
2. Four unplugged oxygen concentrator (device 
used for delivering oxygen to individuals with 
breathing disorder) were found inside the shower 
room. 

This deficient practice had the potential to cause 
a fire accident of the surrounding areas or the 
building and placed the residents at risk of 
accident during shower. 

Findings: 
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1.During an initial tour on May 28, 2020 at 6:10 
p.m., Resident X was observed sitting in his 
wheelchair and smoking outside near the exit 
door of the red zone designated building alone 
and without supervision. 

During a continuous observation, the area which 
Resident X was found smoking had no sign 
posted as a 11 smoking area " and Resident X was 
not wearing a smoking apron, no ash tray and no 
fire cigarette butt receptacle can be found near 
his surroundings. 

During an interview with Licensed Vocational 
Nurse (LVN 4) on May 28, 2020 at 6:50p.m., LVN 
4 did not know about the facility's smoking policy 
and could not identify the residents that are 
classified as independent or supervised smoker. 

A review of facility's policy titled "[name of facility] 
Smoking Policy" not dated, "indicated" ... C. 
Designated Smoking Areas ... 1. Smokers are 
allowed to smoke in designated areas within the 
building and outside the buildings only 2. 
Supervised smokers can smoke in the 
designated areas only when being supervised by 
a staff member or family member. Smoking hours 
are as follows: . ..4:00 PM, 8:00 PM." 

2.0n May 28, 2020 at 7 p.m., four oxygen 
concentrators were observed cluttered and 
obstructing the area of Shower #2. 

During an interview with the Licensed Vocational 
Nurse (LVN 1) on May 28, 2020 at 7:10 p.m., 
LVN 1 confirmed the four oxygen concentrators 
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should not be placed inside the shower rooms. 

During an interview with the Certified Nursing 
Assistant (CNA 2) on May 28, 2020 at 7:20 p.m., 
CNA 2 confirmed the four oxygen concentrators 
should not be placed inside the shower rooms. 

A review for facility policy on oxygen storage was 
requested on May 28, 2020 at 5:20 p.m .. The 
facility did not provide copy of their policy and 
procedure by the end of the survey exit. 

F 695 Respiratory/Tracheostomy Care and Suctioning 
SS=K CFR(s): 483.25(i) 

§ 483.25(i) Respiratory care, including 
tracheostomy care and tracheal suctioning. 
The facility must ensure that a resident who 
needs respiratory care, including tracheostomy 
care and tracheal suctioning, is provided such 
care, consistent with professional standards of 
practice, the comprehensive person-centered 
care plan, the residents' goals and preferences, 
and 483.65 of this subpart. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, interview and record 

review, the facility failed to provide oxygen 
treatment (oxygen supplement) as the physician 
ordered for eight of eight sampled residents 
(Residents 4, 6, 11, 12, 13, 14, 15, and 17), who 
had COVID-19 (coronavirus, an illness caused 
by a virus that spread from person to person). 

1. For Residents 13, 12, 6, and 14, the facility 
failed to provide oxygen treatment and monitor 
the oxygen saturation (an estimate of the amount 
of oxygen in the blood) to the residents as the 
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physician ordered. The facility also failed to label 
the resident's humidifier (a device for keeping the 
air moist) and tubing. 

2. For Residents 4, 11, and 17, the facility failed 
provide oxygen treatment as the correct rate and 
monitor the residents' oxygen saturation as the 
physician ordered. The facility also failed to label 
the residents' oxygen humidifie rand tubing. 

3. For Resident 15, the facility failed to provide 
oxygen treatment as the correct rate and monitor 
the oxygen saturation every shift as the 
physician ordered. The facility also failed to 
obtain an order to titrate the oxygen rate and 
label the residents' oxygen humidifier and tubing. 

These deficient practices placed residents 4, 6, 
11, 12, 13, 14, 15, and 17 at risks for health 
complications from COVID-19 including 
respiratory distress (lack of oxygen in the lung) 
respiratory infection (infection causes by bacteria 
or virus in the nose, throat, chest and lung, 
chest), and hospitalization or death. 

An immediate jeopardy (IJ, immediate action to 
correct the deficient practices) was called on 
512712020, at 12:27 a.m., to ensure facility's 
nursing staff provide oxygen treatment, monitor 
the residents' oxygen saturation as the physician 
ordered and label the humidifiers the oxygen 
tubing to prevent complications from respiratory 
infection. 

On 5/28/20 at 9:40 p.m., in the presence of the 
facility Administrator (ADM) and Interim 
Administrator 2 (IADM 2), the survey team 
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informed the facility that an acceptable plan of 
action was not provided, the immediate jeopardy 
was not abated, and the team conducted the exit 
conference; 

Findings: 

1 a. A review of Resident 13's Admission Record 
indicated the resident was originally admitted to 
the facility on 12/30/16 with diagnosis that 
included COVID-19 positive. 

A review of Resident 13's Minimum Data Set 
(MOS- a standardized resident assessment and 
care-screening tool), dated 4/16/20, indicated 
Resident 13's cognition (a mental process of 
acquiring knowledge and understanding) was 
severely impaired. Resident 13 required 
extensive assistance (staff provide 
weight-bearing support) with one-person physical 
assist for bed mobility, transfer, dressing, toilet 
use, personal hygiene, and bathing, and limited 
assistance for eating. 

A review of Resident 13's laboratory (lab/test) 
result, dated 5/2/20, indicated the resident was 
detected (positive) for 2019 nCoV (novel 
coronavirus- the virus causing coronavirus 
disease 2019 [COVID-19]). 

A review of Resident 13's Physician's Order, 
dated 5/8/20, indicated for staff to provide the 
resident with oxygen (02) inhalation at two liters 
per minute (LPM) via nasal cannula (NC, a 
device used to deliver supplemental 02 through 
the nose) continuously. The Physician's Order 
indicated for staff to titrate 02 rate up to five LPM 

FORM CMS-2567(02-99) Previous Vsrslons Obsolete Event ID:84UX11 

PRINTED: 06/03/2020 
FORM APPROVED 

OMB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A BUILDING _______ _ 

B. WING 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1450 N. FAIR OAKS AVENUE 

PASADENA, CA 91103 

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

CROSS-REFERENCED TO THE APPROP~IATE 
DEFICIENCY) 

F 695 

c 
05/28/2020 

(X5) 
COMPLETION 

DATE 

Facility ID: CA950000082 If continuation sheet Page 36 of 86 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

555095 

NAME OF PROVIDER OR SUPPLIER 

GOLDEN CROSS HEALTH CARE 

(X4) ID 
PREFIX 

TAG 

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

F 695 Continued From page 36 

to keep oxygen saturation (02 sat) at 94 percent 
(%) and above as needed for shortness of breath 
(SOB), low 02 sat, wheezing (breathing with a 
whistling or rattling sound). 

A review of Resident 13's Physician's Order, 
dated 5/14/20, indicated for staff to check the 
resident's 02 sat every shift. 

During a concurrent observation, interview and 
record review on 5/26/20, at 6 p.m. with Licensed 
Vocational Nurse 1(LVN1), Resident 13 did not 
receive 02 treatment. Resident 13's 02 tubing 
was on the floor attached to the 02 concentrator 
(a device that concentrates that concentrates the 
oxygen in the air and delivers it to the patient) at 
the rate of two LPM. The resident's humidifier 
and tubing were not labeled to indicate when 
was the date that the humidifier and the tubing 
were changed. LVN 1 stated Resident 13 did 
not receive 02 treatment. LVN 1 stated the 02 
humidifier and tubing were being changed every 
week but staff (unidentified) did not label them. 
LVN 1 stated nursing staff need to label the 
humidifier and oxygen tubing to ensure they are 
being changed weekly to prevent respiratory 
infection. LVN 1 reviewed Resident 13's 
Medication Administration Record (MAR) and 
stated the Physician Order indicated for staff to 
monitor the resident of 02 sat every shift and 
provide 02 at two LPM as needed (PRN). LVN 1 
reviewed Resident 13's MAR for the month of 
May 2020 and indicated the 02 administration 
and 02 sat monitoring sections were blank. LVN 
1 stated the 02 administration and 02 sat 
monitoring sections had no documentation 
indicating staff were providing 02 treatment and 
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monitored 02 sat for Resident 13. LVN 1 stated 
facility's staff need to follow the Physician's 
order and provide continuous 02 treatment as 
prescribed to prevent respiratory distress. 

1 b. A review of Resident 2's Admission Record 
indicated the resident was originally admitted to 
the facility on 9/1/04 and rnadmitted on 11/10/15 
with diagnoses that included COVID-19 and 
chronic obstructive pulmonary disease (COPD, 
chronic inflammatory lung disease that causes 
airway obstruction and increased shortness of 
breath). 

A review of Resident 12's MDS, dated4/18/20, 
indicated the resident's cognition was severely 
impaired. Resident 12 required extensive 
assistan·ce with one-person physical assist for 
transfer, dressing, toilet use, personal hygiene, 
and bathing. 

A review of Resident 12's lab result, dated 
512120, Indicated the resident was tested positive 
for 2019 nCoV. 

A review of Resident 12's Physician's Order, 
dated 5/8/20, indicated for staff to provide 02 
inhalation at two LPM via NC continuously. The 
Physician's Order indicated staff may titrate 02 
rate up to five LPM to keep the resident's 02 sat 
at 94 % and above as needed for SOB, low 02 
sat, and wheezing. 

During a concurrent observation, interview, and 
record review on 5126120, at 6:40 p.m., with the 
Infection Preventionist (IP, nurse that 
specialized in infection control and prevention), 
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Resident 12 did not receive 02 treatment. The IP 
reviewed Resident 12's Physician's Order and 
staled there is an order for staff to provide 02 
treatment and monitor 02 sat for the resident. A 
reviewed of Resident 12's MAR for the month of 
May 2020 (5/1/2020 to 5/31/20) indicated the 02 
administration section was blank. The IP stated 
Resident 12 did not receive continuous 02 
treatment at two LPM as indicated in the 
Physician's Order. The IP stated there was no 
documentation indicating facility's staff monitored 
Resident 12's 02 sat to ensure the resident's 02 
sat was at 94°/o and above. 

1 c. A review of Resident 6's Admission Record 
indicated the resident was originally admitted to 
the facility on 7/11/12 and readmitted on 
10/26/12 with diagnoses that included CO_VID-19 
and other respiratory disease. 

A review of Resident 6's MOS, dated 5/4/20, 
indicated the resident's cognition was intact. 
Resident 6 required limited assistance with 
one-person physical assist for bed mobility, 
transfer, dressing, toilet use, personal hygiene, 
and bathing. 

A review of Resident 6's lab result, dated 5/3/20, 
indicated the resident was tested positive for 
2019 nCoV. 

A review of Resident 6's Physician's Order, dated 
518120, indicated for staff to provide 02 
inhalation at two LPM via NC continuously. The 
Physician's Order indicated staff may titrate the 
02 rate up to five LPM to keep the resident's 02 
sat al 94 % and above as needed for SOB, low 
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02 sat, and wheezing. 

During a concurrent observation, interview, and 
record review on 5126120, at 6:45 p.m., with the 
IP, Resident 6 did not receive 02 treatment. The 
02 concentrator and the 02 tank were not at the 
bedside. Resident 6 denied any SOB at this time. 
The IP reviewed Resident 6's Physician's Order 
and stated that the Physician ordered for the 
resident to receive continuous 02 and to monitor 
the 02 sat. The IP reviewed Resident 6's MAR 
for the month of May 2020 and stated the 02 
administration was blank. The IP stated there 
was no documentation indicating Resident 6's 
02 sat was monitored to ensure the resident's 
02 sat was at 94°/o and above. 

1d. A review of Resident 14's Admission Record 
indicated the resident was originally admitted to 
the facility on 3/18/19 with diagnoses that 
included COVID-19 and other respiratory 
disease. 

A review of Resident 14's MOS, dated 5/31/20, 
indicated the resident's cognition was moderately 
impaired. Resident 14 required supervision with 
set up for bed mobility, transfer, dressing, toilet 
use, and bathing. Resident 14 was independent 
for eating and personal hygiene. 

A review of Resident 14's lab result, dated 
5/3/20, indicated the resident was positive for 
2019 nCOV. 

A review of Resident 14's Physician Order, dated 
518120, indicated for staff to provide 02 
inhalation at two LPM via NC continuously. The 

. 
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Physician Order indicated staff may titrate 02 
rate up to five LPM to keep 02 sat at 94 % and 
above as needed for SOB, low 02 sat, and 
wheezing. 

A rereview of the Physician Order, dated 5/14/20, 
indicated for staff to check 02 sat every four 
hours for 02 use. 

During a concurrent observation, interview and 
record review on 5/26/20, at 6:50 p.m., with the 
IP, Resident 14 did not receive 02 treatment. 
The 02 concentrator and 02 tank were not at the 
bedside. Resident 14 denied any SOB at this 
time. The IP reviewed Resident 14's Physician 
Order and indicated for staff to provide 
continuous 02 treatment and monitor of 02 sat. 

A review of Resident 14's MAR for the month of 
May 2020 indicated the 02 administration 
section was blank. The IP stated Resident 14 did 
not receive continuous 02 at two LPM as 

. 

prescribed. The IP stated there was no 
documentation indicating the staff monitored 
Resident 14's 02 sat. The IP stated the staff 
needs to follow the Physician Order for 02 
administration and 02 sat monitoring. 

2a. A review of Resident 4's Admission Record 
indicated the resident was originally admitted to 
the facility on 2/21/13 and readmitted on 1/16/16 
with diagnoses that included congestive heart 
failure (CHF, a chronic condition in which the 
heart does not pump blood as well as it should) 
and late onset cerebellar ataxia (a disorder that 
occurs when the area of the brain responsible for 
controlling gait and muscle coordination 
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becomes inflamed or damaged). 

A review of Resident 4's MDS, dated 5/9/20, 
indicated the resident's cognition was moderately 
impaired. Resident 4 was totally dependent on 
staff with one person physical assist for transfer, 
dressing, toilet use, personal hygiene, and 
bathing. 

A review of Resident 4's lab result, dated 
5/11/20, indicated the resident was tested 
positive for SARS-COV-2 

A review of Resident 4's Physician Order, dated 
5/12/20, indicated for staff to start 02 treatment 
at two LPM via NC. The Physician Order 
indicated staff may titrate the 02 up to five LPM if 
02 sat is below 90 %. 

During a concurrent observation, interview and 
record review on 5/26/20, at 6:05 p.m., with LVN 
1, Resident 4 was receiving 02 treatment at four 
LPM via NC. The NC connected to a humidifier 
and 02 tubing were not labeled with a change 
date. LVN 1 stated the 02 humidifier and tubing 
were changed every week but there were no 
labels indicated the date they were changed. 
LVN 1 stated labels with dates need to be 
available for staff to change the 02 humidifier 
and tubing on time to prevent infection. LVN 1 
reviewed Resident 4's Physician Order and MAR 
for the month of May 2020 and stated the 
Physician Order indicated for staff to provide 02 
treatment at two LPM but the MAR indicated for 
staff to provide Oxygen treatment PRN. LVN 1 
stated the MAR for the month of May 2020 
indicated 02 administration was blank and there 
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was no documentation indicated the staff was 
monitoring Resident 4's 02 sat to keep it at 90% 
and above. LVN 1 stated the staff need to 
provide 02 administration as prescribed by the 
Physician to prevent respiratory distress. LVN 1 
stated the staff need to monitor Resident 4's 02 
sat and document the 02 sat reading in the 
MAR. LVN 1 stated the staff need to know the 
02 sat reading for Resident 4 In order to titrate 
the 02 administration as the Physician ordered. 

2 b. A review of Resident 11 's Admission Record 
indicated the resident was 
originally admitted to the facility on 6/25/04 and 
readmitted on 5/22/18 
with diagnoses that included COVID-19 and 
COPD. 

A review of Resident 11 's MOS, dated 5/9/20, 
indicated the resident's cognition was severely 
impaired. Resident 11 was totally dependent on 
staff with one-person physical assist for bed 
mobility, transfer, dressing, toilet use, personal 
hygiene, and bathing. The MDS indicated the 
resident received 02 therapy and on isolation 
(area for people with contagious or infectious 
diseases) or quarantine (a place for people have 
been exposed to infections are contagious 
disease are placed) for active infectious disease. 

A review of Resident 11 's lab result, dated 
5/2/20, indicated the resident was tested positive 
for 2019 nCoV. 

A review of Resident 11 's Physician Order, dated 
518120, indicated for staff to provide 02 
inhalation at two LPM via NC continuously. The 
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Physician Order indicated the staff may titrate 
the 02 rate up to five LPM to keep 02 sat at 94 
% and above as needed for SOB, low 02 sat, 
and wheezing. 

During a concurrent observation, interview and 
record review on 5/26120, at 6:35 p.m., with the 
IP, Resident 11 was receiving 02 at three and 
half LPM via NC. The 02 humidifier and tubing 
were not labeled with a change date. The IP 
reviewed the Physician Order and stated there 
was an order for 02 at two LPM. The IP reviewed 
Resident 11 's MAR for the month of May 2020 
and stated the 02 administration section was 
blank. The IP stated there was no documentation 
i ndicating the staff monitored Resident 11 's 02 
sat to ensure the resident 02 sat remain at 94% 
and above. 

2c. A review of Resident 17's Admission Record 
indicated the resident was originally admitted to 
the facility on 8/5/19 with diagnoses that 
included COVID-19, cough, and other respiratory 
disease. 

A review of Resident 17's MDS, dated 5/2/20, 
indicated the resident's cognition was moderately 
impaired. Resident 17 required extensive 
assistance with one-person physical assist for 
bed mobility, transfer, dressing, toilet use, and 
personal hygiene. 

A review of Resident 17's lab result, dated 
512/20, indicated the resident was tested positive 
for 2019 nCoV. 

A review of Resident 17's Physician Order, dated 
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4/29/20, indicated for staff to provide continuous 
02 at two LPM via NC. The Physician Order 
indicated staff may titrate the 02 up to five LPM, 
to maintain 02 sat equal to or greater than 92%, 
and check 02 sat every shift. 

During a concurrent observation, interview and 
record review on 5/26/20, at 6:55 p.m., with the 
IP, Resident 17 was receiving 02 at four LPM via 
NC. The 02 humidifier and tubing were not 
labeled with the change dale. The IP reviewed 
Resident 17's Physician Order and staled the 
resident had an order for continuous 02 at two 
LPM and to monitor 02 sat every shift. The IP 
reviewed Resident 17's MAR for the month of 
May 2020 and staled the 02 administration 
section was blank. The IP was unable to explain 
why Resident 17's 02 treatment was at four LPM 
and not at two LPM as indicated in the 
Physician's Order. The IP stated the staff did not 
monitor Resident 17's 02 sat to monitor how 
many liters of 02 to titrate and administer in 
order to keep the resident's 02 sat at 93% or 
greater. 

During an interview on 5/26/20, at 7:05 p.m., the 
IP stated the 02 humidifier and tubing were 
changed every week but there was no label 
indicating the date that they were changed. The 
IP stated 02 humidifier and tubing need to be 
labeled and changes timely to prevent infection. 
The IP stated the staff need to provide 02 
administration at the correct rate, monitor 02 sat, 
and document the 02 sat reading in the MAR. 
The IP stated ifthe order for 02 indicated 
continuously, the 02 treatment need to be given 
continuously. The IP stated the staff need to 
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follow the Physician Order for 02 administration 
and 02 sat monitoring to prevent respiratory 
distress. The IP stated the 02 sat should be 
monitored for residents who were tested positive 
of COVID 19 and are on 02 to assess and know 
if needed to be titrated as ordered. The IP stated 
the residents diagnosed with COVID-19 should 
be monitored for 02 sat and administer 02 
treatment with the correct rate due to potential 
for SOB. 

3. A review of Resident 15's Admission Record 
indicated the resident originally admitted to the 
facility on 8/30/18 and readmitted on 1112119 
with diagnoses that included COVID-19 and 
COPD. 

A review of Resident 15's MOS, dated 511/20, 
indicated the resident's cognitive skills for daily 
decision-making was moderately impaired. 
Resident 15 was totally dependent on staff for 
bed mobility and transfer, required extensive 
assistance with one-person physical assist for 
dressing, toilet use, and bathing. The MOS 
indicated Resident 15 received 02 therapy and 
on isolation or quarantine for active infectious 
disease. 

A review of Resident 15's lab result, dated 
4127/20, indicated the resident was tested 
positive for 2019 nCoV. 

A review of Resident 15's Physician Order, dated 
4122120, indicated for 
staff to administer 02 treatment at two LPM via 
NC continuously for SOB. The Physician Order 
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indicated the staff may titrate the 02 rate to 
keep 02 sat greater than 92 %, and check 02 
sat every shift. The MD order had no specific 02 
rate to be titrated. 

A review of Resident 15's MAR for the month of 
May 2020, indicated the staff administer 02 to 
the resident at two LPM and 02 sat range from 
92% to 98% as of 5126120. There was no 
documentation of02 sat on 5117120 for day 
shift, 5119120 to 5/20/20 for day and evening 
shift, 5/21/20 for evening and night shifts, 
5/22/20 for evening shift, and 5/23/20 for night 
shift. 02 sat was not monitored every shift as 
ordered by the Physician. 

During a concurrent observation, interview, and 
record review on 5126/20, at 7 p.m., with the IP, 
Resident 15 was receiving 02 at five LPM via 
NC. The 02 humidifier and tubing were not 
labeled with a change date. The IP stated the 02 
humidifier and tubing were changed every week 
and it should be labeled to know when it was 
change. The IP reviewed Resident 15's 
Physician Order and stated the resident has an 
order for 02 at two LPM and to monitor 02 Sat 
every shift. The IP stated the staff need to follow 
the Physician order for 02 administration to 
prevent respiratory distress. The IP stated the 
02 sat should be monitored every shift as 
ordered to assess and know if needed to be 
titrated. The IP stated there should be an order 
for how many liters of 02 to titrate and administer 
to Resident 15. The IP stated the residents who 
were diagnosed with COVID-19 need to be 
monitored for 02 sat due to potential for SOB. 
The IP was unable to explain why Resident 15 
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had 02 at five LPM and not at two LPM per the 
Physician ordered. 

A review of the facility's policy and procedure 
(P&P), titled "Oxygen Administration," effective 
date 111118, indicated for staff to provide safe 
oxygen administration such as verify the 
Physician's order, review the physician's order or 
facility protocol for oxygen administration. The 
policy indicated before administering oxygen and 
while the resident is receiving oxygen therapy, 
staff to assess the resident for signs and 
symptoms of cyanosis (bluish or purplish 
disccloration of the skin or mucous membranes), 
hypoxia (inadequate supply of oxygen), oxygen 
toxicity (when a person is exposed to high level 
of oxygen in a short period of time), vital signs , 
lung sounds (Breath sounds come from the lungs 
when you breathe in and out), oxygen saturation. 
The policy indicated after completing the oxygen 
setup or adjustment, the following information 
should be recorded in the resident's medical 
record included all assessment data obtained 
before, during, and after the procedure and the 
signature and title of the person recording the 
data. 

F 698 Dialysis 
SS=J CFR(s): 483.25(1) 

§483.25(1) Dialysis. 
The facility must ensure that residents who 
require dialysis receive such services, consistent 
with professional standards of practice, the 
comprehensive person-centered care plan, and 
the residents' goals and preferences. 
This REQUIREMENT is not met as evidenced 
by: 
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Based on observation, interview and record 
review, the facility's nursing staff failed to monitor 
and identify hemodialysis (process of purifying 
the blood of a person whose kidneys are not 
working normally) complications for one of one 
sampled resident (Resident 2) after the resident 
returned from the dialysis center (a place that 
provides hemodialysis treatment and services), 
by failing to: 

1. Ensure licensed nurses assessed and 
monitored Resident 2's right upper arm 
arteriovenous fistula [AV fistula, a connection 
between an artery (blood vessel that carries 
oxygen and nutrients away from the heart) and 
vein (blood vessel that takes oxygen-poor blood 
back to the heart) made by the surgeon 
(physician qualified to practice surgery) used to 
remove and return blood during hemodialysis) for 
bleeding as indicated in the resident's care 
plans. 

2. Monitor Resident 2's right upper arm AV fistula 
for bruit [a rumbling sound that the one can hear 
via a stethoscope (a medical instrument for 
listening to the action of someone's heart or 
breathing) at the AV site]. and thrill (a rumbling 
sensation that one can feel by the fingertip at the 
AV site) as indicated in the facility's policy and 
procedure. 

3. Ensure the dialysis emergency kit (emergency 
kit with supplies to stop the bleeding at the AV 
site such as gauzes and tape) was available at 
Resident 2's bedside for staff to use during a 
bleeding emergency. 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:84UX11 

PRINTED: 06/03/2020 
FORM APPROVED 

OMB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A BUILDING _______ _ 

B. WING 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1460 N. FAIR OAKS AVENUE 

PASADENA, CA 91103 

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F698 

c 
05/28/2020 

(X5) 
COMPLETION 

DATE 

Facility ID: CA950000082 If continuation sheet Page 49 of 86 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES (X1) PROVIDERfSUPPLIERfCLIA 
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 

555096 
NAME OF PROVIDER OR SUPPLIER 

GOLDEN CROSS HEALTH CARE 

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 

F698 Continued From page 49 

4. Ensure the facility had a knowledgeable 
department head staff to oversee Resident 2's 
nursing care while the resident is in the 
COVID-19 unit [a unit for residents who were 
tested positive for COVID-19 (COVID-19, a 
disease caused by a new coronavirus that was 
identified in 2019. It spread from person to 
person throughout the world. COVID-19 
symptoms can range from mild or no symptom to 
severe illness including fever, cough, shortness 
of breath or death). 

These deficient practices placed Resident 2 at 
risk for life threatening emergencies due to 
bleeding from the AV fistula. 

On 5127120 at 12:27 a.m., an Immediate 
Jeopardy (IJ, a situation in which the facility's 
noncompliance with one or more requirements of 
participation has caused, or is likely to cause, 
serious injury, harm, impairment, or death to a 
resident) was identified in the presence of the 
facility's Interim Administrator 1 (IADM1) and 
D1rector of Nursing (DON) for the facility's failure 
to respond Resident 2's emergency situation that 
could have led to a significant bleeding event 
that likely would have resulted in harm or death. 

On 5/28/20 at 9:40 p.m., in the presence of the 
facility's Administrator (ADM ) and IADM 2, the 
survey team informed the facility that they did not 
provide an acceptable plan of actions for the six 
immediate jeopardies, the six immediate 
jeopardies were not abated, and the team 
conducted the exit conference. 

Findings: 
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A review of Resident 2's Admission Record 
indicated the facility admitted the resident on 
4/8/11 and readmitted him on 3/19/20 with 
diagnoses of difficulty in walking, Type 1 
diabetes Mellitus [a disease in which the body 
can not balance the blood glucose levels), End 
Stage Renal Disease (ESRD, final stage of 
kidney failure), and dependence on 
hemodialysis. 

A review of Resident 2's Physician Order, dated 
3/6/2020, indicated the resident was receiving 
hemodialysis at the dialysis center three times a 
week (Monday, Wednesday and Friday). 

A review of Resident 2's Minimum Data Set 
(MOS, a resident assessment and 
care-screening tool), dated 3/26/20, indicated the 
resident's cognition (ability to understand and 
process information) was intact for daily decision 
making. The MDS indicated Resident 2 required 
supervision for dressing, transfers, and walking. 

A review of Resident 2's untitled care plan dated 
7/5/13 with a revision date of 5/26/20, indicated 
the resident was at risk for hemodialysis 
complications due to ESRD. The interventions 
were for staff to check the AV shunt site on the 
resident's right arm for signs and symptoms of 
redness, swelling, pain, discoloration, and 
bleeding especially after dialysis. The care plan 
indicated Resident 2 was tested positive for 
COVID-19. 

During an interview on 5/26/20 at 4:32 p.m., RN 
2 stated the administrative staff would not go 
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upstairs to oversee the nursing care for residents 
in the COVID area to supervise nursing staff and 
ensure the residents' received nursing care. 

During a telephone interview on 5/27/20 at 3:29 
p.m., the facility's Medical Director 1 (MD 1) 
stated IADM 2 did not communicate any issues 
regarding Resident 2 to him. MD 1 stated the 
facility was in "Bad shape, no leadership." 

During an interview on 5/26/20 at 5:30 p.m., 
Registered Nurse 2 (RN 2) and RN 3 stated they 
are not familiar with the facility's policies and 
procedures because they providing temporary 
support to the facility during the COVID-19 crisis. 
RN 2 and RN 3 stated the department heads did 
not enter the red zone (COVID area) to 
supervise residents' care areas. 

During a concurrent observation and interview on 
5/26/20 at 6:06 p.m., Resident 2 was sitting in 
bed awake. Resident 2's T-shirt had dark red 
stains. Resident 2 stated the dark red stains on 
his T-shirt were "old blood stains." The resident 
stated a few days prior (could not remember the 
date), after he returned from the dialysis center, 
he bled from his AV fistula. Resident 2 stated he 
had to hold pressure with his bare hands for 
more than twenty minutes while staff were 
looking for supplies to stop the bleeding. 
Resident 2 stated staff had not assist him to 
change his clothes. Resident 2 stated he felt 
forgotten especially due to the Coronavirus crisis 
Resident 2 stated staff in general did not check 
on him and the licensed nurses did not check his 
AV fistula for bruit or thrill. Resident 2 stated he 
did not feel safe in the facility. 
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During a concurrent observation and interview on 
5/26/20, at 9:12 p.m., there was no dialysis 
emergency kit at Resident 2's bedside. The 
DON stated there was no dialysis emergency kit 
at Resident 2's bedside. The DON stated an 
emergency kit need to be accessible/available at 
the Resident 2's bedside for staff lo use to stop 
the bleeding in case the resident's AV fistula 
bleeds again. 

During a concurrent interview and record review 
on 5/26/20, at 9:15 p.m .. Resident 2's Medication 
Administration Record (MAR), dated 511/2020 to 
5/31/2020, indicated the sections for staff to 
monitor the resident's AV fistula for bleeding, 
bruit and thrill, dated 5/14 (night shift}, 5/15 
(morning and evening shift), 5/20, 5/21, 5/22 
(evening shift), and 23 (night shift) were left 
blank. The facility's Director of Nursing (DON) 
stated facility's licensed nurses did not monitor 
the resident's AV fistula for bleeding, bruit and 
thrill on those dates and shifts. The DON stated 
she could not find evidence that the licensed 
nurses assessed the resident before and after 
the resident received hemodialysis. The DON 
stated she could not find the "dialysis binder." 
She continued to state the facility was 
disorganized and had multiple new staff who did 
not receive orientation and training. 

During an interview on 5/28/20 at 7: 16 p.m., 
Certified Nursing Assistant 2 (CNA 2) stated he 
was assigned to Resident 2 and he did not know 
where to find the resident's dialysis emergency 
kit. 

. 
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A review of the facility's policy and procedure, 
titled "Hemodialysis Access Care," with a revised 
date of September 2010, indicated for staff to 
check the AV fistula for signs of infection, 
patency for bruit and thrill. The policy indicated if 
there was major bleeding from the AV site, staff 
need to apply pressure to the insertion site, 
contact emergency services and dialysis center. 
The policy indicated for staff to not leave the 
resident alone because it is a medical 
emergency. 

F 726 Competent Nursing Staff 
SS•E CFR(s): 483.35(a)(3)(4)(c) 

§483.35 Nursing Services 
The facility must have sufficient nursing staff with 
the appropriate competencies and skills sets to 
provide nursing and related services to assure 
resident safety and attain or maintain the highest 
practicable physical, mental, and psychosocial 
well-being of each resident, as determined by 
resident assessments and individual plans of 
care and considering the number, acuity and 
diagnoses of the facility's resident population in 
accordance with the facility assessment required 
at §483.70(e). 

§483.35(a)(3) The facility must ensure that 
licensed nurses have the specific competencies 
and skill sets necessary to care for residents' 
needs, as identified through resident 
assessments, and described in the plan of care. 

§483.35(a)(4) Providing care includes but is not 
limited to assessing, evaluating, planning and 
implementing resident care plans and responding 
to resident's needs. 
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§483.35(c) Proficiency of nurse aides. 
The facility must ensure that nurse aides are 
able to demonstrate competency in skills and 
techniques necessary to care for residents' 
needs, as identified through resident 
assessments, and described in the plan of care. 
This REQUIREMENT is not met as evidenced 
by: 
Based on interview and record review, the 

facility failed to ensure that licensed and 
non-licensed nurses had the specific 
competencies to handle residents affected by 
corona virus disease (COVID-19 [a disease that 
cause a respiratory illness]). 

This deficient practice had the potential for the 
facility staff to provide improper care of the 
residents and spread the virus infection to all 
residents (universe of 65 residents) and staff. 

Findings: 

During an interview with the Certified Nursing 
Assistant 8 (CNA 8) on 5127120, at 6:32 p.m., 
CNA 8 confirmed that she was from a registry. 
CNA further stated that she was not oriented to 
the facility or in-serviced on procedures for 
handling COVID-19 residents. 

During an interview with the Director of Nursing 
(DON) on 5127120, at 7:30 p.m., the DON was not 
sure if the registry licensed and non-licensed 
nurses have undergone competencies on 
COVID-19. The DON stated "It's up to the DSD 
(Director of Staff Development) to check the 
competencies of the registries". 
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During an interview with the Licensed Vocational 
Nurse (LVN 3) on 5/27/20, at 8:40 p.m., LVN 7 
confirmed that he was from registry and was not 
oriented or in-serviced for handling COVID-19 
residents. 

A review of facility's record sheets for 
competency for COVID-19 indicated that CNA 8 
and LVN 7's names were not found in the facility 
record for COVID-19 competencies. 

F 755 Pharmacy Srvcs/Procedures/Pharmacist/Records 
SS=D CFR(s): 483.45(a)(b)(1)-(3) 

§483.45 Pharmacy Services 
The facility must provide routine and emergency 
drugs and biologicals to its residents, or obtain 
them under an agreement described in 
§483. 70(g). The facility may permit unlicensed 
personnel to administer drugs if State law 
permits, but only under the general supervision 
of a licensed nurse. 

§483.45(a) Procedures. A facility must provide 
pharmaceutical services (including procedures 
that assure the accurate acquiring, receiving, 
dispensing, and administering of all drugs and 
biologicals) to meet the needs of each resident. 

§483.45(b) Service Consultation. The facility 
must employ or obtain the services of a licensed 
pharmacist who-

§483.45(b)(1) Provides consultation on all 
aspects of the provision of pharmacy services in 
the facility. 
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§483.45(b)(2) Establishes a system of records of 
receipt and disposition of all controlled drugs in 
sufficient detail to enable an accurate 
reconciliation; and 

§483.45(b)(3) Determines that drug records are 
in order and that an account of all controlled 
drugs is maintained and periodically reconciled. 
This REQUIREMENT is not met as evidenced 
by: 
Based on interview and record review, the 

facility failed to: 

1. Check the blood pressure, heart rate, and 
respiratory rate before administering Morphine (a 
controlled substance that can treat moderate to 
severe pain) medication for one of five 
investigated residents during narcotic medication 
check (Resident 16). This failed practice had the 
potential of Resident 16 to experience adverse 
reactions, and 

2. Reconcile controlled pain medications for one 
of five investigated residents during medication 
administration (Resident 16). 

The deficient practice had the potential for 
residents' pain level to not be alleviate or 
manage as ordred by the physician and cause 
unnecessary pain and psychosocial, mental, and 
physical discomfort. 

Findings: 

1. A review of Resident 16's Morphine Bubble 
Pack (a small package containing designated 
sealed compartments for medications to be taken 
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at particular day) was conducted on 5/27/20 at 
6:48 p.m. The instructions on the Morphine 
bubble pack indicated to take medication one 
tablet by mouth every twelve hours for pain 
management, and to hold if Resident 16 was 
lethargic, if respiratory rate was less than fifteen 
per minute, if heart rate was less than fifty, or if 
systolic blood pressure (the top number on the 
blood pressure that refers to the amount of 
pressure in the arteries during the contraction of 
heart muscle) was less than one hundred. 

During a review of Resident 16's Face Sheet 
(Admission Record) indicated Resident 16 was 
admitted to the facility on 12/31/19 with 
diagnoses which included Essential 
Hypertension (abnormal blood pressure). 

During an interview with the Licensed Vocational 
Nurse 1 (LVN 1), on 5/27/20, at 6:54 p.m., LVN 1 
confirmed that they were not checking Resident 
16's respiratory rate, heart rate, and blood 
pressure before administering the Morphine 
medication. LVN 1 stated, "We do not check the 
parameters, because it's not written in the 
medication sheet." 

During a review of the clinical record for 
Resident 16's Medication Administration Record. 
for 5/2020, indicated there were no instructions 
to check the blood pressure, heart rate, and 
respiratory rate before administering the 
Morphine medication. 

A review of the facility's policy and procedure 
titled, "Miscellaneous Special Situations", 
undated, indicated, "Black Box Warning 
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Medications: ... E. The nursing staff is expected 
to be knowledgeable concerning the use, usual 
side effects, and proper administration of 
medication ... G. Nursing Staff shall include the 
appropriate monitoring parameters on the 
resident specific care plan as appropriate ... " 

2a. During a review of Resident 16's Narcotic 
and Hypnotic Record for medication, "Morphine 
Sulfate ER," (a controlled substance that can 
treat moderate to severe pain) 30 milligrams (a 
unit of weight equal to thousandth of gram), on 
May 26, 2020, at 6:39 p.m., indicated that there 
were fifty-five pills available for Resident 16 as 
dated and signed by licensed nurses. 

During a review of Resident 16's Morphine 
Sulfate, two bubble packs, on 5/26/20 at 6:44 
p.m., indicated and counted on the first bubble 
pack that there were thirty pills available. On the 
second bubble pack, there were twenty-six pills 
available, for a total of fifty-six pills available for 
use by Resident 16. There was one extra pill in 
the bubble pack. The Morphine medication was 
signed off by the nurse as given on the Narcotic 
and Hypnotic Record, but there was an extra pill 
in the bubble pack that had not been given. 

b. Review of Resident 16's Narcotic and 
Hypnotic Record on 5/26/20, at 6:52 p.m., it was 
noted for medication "Hydrocodone-APAP (a 
controlled medication to treat moderate to severe 
pain) 5-325 milligrams (unit of measurment), 
indicated that there were seventeen pills 
available for Resident 16, as dated and signed 
by licensed nurses. 
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During a review of Resident 16's 
Hydrocodone-APAP 5-325 milligrams bubble 
pack, on 5/26/20, at 6:56 p.m., sixteen pills were 
observed in the bubble pack available for use by 
Resident 16. There was one missing pill of 
Hydrocodone-APAP in the bubble pack that had 
been given to Resident 16, but not signed off by 
the nurse on the Narcotic and Hypnotic Record. 

During an interview with the Licensed Vocational 
Nurse 1 (LVN 1), on 5/27/20 at 7:08 p.m., LVN 1 
stated that she did not do narcotic count when 
she came in for her shift because she was late. 

During an interview with the Director of Nursing 
(DON), on 5/27/20 at 7:23 p.m., DON stated, 
"The nurses should count the narcotic every 
shift, it's their responsibility to count it on the 
start and end of their shift." 

F 761 Label/Store Drugs and Biologicals 
SS=E CFR(s): 483.45(g)(h)(1)(2) 

§483.45(g) Labeling of Drugs and Biologicals 
Drugs and biologicals used in the facility must be 
labeled in accordance with currently accepted 
professional principles, and include the 
appropriate accessory and cautionary 
instructions, and the expiration date when 
applicable. 

§483.45(h) Storage of Drugs and Biologicals 

§483.45(h)(1) In accordance with State and 
Federal laws, the facility must store all drugs and 
biologicals in locked compartments under proper 
temperature controls, and permit only authorized 
personnel to have access to the keys. 
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§483.45(h)(2) The facility must provide 
separately locked, permanently affixed 
compartments for storage of controlled drugs 
listed in Schedule II of the Comprehensive Drug 
Abuse Prevention and Control Act of 1976 and 
other drugs subject to abuse, except when the 
facility uses single unit package drug distribution 
systems in which the quantity stored is minimal 
and a missing dose can be readily detected. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation and interview, the facility 

failed to secure medications, including narcotics 
(a drug affecting mood or behavior that may be 
sold or used illegally), by leaving medication 
carts unlocked in the hallway and by leaving the 
medication keys laying on top of the medication 
carts for two of three zones (Green and Red 
zone). 

This failure had the potential for residents, 
visitors, and unlicensed staffs to have access to 
the medications in the cart, and a potential for 
harm as a result of ingestion of unprescribed 
medications for residents, visitors, and 
unlicensed staffs. 

Findings: 

1. During an observation while doing rounds in 
the Green Zone area, on 5/26/20, at 7:24 p.m., 
Licensed Vocational Nurse 2 (LVN 2) went inside 
resident's room and left the medication cart 
unlocked and placed the keys on top of the 
medication cart. Residents and staffs were 
observed passing by the unlocked medication 
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cart. 

During an interview with the LVN 2, on 5/26/20, 
at 7:31 p.m., LVN 2 stated, "I'm sorry I forgot to 
lock it but I'm supposed to lock it." 

2. During an observation while doing rounds in 
the Red Zone area, on 5/27/20, at 6:12 p.m., it 
was found that one medication cart had been left 
unlocked and unsupervised by the licensed 
nurse. No licensed nurse was there and watching 
over the medication cart. Residents and staffs 
were observed passing by the unlocked 
medication cart. 

3. Upon further observation in the Red Zone 
area, on 5/28/20, at 7:04 p.m., it was found that 
the medication keys, which included the keys for 
the narcotic medications were left unattended on 
top of one of the medication carts in the hallway. 
Several residents and staff were observed 
passing by the medication cart with the 
medication keys laying on top. 

F 812 Food Procurement,Store/Prepare/Serve-Sanitary 
SS=L CFR(s): 483.60(i)(1)(2) 

§483.60(i) Food safety requirements. 
The facility must -

§483.60(i)(1)- Procure food from sources 
approved or considered satisfactory by federal, 
state or local authorities. 
(i) This may include food Items obtained directly 
from local producers, subject to applicable State 
and local laws or regulations. 
(ii) This provision does not prohibit or prevent 
facilities from using produce grown in facility 
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gardens, subject to compliance with applicable 
safe growing and food-handling practices. 
(iii) This provision does not preclude residents 
from consuming foods not procured by the 
facility. 

§483.60(i)(2) - Store, prepare, distribute and 
serve f~od in accordance with professional 
standards for food service safety. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, interviews, and record 

reviews, the facility failed to develop and 
implement a system to identify, report, monitor, 
and control unsafe food sanitation practices in 
the facility kitchen that provides food services for 
65 of 65 residents in the facility. The facility 
failures included the following: 

1. The dirty food cart from the COVID- 19 (an 
illness caused by a virus that can spread from 
person to person) positive resident care area 
was rolled back into the kitchen and placed next 
to food preparation area. Dietary Staff 2 (DS 2) 
started wiping the dirty food cart next to the food 
preparation area during dinner tray line service. 

2. The evening nourishment snacks in tray cart 
that included cartons of milk, juice, Jell-0, peanut 
butter and jelly sandwiches, high protein shakes 
(nutritional supplement) were not labeled with 
time, date and resident name. The foods in the 
nourishment snacks in tray cart required Time 
and Temperature control for safety (a food that 
requires time/temperature control for safety 
(TCS) to limit pathogenic microorganism growth 
or toxin formation). 
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3. The two dietary staffs (Cook 1 and Dietary 
Staff 2), who were the only two staff in the 
kitchen did not practice personal hygiene and 
follow sanitary food preparation. The two staff 
were not wearing facial hair restrain (beard 
covers) and hair net in the kitchen. Dietary Staff 
2 (DS 2) did not change gloves and wash hands 
when moving from dirty task to clean task. The 
facility had only one staff to accomplish task of 
tray delivery and assist in tray line. Staff 
personal belongings including empty bottle of 
alcoholic beverage was stored in the facility walk 
in refrigerator. This had the potential to cross 
contaminate resident food in the refrigerator and 
cause food borne illness. 

4. The facility did not senve the dinner meals of 
the 1 O residents in the timely manner 

5. The facility kitchen staff did not check the food 
temperature prior to senving the food, did not 
wear gloves while senving facility residents' food, 
and were senving the food cold to the residents. 

These deficient practices had the potential to 
cross-contaminate food senved to the 65 
residents in the facility. The dirty trays carts that 
were brought in came from the COVID-19 
positive care areas and sanitizing the tray carts 
next the other food preparation area placed the 
remaining residents being senved at risk for 
exposure and/or developing infection from 
COVID-19. The residents receiving the 
unlabeled nourishment snacks were at risk for 
getting the wrong snacks, and at risk for food 
borne illness when serving foods that required 
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TCS, which could cause health complications 
leading to hospitalization or death. The two 
dietary staffs not wearing beard cover and 
hairnet in the kitchen, and the unsanitary food 
preparation practices placed the 65 residents at 
risk for cross-contamination and at risk for food 
borne illness that can be acquired from the 
dietary staffs serving the foods. 

On 5/27/20 at 12:27 a.m., the Immediate 
Jeopardy (IJ, a situation in which the facility's 
noncompliance with one or more requirements of 
participation has caused, or is likely to cause, 
serious injury, harm, impairment, or death to a 
resident) was called in the presence of the 
facility administrator, Interim Administrator and 
DON. The facility administrator and DON 
present were informed of the unsanitary dietary 
staff practices to clean the dirty cart, the lack of 
labeling and monitoring nourishment that 
required TCS to make sure the nourishment 
snacks were safe for consumption and were 
served to right residents. The facility was also 
informed of the two dietary staffs' unsanitary food 
preparation practices in the kitchen. 

On 5/28/20 at 9:40 p.m., in the presence of the 
facility Administrator and Interim Administrator 2 
(IADM 2), the survey team informed the facility 
that an acceptable plan of action was not 
provided or reviewed, the immediate jeopardy 
was not removed, and the team proceeded with 
the exit conference. 

Findings: 

1. During a kitchen tour observation, on 5/26/20 
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at 5: 19 p.m., DS 2 brought in dirty food carts and 
placed them in the kitchen next to the steam 
table where dinner was being served. DS 2 
proceeded to wipe the carts in the middle of the 
kitchen. DS 2 was using disposable cloth that 
was stored in the sanitizer bucket. DS 2 was 
wearing gloves, did not have a hairnet, and was 
carrying her personal backpack. 

During a concurrent interview, on 5/26/20 at 5:19 
p.m., DS 2 stated she was covering the shift 
today, because a staff did not come to work. DS 
2 stated she delivered the food and brought the 
cart back to the kitchen to clean and reload with 
trays. She stated the tray cart was brought in 
from the COVID-19 positive care area. She 
stated she was the only staff in the kitchen along 
with the cook. She staled she had to help with 
tray line and deliver the trays, return the trays, 
wipe them, and take more trays to residents. DS 
2 staled that the nursing staff in the COVID-19 
positive care areas wipe the food carts in the unit 
before returning. She stated she did not see the 
nursing staff wipe the carts. DS 2 stated she 
should clean the carts outside of the kitchen 
because the carts are dirty and should not clean 
the tray cart next to the tray line. She stated she 
does not know how to adequately clean the carts 
from the COVID-19 positive care areas. 

A review of the facility's policy and procedure for 
Food Preparation and Service, revised date 
4/2019, indicated, "Areas for cleaning dishes and 
utensils are located in a separate area from the 
food service line to assure that a sanitary 
environment is maintained." 
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A review of the 2017 U.S. Food and Drug 
Administration Food Code, indicated "to help 
prevent the transfer of viruses, bacteria, or 
parasites from hands to food The Centers for 
Disease Control and Prevention (CDC) 
Surveillance Report for 19931997, "Surveillance 
for Foodborne-Disease Outbreaks - United 
States,'' identifies the most significant 
contributing factors to foodborne illness. Five of 
these broad categories of contributing factors 
directly relate to food safety concerns within 
retail and food service establishments and are 
collectively termed by the FDA as, "Foodborne 
illness risk factors." These five broad categories 
are: Food from Unsafe Sources, Inadequate 
Cooking, Improper Holding Temperatures, 
Contaminated Equipment, and Poor Personal 
Hygiene." 

A review of the 2017 U.S. Food and Drug 
Administration Food Code (3-305.14 Food 
Preparation) indicated, "Food preparation 
activities may expose food to an environment 
that may lead to the food's contamination. Just 
as food must be protected during storage, it must 
also be protected during preparation. Sources of 
environmental contamination may include splash 
from cleaning operations, drips form overhead air 
conditioning vents, or air from an uncontrolled 
atmosphere such as may be encountered when 
preparing food in a building that is not 
constructed according to Food Code 
requirements." 

2. During an observation of the tray cart located 
in the kitchen on 5126120 at 5:30 p.m., a tray cart 
had individual cartons of milk, juice, and Jell-0. A 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:84UX11 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 

8. \!\"ING 

STREET ADDRESS, CITY, STATE, ZIP GODE 

1450 N. FAIR OAKS AVENUE 

PASADENA, CA 91103 

PRINTED: 0610312020 
FORM APPROVED 

OMB NO 0938 0391 -
(X3) DATE SURVEY 

COMPLETED 

c 
0512812020 

ID PROVIDER'S PLAN OF CORRECTION (X5) 
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION 

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE 

DEFICIENCY) 

F 812 

Facility ID: CA950000082 If continuation sheet Page 67 of 86 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA 
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 

555096 

NAME OF PROV1DER OR SUPPLIER 

GOLDEN CROSS HEALTH CARE 

()(4) ID SUMMARY STATEMENT OF DEFICIENCIES 

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 812 Continued From page 67 

large bowl of nourishment snacks was stored at 
the bottom of the tray cart. The snacks on the 
tray cart included peanut butter and jelly 
sandwiches, high protein shakes (nutritional 
supplement). The nourishment snacks were not 
labeled with time, date, and resident name. The 
milk and high protein shakes required TCS. 

During a concurrent interview on 5/26/20 at 5:30 
p.m .. DS 2 stated she prepared the nourishment 
snacks earlier because she was the only one 
working in the kitchen. DS 2 stated she does not 
remember when she placed the milk on the tray. 
DS 2 further stated it was probably around 3:30 
p.m, when she prepared the snacks on the tray 
cart. DS 2 stated the snacks were served three 
times a day. DS 2 stated that every resident 
receives snack in the evening. She stated she 
had prepared the sandwiches and snacks, but 
she does not remember the time. She stated she 
does not know if there was specific snack for 
each resident. She stated the milk should be 
cold. DS2 stated she did not check the 
temperature of the milk and does not know what 
temperature the milk should be. DS2 further 
stated she had to prepare the snacks early, 
because she was alone in the kitchen. She also 
stated she will deliver the snacks with the dinner, 
because she has to leave. She stated the bowl 
of nourishment snacks will be left at the nurse's 
station. 

During an observation, on 5/26/20 at 5:45 p.m., 
the tray cart containing the nourishment snacks 
was observed outside of the kitchen. The large 
bowl of nourishment snacks was on a tray with 
no ice. The nourishment bowl containing the 
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high protein shakes. The high protein shakes 
manufacture's label indicated the shake must be 
kept refrigerated. DS 2 stated she was taking the 
nourishments to nurse's station. DS2 stated she 
did not check the temperature of the high protein 
shakes, she also said she did not know what 
temperature the high protein shakes should be. 

A review of facility policy and procedure for Food 
and Nutrition Services, revised date 10/2017, 
indicated, "Foods that are left without a source of 
heat (for hot foods) or refrigeration (for cold 
foods) longer than 2 hours will be discarded." 

A review of facility policy and procedure for Food 
Preparation and Service, revised date 4/2019, 
indicated, "The longer foods remain in the 
"danger zone" the greater the risk for growth of 
harmful pathogens. Therefore, PHF (Potential 
hazardous food) must be maintained below 
41degrees Fahrenheit or above 135degrees 
Fahrenheit. In addition snacks are not left on 
trays or countertops beyond the established safe 
time and temperature requirements." 

A review of facility policy and procedure for Food 
Receiving and storage, revised date 7/2014, 
indicated, "All foods stored in the refrigerator or 
freezer will be covered, labeled and dated "use 
by date". Food items and snacks kept on the 
nursing units must be maintained as indicated: a. 
All food items to be kept below 41 degrees F 
must be placed in the refrigerator located at the 
nurses station and labeled with a "use by" date." 

3. During an observation in the kitchen, on 
5/26/20, at 5:19 p.m., Cook 1 was wearing a 
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surgical mask. Cook 1 observed with a long full 
beard and was not wearing a beard cover. Facial 
hair was hanging below the surgical mask and 
out from the sides. Cook 1 was observed in the 
food preparation area and tray line dinner 
service. Cook 1 was serving dinner. 

During the observation in the kitchen, on 5/26/20 
at 5:19 p.m., DS 2 entered the kitchen with a 
dirty food cart. DS 2 was wearing gloves, cloth 
mask, and proceeded to wipe the dirty food cart 
next to the food preparation and tray line area 
where dinner was served. DS 2 then moved to 
tray line dinner service to assist the Cook 1. DS 
2 did not remove gloves or wash her hands, DS 
2 was not wearing a hair net and was carrying 
her personal back pack. 

During an interview, on 5/26/20 at 5:30 p.m., DS 
2 stated she carries her bag with her, because 
she doesn't want to place her belongings in the 
facility due to fear of the COVID-19 (an illness 
caused by a virus that can spread from person to 
person.) DS 2 stated she was the only staff in the 
kitchen helping the cook. She has to do the tray 
line, deliver food carts, and clean the food carts. 
She was rushing and forgot to wash hands and 
wear a hair net. 

During an observation in the facility walk in 
refrigerator, on 5/26/20 at 6:00 p.m., there was a 
large blue lunch bag stored on the floor. The 
lunch bag was open and the contents could be 
seen. There was an empty bottle of beer and 
labeled, "Heineken beer," red bull (a caffeinated 
beverage) and water bottles. Bottles of water, 
sodas, and other caffeinated beverages such as 
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Red Bull were also stored on the shelves in the 
facility walk in refrigerator. 

During an interview, on 5/26/20 at 6:10 p.m., 
Cook 1 verified the blue bag was his lunch bag. 
Cook 1 stated the situation in the facility has 
been very bad, number of cases of COVID-19 
has been increasing, staffs and nurses were not 
coming to work, kitchen staff call off out fear of 
the virus. Cook 1 stated there is no one to work. 
Cook 1 stated the Dietary Supervisor was not in 
the facility. Cook 1 stated he brings drinks to 
work because of the situation in the facility and 
shortage of staff. When asked about the empty 
bottle of alcohol in his lunch bag, Cook 1 did not 
respond. 

During a kitchen observation, on 5/27/20 at 5:00 
p.m., Cook 1 was observed having a long beard 
that touched his chest area. Cook1 was wearing 
a surgical face mask, not wearing a beard cover, 
and his long beard was exposed.' 

A review of facility policy and procedure for 
Employee Personal Items, Policy No.2.35 dated 
2018, indicated, "Personal items brought in by 
staff from outside will not be kept in the kitchen. 
Employees brining in personal items from outside 
(such as jackets, cell phones, keys, purses, etc.) 
will not be kept in the kitchen area. These items 
will be kept in locker room.) 

A review of facility policy and procedure for Food 
Preparation and Service, revised date 4/2019, 
indicated, 11Food and nutrition services staff, 
including nursing services personnel, wash their 
hands before serving food to residents. 
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Employees also wash their hands after collecting 
soiled plates and food waste prior to handling 
food trays. Bare hand contact with food is 
prohibited. Gloves are worn when handling food 
directly and changed between tasks. Disposable 
gloves are single use items and are discarded 
after each use. Food and nutrition services staff 
wear hair restrains (hairnet, hat, beard restraint, 
etc.) so that hair does not contact food." 

A review of facility policy and procedure for 
Preventing Foodborne Illness-Employee Hygiene 
and Sanitary Practice, revised date 10/2017, 
indicated, "Employees must wash their hands: 
whenever entering or re-entering the kitchen, 
before coming in contact with any food surfaces, 
after handling soiled equipment or utensils, after 
engaging in other activities that contaminate the 
hands." In addition the policy and procedure 
indicated, "Gloves are considered single us.e 
items and must be discarded after completing the 
task for which they are used. The use of 
disposable gloves do not substitute for proper 
handwashing. Hair nets or caps and beard 
restrains must be worn to keep hair from 
contacting exposed food, clean equipment, 
utensils and linens. Personnel may not smoke or 
use other tobacco products, eat or drink in the 
food preparation area." 

4. During a kitchen observation tour, on 5/27120 
at 5 p.m., an open food cart with styrofoam meal 
containers for 10 residents were left unattended 
outside the kitchen door from 5:00 p.m. to 5:40 
p.m. The food cart was left next to the exit door 
by the trash dumpster. The dumpster lid and exit 
door were both open. The open food cart was 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:84UX11 

PRINTED: 06/03/2020 
FORM APPROVED 

OMB NO 0938-0391 
{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A BUILDING _______ _ 

8. \NING 

10 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1450 N. FAIR OAKS AVENUE 

PASADENA, CA 91103 

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 812 

c 
0512812020 

(X5) 
COMPLETION 

DATE 

Facility ID: CA950000082 If continuation sheet Page 72 of 86 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES (X1) PROVIOERfSUPPLIER/CLIA 
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 

555096 

NAME OF PROVIDER OR SUPPLIER 

GOLDEN CROSS HEALTH CARE 

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 812 Continued From page 72 

facing the restroom door that had been left open. 

On 5/27/20 at 5:40 p.m., the DON observed 
entering the kitchen and asked the cook why the 
food cart was left there and why the restroom 
door was left open. 

During an interview, on 5/27/20 at 5:40 p.m., 
Kitchen Staff 2 (KS 2) stated dinner for residents 
are served at 5:00 p.m. KS 2 stated the certified 
nursing assistants were paged to get the food 
tray outside the kitchen door once the food cart 
was ready. 

During an interview with Certified Nurse 
Assistant 8 (CNA 8), on 5/27/20, at 6:32 p.m., 
CNA 8 stated, "Once the food is ready, we have 
to wait until the kitchen staff loads the food cart 
in the elevator and then we get the food cart from 
the elevator and distribute the meals to residents 
and this takes time." 

4. During an observation and concurrent 
interview, on 5/28/20 at 5:09 p.m., the facility had 
a metal food cart with wheels that contained nine 
residents' trays outside the kitchen. COOK 2 (CK 
2) stated he placed the food cart ten to fifteen 
minutes prior and stated the nurses were 
supposed to pick up the cart and the nurses took 
a long time to pick it up to take it to the second 
floor (resident care area). CK 2 stated he did not 
check the food temperature for dinner. CK 2 
stated he used the facility's census dated 
5/23/20 to prepare the meals and that it was not 
matching the current census and the room 
numbers did not match the meal cards. 
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During an interview, on 5/28/20 at 5:09 p.m., CK 
2 used a thermometer without gloves and 
checked the food temperature. CK 2 stated the 
puree (foods were soft, moist, and smooth) 
ground beefs temperature was at 85 Fahrenheit 
(F, temperature scale), puree vegetables were at 
100 F, and the hamburger meat's temperature 
was 85 F.CK2 stated he would deliver the food 
even though the temperatures were low. CK 2 
stated the meat's temperature should be at 165 F 
and the vegetables should be at 160. 

During the concurrent interview, the facility's 
Administrator stated CK 2 would reheat the food 
before serving it to the residents. 

During an observation on 5/28/20 at 5:12 p.m., 
the facility's volunteer (VO) entered the kitchen 
without a hairnet. 

During an interview on 5/28/20 at 6 p.m., 
Licensed Vocational Nurse 4 (LVN 4) stated she 
did not check the trays with the diet orders prior 
to the staff serving the trays to the residents. 

During the concurrent observation one tray was 
in the meal cart and the meal card indicated the 
room number. LVN 4 stated there were no 
residents in that room as indicated in the meal 
card and LVN 4 stated the resident 17 was in a 
different room but did not know which room. 

During an interview on 5/28/20 at 7:18 p.m., 
Resident 2 stated he would receive his food cold 
90% of the time. 

A review of the facility's Tray Line Holding 
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Temperature Log dated 5/28/20 Dinner time was 
blank. 

A review of Resident 2's Admission Record 
indicated the facility admitted the resident on 
4/8/11 and readmitted him on 3/19/20 with 
diagnoses of difficulty in walking, Type 1 
diabetes Mellitus (a disease in which the body 
does not make enough insulin [helps balance the 
blood glucose levels]) to control blood sugar 
levels, End Stage Renal Disease (ESRD, the 
gradual loss of kidney function), and 
dependence on renal dialysis. 

A review of Resident 2's Minimum Data Set 
(MOS, a resident assessment and 
care-screening tool), dated 3/26/20 indicated the 
resident was cognitively intact for daily decision 
making and required supervision for dressing, 
transfers, and walking. 

A review of facility policy and procedure for 
Preventing Foodborne Illness-Food handling, 
revised date 7/2014, indicated, "Food that has 
been served to residents without temperature 
controls (example trays, snacks, etc.) will be 
discarded if not eaten within two hours." 

A review of the 2017 U.S. Food and Drug 
administration Food Code (3-501.16 
Time/Temperature Control for Safety Food, Hot 
and Cold Holding), indicated bacterial growth 
and/or toxin production can occur if 
time/temperature control for safety food remains 
in the temperature, "Danger Zone" of 5oCelcius 
(C, unit of measurement) to 57oC 
(41oFahrenheit [F, unit of measurement] to 
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135oF) too long. Up to a point, the rate of growth 
increases with an increase temperature within 
this zone. Beyond the upper limit of the optimal 
temperature range for a particular organism, the 
rate of growth decreases. Operations requiring 
heating or cooling of food should be performed 
as rapidly as possible to avoid the possibility of 
bacterial growth. 

A review of the 2017 U.S. Food and Drug 
Administration Food Code indicated, "The FDA 
has identified poor personal Hygiene including 
hand washing as foodborne illness risk factor. 
Handwashing is a critical factor in reducing 
pathogens that can be transmitted from hands to 
food or to food contact surfaces." It further 
indicated "Food service workers should be 
careful not to contaminate clean and sanitized 
food contact-surfaces with unclean hands." 

A review of the 2017 U.S. Food and Drug 
Administration Food Code, indicated, "Proper 
hygienic practices must be followed by food 
employees to ensure the safety of the food, 
prevent the introduction of foreign objects into 
the food, and minimize the possibility of 
transmitting disease through food. Smoking or 
eating by employees in food preparation areas is 
prohibited. Food is defined as raw, cooked, or 
processed edible substance, ice, beverage or 
chewing gum. The Food Code indicated, 
"Pathogens can be transferred to food from 
utensils that have been stored on surfaces which 
have not been cleaned and sanitized. Food that 
comes into contact directly or indirectly with 
surfaces that are not clean and sanitized is liable 
to such contaminations. The handles of utensils 
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were particularly susceptible to contamination. 
The food Code defines gloves as a, "Utensil," 
and therefore gloves must meet the applicable 
requirements related to utensils." 

A review of the 2017 U.S. Food and Drug 
Administration Food Code "Hands and Arms 
2-301.11 Clean Condition", indicated "The hands 
are particularly Important in transmitting 
foodborne pathogens. Food employees with dirty 
hands and/or fingernails may contaminate the 
food being prepared. Therefore, any activity 
which may contaminate the hands must be 
followed by thorough handwashing in 
accordance with the procedures outlined in the 
Code. Even seemingly healthy employees may 
serve as reservoirs for pathogenic 
microorganisms that are transmissible through 
food. Staphylococci, for example, can be found 
on the skin and in the mouth, throat, and nose of 
many employees. The hands of employees can 
be contaminated by touching their nose or other 
body parts." 

F 842 Resident Records - Identifiable Information 
SS=E CFR(s): 483.20(1)(5), 483.70(i)(1)-(5) 

§483.20(1)(5) Resident-identifiable information. 
(i) A facility may not release information that is 
resident-identifiable to the public. 
(ii) The facility may release information that is 
resident-identifiable to an agent only in 
accordance with a contract under which the 
agent agrees not to use or disclose the 
information except to the extent the facility itself 
is permitted to do so. 

§483.70(i) Medical records. 
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§483. 70(i)(1) In accordance with accepted 
professional standards and practices, the facility 
must maintain medical records on each resident 
that are-
(i) Complete; 
(ii) Accurately documented; 
(iii) Readily accessible; and 
(iv) Systematically organized 

§483.70(i)(2) The facility must keep confidential 
all information contained in the resident's 
records, 
regardless of the form or storage method of the 
records, except when release is-
(i) To the Individual, or their resident 
representative where permitted by applicable 
law; 
(ii) Required by Law; 
(iii) For treatment, payment, or health care 
operations, as permitted by and in compliance 
with 45 CFR 164.506; 
(iv) For public health activities, reporting of 
abuse, neglect, or domestic violence, health 
oversight activities, judicial and administrative 
proceedings, law enforcement purposes, organ 
donation purposes, research purposes, or to 
coroners, medical examiners, funeral directors, 
and to avert a serious threat to health or safety 
as permitted by and in compliance with 45 CFR 
164.512. 

§483. 70(i)(3) The facility must safeguard medical 
record information against loss, destruction, or 
unauthorized use. 

§483.70(i)(4) Medical records must be retained 
for-
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(i) The period of time required by State law; or 
(ii) Five years from the date of discharge when 
there is no requirement in State law; or 
(iii) For a minor. 3 years after a resident reaches 
legal age under State law. 

§483. 70(i)(5) The medical record must contain
(i) Sufficient information to identify the resident; 
(ii) A record of the resident's assessments; 
(iii) The comprehensive plan of care and services 
provided; 
(iv) The results of any preadmission screening 
and resident review evaluations and 
determinations conducted by the State; 
(v) Physician's, nurse's, and other licensed 
professional1s progress notes; and 
(vi) Laboratory, radiology and other diagnostic 
services reports as required under §483.50. 
This REQUIREMENT is not met as evidenced 
by: 
Based on interview and record review the facility 

failed to ensure Resident 1's medical records 
were complete, organize, and readily accessible 
upon request in accordance with facility's policy 
and procedure. The facility was unable to 
provide Resident 1's medical records that 
included assessments and Treatment 
Administration Records (TAR) of the pressure 
ulcers (injuries to skin and underlying tissue 
resulting from prolonged pressure on the skin) on 
the sacrococcyx (buttocks) area, left and right 
hip, and right, and left toes black discoloration as 
ordered by Resident 1 's physician. 
This deficient practice had resulted not 
justification for Resident 1's treatment care was 
being provided to promoted healing for resident's 
wounds and care was provided as ordered by 
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Resident 1 's physician order. 

Findings: 

A review of Resident 1 's Admission Record 
indicated the facility admitted Resident 1, on 
5/23/10, and was readmitted, on 5120120, with 
current diagnosis for functional quadriplegia 
(defined as the complete inability to move due to 
severe disability or frailty caused by another 
medical condition without physical injury or 
damage to the brain or spinal cord), dementia 
(brain diseases that cause a long-term and often 
gradual decrease in the ability to think and 
remember that affect a person's daily 
functioning), and dysphagia (is a condition of 
difficulty swallowing due to abnormal nerve or 

muscle control). 

A review of Resident 1 's Minimum Data Set 
(MOS - standardized assessment and care 
planning tool) dated 5/31/19 indicated Resident 1 
was severely impaired in cognitive skills and was 
dependent on staff with activities of daily living 
including; bed mobility, transfer, toilet use, 
dressing, and personal hygiene. The MDS 
indicated the resident was at risk for developing 
pressure ulcers. 

A review of Resident 1 's Braden Scale for 
Predicting Pressure Sore Risk form (a tool to 
help health professionals assess a patient's risk 
of developing a pressure ulcer, dated 3/2/20, 
indicated Resident 1 assessment score was 14 
(Score levels for developing pressure ulcer: 15 to 
18 =at risk, 13 to 14 =moderate risk, high risk = 
10-12, and very high risk 9 or below). 
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On 5126/20 at 5:50 PM, during an interview, 
Registered Nurse 3 (RN 3) stated there were no 
documentation of the assessment of Resident 1 's 
current skin condition (pressure ulcers). RN 3 
stated the medical record, and the TAR was 
missing. RN 3 stated Resident 1's medical 
records could not be located. 

On 5126120 at 9:46 PM, during an interview, the 
DON stated Resident 1 's medical record could 
not be located. The DON stated she did not know 
about Resident 1's wound, pressure ulcers, and 
black discoloration of the toes. DON stated she 
could not locate Resident 1's TAR 

On 5126120 at 10 PM, during interview and 
concurrent record review with DSD stated, the 
DSD could not locate Resident 1's medical 
record anywhere in the facility. 

A review of the facility's policy and procedure 
titled, "Location and Storage of Medical 
Records," revised date 12/2006, indicated the 
facility shall protect and safeguard all medical 
records. 

A review of the facility's policy and procedure 
titled, "Retention of Medical Records," dated 
1212006, indicated, the medical records shall be 
retained by the facility in accordance with current 
applicable laws. 

F 880 Infection Prevention & Control 
SS=F CFR(s): 483.80(a)(1)(2)(4)(e)(f) 

§483.80 Infection Control 
The facility must establish and maintain an 
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infection prevention and control program 
designed to provide a safe, sanitary and 
comfortable environment and to help prevent the 
development and transmission of communicable 
diseases and infections. 

§483.80(a) Infection prevention and control 
program. 
The facility must establish an infection prevention 
and control program (IPCP) that must include, at 
a minimum, the following elements: 

§483.80(a)(1) A system for preventing, 
identifying, reporting, investigating, and 
controlling infections and communicable 
diseases for all residents, staff, volunteers, 
visitors, and other individuals providing services 
under a contractual arrangement based upon the 
facility assessment conducted according to 
§483.?0(e) and following accepted national 
standards; 

§483.80(a)(2) Written standards, policies, and 
procedures for the program, which must include, 
but are not limited to: 
(i) A system of surveillance designed to identify 
possible communicable diseases or 
infections before they can spread to other 
persons in the facility; 
(ii) When and to whom possible incidents of 
communicable disease or infections should be 
reported; 
(iii) Standard and transmission-based 
precautions to be followed to prevent spread of 
infections; 
(iv)When and how isolation should be used for a 
resident; including but not limited to: 
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(A) The type and duration of the isolation, 
depending upon the infectious agent or organism 
involved, and 
(B) A requirement that the isolation should be the 
least restrictive possible for the resident under 
the circumstances. 
(v) The circumstances under which the facility 
must prohibit employees with a communicable 
disease or infected skin lesions from direct 
contact with residents or their food, if direct 
contact will transmit the disease; and 
(vi)The hand hygiene procedures to be followed 
by staff involved in direct resident contact. 

§483.80(a)(4) A system for recording incidents 
identified under the facility's IPCP and the 
corrective actions taken by the facility. 

§483.80(e) Linens. 
Personnel must handle, store, process, and 
transport linens so as to prevent the spread of 
infection. 

§483.80(f) Annual review. 
The facility will conduct an annual review of its 
IPCP and update their program, as necessary. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation and interview, the facility 

failed to: 
1. Ensure 4 staff wearing gowns that covered 
their wrists. 
2. Ensure one kitchen staff wear a beard net. 
3. Prevent four ambulance staff to use the 
donning area before entering the red zone area 
(part of the building with high cases of infectious 
disease), 
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4. Prevent two female residents to wear their 
face mask while roaming around the red zone 
area, and 
5. Prevent a resident from exiting the Red Zone 
section of the facility to smoke outside, near the 
exit door of building. 

Theses deficient practices has the potential to 
contaminate the food prepared for the 65 
clinically compromised residents and the spread 
of the infectious disease among residents and 
staff. 

Findings: 

1. During a concurrent observation and interview 
on 5/26120, at 5:40 p.m., Certified Nurse 
Assistant (CNA) 1's and Licensed Vocational 
Nurse (LVN) 1 's gloves were not covered the cuff 
(wrist) of disposable gown and their skins on the 
wrist were exposed. CNA 1 stated the Director of 
Staff Development (DSD) provided in-service for 
staff to wear gloves under the disposable gown. 
LVN 1 stated the gloves need to be over the 
gown and cover the cuff of the gown. LVN 1 
stated she was in hurry to put on the gloves. 

During a concurrent observation and interview on 
5/26120, at 6:30 p.m., the Infection 
Preventionist's (IP, nurse who specialized in 
infection control and prevention) and the Director 
of Staff Developer's (DSD) gloves were not 
covered the cuff (wrist) of disposable gown and 
their skins on the wrist were exposed. The IP 
stated the gloves should be under the disposable 
gown. The DSD stated the gloves should be over 
the gown and cover the cuff of the gown. The 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:84UX11 

PRINTED: 06/03/2020 
FORM APPROVED 

OMB NO 0938 0391 -
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

A. BUILDING COMPLETED 

c 
B. VVING 05/28/2020 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1460 N. FAIR OAKS AVENUE 

PASADENA, CA 91103 

ID PROVIDER'S PLAN OF CORRECTION (XS) 

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION 

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE 

DEFICIENCY) 

F 880 

Facility ID: CA950000082 If continuation sheet Page 84 of 86 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA 
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 

555096 

NAME OF PROVIDER OR SUPPLIER 

GOLDEN CROSS HEALTH CARE 

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 880 Continued From page 84 

DSD stated this the way he provided in-service 
to staff and staff should wear the PPE properly 
according to the policy to prevent cross 
contamination and spread of infection. 

A review of the facility's policy and procedure, 
titled, "Policy on Donning and Doffing PPE 
Gear," dated 1/1/20, indicated, perform hand 
hygiene before putting on gloves. Gloves should 
cover the cuff (wrist) of gown. 

2. During an initial tour in the kitchen on 5/27/20 
at 5:00 p.m., one kitchen staff (CK 1) was 
observed having a long beard that touched his 
chest area. CK1 was wearing a surgical face 
mask, but no beard net and his long beard was 
exposed. 

During an interview with CK 1on5/27/20 at 5:25 
p.m., CK 1 confirmed that all male kitchen staff 
with a beard must wear a beard net when 
working inside the kitchen. 

3. During an observation tour in the red zone 
area on 5/28/20 at 7 p.m., two ambulance staff 
went inside the red zone area using the 
designated exit only door without passing the 
donning area (room to sanitize and wear 
complete personal protective equipment). During 
a concurrent observation, two other ambulance 
staff entered the designated exit only door 
without passing the donning area for proper 
suiting of Personal Protcetive Equipment (PPE), 
as required for the Red Zone. 

During an interview with the Administrator (ADM) 
on 5/28/20 at 8:40 p.m., ADM confirmed that all 
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persons going to the red zone designated 
building must first pass the donning area for 
Donning of PPE. 

4. During an observation tour on 5/28/20 at 7:25 
p.m., two female residents were roaming around 
the red zone area without wearing a facemask. 
One female resident without a facemask used 
the phone in the nurses station without sanitizing 
the phone and without staff supervision. 

During an interview with the Certified Nursing 
Assistant (CNA2) on 5/28/20 at 7:35 p.m., CNA2 
confirmed that all residents walking inside the 
red zone designated area must wear a facemask. 

A request for the policy and procedure for 
outside staff going inside the red zone was 
requested on 5/28/20 at 8:45 p.m., but was not 
provided by the facility. 

5. During an environmental tour on 5/28/20 at 
6:10 p.m., a male resident was observed sitting 
in his wheelchair and smoking outside near the 
exit door of the Red Zone designated building 
alone and without supervision. The Red Zone is 
a part of the building with high cases of 
infectious diseases. 

During an interview with Licensed Vocational 
Nurse (LVN 4) on 5/28/20, at 6:50 p.m., LVN 4 
stated that she did not know the policy regarding 
whether the COVID positive residents could go 
outside the (Red Zone) to smoke. 
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Please find the attached CMS 2567, Administrator letter, and Signature Requirement Notice for 
abbreviated survey for intake CA00689421 completed on 5/31/2020. 

Please submit the plan of correction for the abbreviated survey with your 11.illlPOrting 
documents/evidences (see AFL 12-23) on or before 6/10/2020. 

Naiades Paule, Supervisor, HFEN 
(626) 312-1187 . 
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StatEl of Callfomla-Health Ell'ld Human Servtooa Agency 

SIGNATURE REQUIREMENT NOTICE 
(For Plan of Correction) 

Notice to Licensee/Designee 

Department of Haatlh Servlooa 

The surveying state agency is required to obtain a signed plan of correction for deficiencies noted on the 
Statement of Deficiencies and Plan of Correction (Code of Federal Regulations, Title 42, Section 489.13; 
State Operations Manual, Section 2612; and California Health and Safety Code, Section 1280). By 
signing a plan of correction, a .licensee or designee does not necessarily admit guilt of any alleged 
violation nor does this interfere with the right to contest or appeal any alleged violations on which the plan 
of correction is based or the same period for correction. It does acknowledge responsibility for 
compliance with licensing requirements, with appropriate requirements of the Medicare and Medi-Cal 
programs, that an exit conference was held during which the items listed were discussed, and that a copy 
of the deficiency/report and plan of correction was received. 

Golden Cross Health Care CA00689421 

Copy of this notice received: 
Licensee or deslgnae signature 

Copy of this notice presented to licensee or designee: 
Licensing Evatuator~lg/re\ /} 

. ~tZ/\ iJb 

Complaint Notice 

/~ _..,,--· 
/~ 

City 

Pasadena 

Date 

If there should be disagreement between the Licensee or Designee and the Evaluator of the Survey Team 
on an interpretation of the regulations or a field decision, the Licensee of Designee may wish to call and 
discuss this with the District Licensing Supervisor. 
Name of Lloonsing Supervisor Telephone 

Naiades Paule (626) 312-1113 

Instructions 

This notice is to be used with Plans of Correction for Skilled Nursing Facilities, Intermediate Care 
Facilities, Intermediate Care Facilities/Developmentally Disabled, Intermediate Care 
Facilities/Developmentally Disabled-Habllitative, Intermediate Care Facilities/Developmentally 
Disabled-Nursing, Congregate Living Health Facilities, Pediatric Day Health and Respite Care Facilities, 
and Hospitals with Distinct Part Skilled Nursing Facilities or Intermediate Care Faclllties. It is to be signed 
by the llcensee/designee and the licensing evaluator. A copy is left with the licensee/designee and the 
original is kept in the district office licensing file. 

HS 315 (5/02} 
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F 755 Pharmacy Srvcs/Procedures/Pharmacist/Records F 755 
SS=K CFR(s): 483.45(a)(b)(1)-(3) 

§483.45 Pharmacy Services 
The facility must provide routine and emergency 
drugs and biologicals to its residents, or obtain 
them under an agreement described In 
§483. 70(g). The facility may permit unlicensed 
personnel to administer drugs if State law 
permits, but only under the general supervision of 
a licensed nurse. 

§483.45(a) Procedures. A facility must provide 
pharmaceutical services (Including procedures 
that assure the accurate acquiring, receiving, 
dispensing, and administering of all drugs and 
biologicals) to meet the needs of each resident. 

§483.45(b) Service Consultation. The facility 
must employ or obtain the services of a licensed 
pharmacist who-

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

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 Instructions.) Except for nursing homes, the findings stated above are disc\osab\e 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 dlsclosable 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. 
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§483.45(b)(1i Provides consultation on all 
aspects of the provision of pharmacy services in 
the facility. 

§483.45(b)(2) Establishes a system of records of 
receipt and disposition of all controlled drugs in 
sufficient detail to enable an accurate 
reconciliation; and 

§483.45(b)(3) Determines that drug records are in 
order and that an account of all controlled drugs 
is maintained and periodically reconciled. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, interview, and record 
review, the facility failed to ensure that 10 of 10 
sampled residents (Residents 1, 2, 3, 4, 5, 6, 7, 8, 
9, and 10) in the facility received pharmaceutical 
services to meet the needs of each resident in a 
consistent manner In accordance with physician 
orders and faclllty's policy and procedures by 
falling to: 

1. Administer three doses of Levimir (insulin, 
helps balance the blood glucose levels) 30 units 
(a measure of dosage for insulin), two doses of 
Levlmir 15 units, and four doses of Klonopin 
(medication to control or prevent seizures [a 
sudden, uncontrolled electrical disturbance in the 
brain] and reduce anxiety [feeling of worry, 
nervousness, or unease], from panic attacks) 0.5 
milligrams ([mg] - a unit of measure for mass) for 
Resident 1. 

2. Administer five doses of Haldol (used to treat 
certain mental/mood disorders) 2.5 mg, 10 doses 
of Depakote (used to treat seizure disorders, 
certain psychiatric conditions) 250 mg, five doses 
of benztropine mesylate (used to help control 
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extrapyramidal disorders [involuntary or 
uncontrollable movements]), 0.5 mg, five doses 
of rivaroxaban (a medication used to prevent 
blood clots) 10 mg, and four doses of atorvastatln 
calcium (medication to improve cholesterol [a 
type of fat found in the blood levels]) 10 mg for 
resldent2. 

3. Administer four doses of Depakote 250 mg to 
Resident3. 

4. Administer four doses of Diiantin (medication 
used to treat or prevent seizures) 200 mg, five 
doses of Dliantln 150 mg, three doses of 
dorzoiamide HCI solution 2 per cent(%) (eye 
drops for glaucoma (group of eye conditions that 
can cause blindness]), and one dose of Exelon 
(improves mental function such as memory and 
thinking) 4.5 mg for Resident 4. 

5. Administer five doses of Namenda (medication 
used to treat moderate to severe confusion) 5 mg 
for Resident 5. 

6. Administer two doses of Lipitor (medication to 
help lower blood levels of cholesterol) 40 mg for 
Resident6. 

7. Administer two doses of Plavix (a medication 
used to prevent blood clots) 75 mg for Resident 
7. 

8. Administer eleven doses of memantine HCL 
(medication used to treat moderate to severe 
confusion) 1 O mg, nine doses of melformin 
(control blood sugar levels) 500 mg, three doses 
of pantoprazole (used to treat certain stomach 
and esophagus problems) 40 mg, five doses of 
Thera-M (supplement}, four doses of Clarltln ( a 
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F 755 Continued From page 3 F 755 
medication used to treat allergies), six doses of 
donepezil (medication to treat confusion)10 mg, · 
two doses of escltalopram oxalate (medicatio·n to 
treat depression [mental health disorder 
characterized by persistently depressed mood or 
loss of interest In activities, causing significant 
Impairment In dally life]) 10 mg, five doses of 
fenofibrate (to treat high cholesterol) 145 mg, two 
doses of ferrous sulfate (iron supplement) 325 
mg, and two doses of folic acid (supplements) for 
Residents. 

9. Administer one dose of Neurontin (medication 
used to prevent and control seizures, also used to 
relieve nerve pain) 100 mg, two doses of Pepcid 
(used to treat and prevent ulcers in the stomach 
and Intestines) 20 mg, three doses of Prozac 
(used to treat depression panic attacks), 20 mg, 
two doses Revia (used to prevent people who 
have been addicted to certain drugs from taking 
them again) 50mg, three doses thiamine 
(vltamin)100 mg, and one dose of Zocor (used to 
lower cholesterol)20 mg for Resident 9. 

10. Administer three doses of anastrozole (is 
used to treat breast cancer<[a disease In which 
cells [basic unit of life] in the breast grow out of 
control]) 1 mg for Resident 10. 

These deficient practices of failing to administer 
medications for seizures, diabetes, and 
psychiatric conditions in accordance with 
physician's orders increased the risk for 
Residents 1, 2, 3, and 4 to experience serious 
health complications likely resulting in 
hospitalization or death, and had the potential for 
Residents 5, 6, 7, 8, 9, and 10 to experience 
health complications and harm. 
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F 755 Continued From page 4 F 755 
On 5/20/20 at 9:13p.m., an Immediate Jeopardy 
(IJ, a situation In which the facility's 
noncompliance with one or more requirements of 
participation has caused, or is likely to cause, 
serious injury, harm, impairment, or death to a 
resident) was Identified in the presence of the 
facility's Interim Administrator (IADM), temporary 
Administrator (TADM), temporary Director of 
Nursing (TOON), Medical Doctor 2 (MD 2), and 
the infection preventlonlst nurse (IP) for the 
facility's failure to ensure that all residents in the 
facility received medications timely and in a 
consistent manner in accordance with physicians 
orders that threatened the health and safety of 
the residents. 

On 5/22/20 at 1 p.m., the Department accepted 
the facility's Plan of Action (POA) which Included 
the following additional summarized actions: 

Immediate Action: 
On May 21, 2020 a 100% three-way audit of 
medications consisting of comparing physician's 
orders with MAR and medication stock in 
medication cart was completed by pharmacy 
assistants. Medications needing refills were 
ordered from pharmacy. Attending physicians 
were notified of any medication errors. Medication 
error reports were completed. Affected residents 
were assessed for any adverse effects. In-service 
on Medication Administration/Documentation and 
refill ordering and med error procedure was 
provided by the DON/DSD initiated on May 21, 
2020. No adverse change of condition related to 
the med errors were observed. 

How to Identify other residents having the 
potential to be affected by the same deficient 
practice: 
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F 755 Continued From page 5 
100 % medication audit was completed by 
pharmacy assistants on 05121/2020. 

Measures/Systemic changes to ensure that the 
deficient practice will not recur: 
Licensed nurses will be assigned on night shift to 
complete a triple check medication form. Triple 
check audit will be completed nightly and results 
forwarded to DON/Designee. Pharmacy services 
will conduct a monthly triple check audit. The 
DON/Deslgnee will verify accuracy of facility 
nurse triple check forms by random 20% monthly 
review of completed forms. Conduct monthly 
facility wide three-way audit. The Performance 
Improvement Project (PIP) titled Medication 
Administration. The PIP will focus on the 
availability of medications, administration and 
documentation. Orientation for non-facility 
employees (registry) wlll be provided by the 
DSD/off..going supervisor regarding medication 
procedures and pharmacy contact Information 
prior to being assigned to med cart for 
administration of medication. 

Monitoring: 
The Director of Nursing wlll monitor the results of 
daily/monthly audits and appropriate follow up will 
be taken. The audit findings will be reviewed with 
Administrator and Medical Director monthly 
during the time of Medical Director visits. The 
findings will also be presented at the quarterly 
QAA whose members consist of Medical Director, 
Administrator, DON, Consulting Pharmacist and 
DSD. The study will continue for three months or 
until full compliance ·and consistency Is 
accomplished as determined by the committee. 

On 5122/2020 at 3:37 p.m., while onslte and after 
confirming the facility's Implementation of the 
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F 755 Continued From page 6 F 755 
immediate corrective actions, the Department 
accepted the plan of action and removed the 
Immediate Jeopardy, in the presence of the 
TADM and the TOON. 

*Cross reference F760 

Findings: 

During an interview on 5/20/20 at 2:17 p.m., 
Licensed Vocational Nurse 1 (LVN 1 ), Registered 
Nurse 2 (RN 2) and RN 3 stated they could not 
find multiple medications for several days for 
Residents 1, 2, 3, 4, 5, 6, 7, 8, 9, and 10. RN 2 
and RN 3 stated they did not inform the residents' 
physicians but they informed the facility's staff 
(unidentified) and that nothing was done to obtain 
the medications. 

During an interview on 5120/20at2:19 p.m., the 
facility's Temporary Director of Nursing (TDON) 
stated she did not know where the residents' 
medications were and stated the facility was 
disorganized. 

Resident 1 
A review of Resident 1's Admission Record 
indicated the facility admitted the resident on 
12123/09 and readmitted her on 5/11120 with 
diagnoses of Type 2 diabetes Mellitus (a condition 
that affects the way the body absorbs sugar 
[glucose] an Important source of fuel for the 
body), paranoid schizophrenia (mental illness with 
unreasonably suspicious of others), epilepsy (a 
broad term used for a brain disorder that causes 
seizures), bipolar disorder (a mental illness that 
causes dramatic shifts In a person's mood, 
energy and ability to think clearly) and 
hallucinations (a perception of having seen, 
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F 755 Continued From page 7 F 755 
heard, touched, tasted, or smelled something that 
wasn't actually there). 

A review of Resident 1 's Minimum Data Set 
([MOS], a resident assessment and 
care-screening tool), dated 5/2120 indicated the 
assessment was not yet completed. 

A review of Resident 1 's Medication 
Administration Record dated 5/1/2020 to 
5/31/2020 Indicated the facility did not administer 
three doses of Levimir 30 units subcutaneously 
(SQ, under the skin) on May 18, 19, and 20, two 
doses of Levlmir 15 units SQ on May 19, and four 
doses of Klonopln 0.5 mg one tablet by mouth on 
May 17, 18, 19, and 20 and that Resident 1's 
Klonopin was "not on hand." 

Resident2 
A review of Resident 2's Admission Record 
indicated the facility admitted the resident on 
6/14/19 anq readmitted him on 6/14119 with 
diagnoses of schizophrenia, bipolar disorder and 
hyperlipidemia (a condition in which there are 
high levels of fat particles [lipids] in the blood). 

A review of Resident 2's MOS dated 5/18/20 
indicated the resident was severely impaired in 
cognitive skills (to make decisions) and required 
limited assistance for bed mobility and personal 
hygiene. 

During a review of Resident 2's Medication 
Administration Record dated 5/1/20 to 5/31/20 on 
5/20120 at 2:14 the facility's Temporary Director of 
Nursing (TOON) stated the facility's licensed 
nurses did not administer five doses of Haldol 2.5 
mg by mouth one time a day for schizophrenia 
manifested by hallucinations on May 15, 16, 18, 
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F 755 Continued From page 8 F 755 
19, and 20, ten doses of Depakote 250 mg one 
tablet by mouth two times a day for bipolar 
disorder on May 13, 14, 15, 16, 18, 19, five doses 
of benztroplne mesylate 0.5 mg one tablet by 
mouth one time a day by mouth for 
extrapyramldal symptoms (EPS) on May 15, 
16, 17, 18, 19, and 20, five doses of rlvaroxaban 
10 mg one tablet by mouth on May 13, 14, 15, 19, 
20, and four doses of atorvastatin calcium 1 O mg 
one tablet by mouth at bedtime for hyperllpldemia 
on May 14, 15, 19, 20. 

During the concurrent review of Resident 2's 
Medication Record, the TADON stated she did 
not find the resident's medications in the 
medication cart and that she did not know where 
the medications were placed. TADON stated the 
facility was disorganized. 

During an interview on 5/20/20 at 2:12 p,m., 
Licensed Vocational Nurse 1 (LVN 1), Registered 
Nurse 1 (RN 2), and RN 3 stated they could not 
find Resident 2's medication and that no one 
knew where the resldenrs medications were. RN 
2 and RN 3 stated the resident had not received 
any of his medications for several days and that 
they (RN 2, RN 3, and LVN 1) did not inform the 
physician. 

During an observation on 5/20/20 at 3:38 p.m., 
Resident 2 was lying in bed and could not tell the 
Department his name or location. 

Resident 3 
A review of Resident 3's Admission Record 
Indicated the facility admitted the resident on 
5/10/19 with diagnoses of bipolar disorder and 
major depressive disorder. 
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F 755 Continued From page 9 F 755 
A review of Resident 3's MDS dated 5/18/20 
indicated the resident was moderately impaired in 
cognitive skills and required supervision for bed 
mobility and transfers. 

A review of Resident 3's Medication 
Administration Record dated 5/1/20 to 5/31/20 
Indicated the facility did not administer four doses 
of Depakote 250 mg 1 tablet by mouth two times 
a day for bipolar disorder manifested by verbal 
and physical aggression on May 19 and 20. 

Resldent4 
A review of Resident 4's Admission Record 
indicated the facility admitted the resident on 
1217/07 and readmitted him on 6/13/19 with 
diagnoses of epilepsy, dementia (decline in 
mental ability severe enough to interfere with daily 
life), and dry eye syndrome. 

A review of Resident 4's MDS dated 5/18/20 
indicated the resident was severely Impaired In 
cognitive skills and required limited assistance for 
mobility and extensive assistance with dressing. 

A review of Resident 4's Medication 
Administration Record dated 5/1/20 to 5/31/20 
indicated the facility did not administer four doses 
of Dilantin 200 mg by mouth one time a day for 
seizure disorder on May 17, 18, 19, 20, five 
doses of Dilantin 150 mg by mouth two times a 
day for seizure disorder on May 18, 19, 20, three 
doses of Dorzotamide HCI solution 2% one drop 
in both eyes two times a day for glaucoma on 
May 17, 1 B, 19, 20, and one dose of Exelon 4.5 
mg one capsule by mouth in the morning for 
dementia on May 20. 

Resident5 
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F 755 Continued From page 1 O F 755 
A review of Resident 5's Admission Record 
Indicated the facility admitted the resident on 
2/1/12 and readmitted her on 8/15/13 with 
diagnosis of dementia .. 

A review of Resident S's MOS dated 5/18/20 
Indicated the resident was severely Impaired in 
cognitive skills and required supervision for 
transfers and walking. 

A review of Resident 5's Medication 
Administration Record dated 5/1120 to 5/31/20 
Indicated the facility did not administer five doses 
of Namenda 5 mg one tablet by mouth twice a 
day on May 18, 19, and 20. 

Resident6 
A review of Resident 6's Admission Record 
indicated the facility admitted the resident on 
3/18/19 with diagnoses of COVID-19 
(Coronavirus, an Illness caused by a virus that 
can spread from person to person) and 
hypertension (high blood pressure). 

A review of Resident 6's MOS dated 5/18/20 
indicated the resident was moderately impaired in 
cognitive skills. 

A review of Resident 6's Medication 
Administration dated 5/1/2020 to 5/31/2020 
indicated the facility did not administer one dose 
of Llpltor 40 mg 1 tablet by mouth at bedtime for 
hyperllpldemia on May 19. 

During an observation on 5/20120 at 2:20 p.m., 
Resident 6 was awake In her room sitting on her 
bed. 

During an interview on 5/20/20 at 2:20 p.m., 
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F 755 Continued From page 11 F 755 
Resident 6 stated she did not receive all her 
medications and that she would ask the licensed 
nurses and no one would know why she did not 
receive her medications. 

Resident 7 
A review of Resident 7's Admission Record 
Indicated the facility admitted the resident on 
6/26119 and readmitted him on 1/4/20 with 
diagnoses of lack of coordination, hypertensive 
heart disease, aild muscle wasting. 

A review of Resident 7's MDS dated 5/1 B/20 
indicated the resident was severely impaired in 
cognitive skills and required extensive assistance 
with bed mobility and transfers. 

A review of Resident 7's Medication 
administration Record dated 5/1/20 to 5/31/20 
indicated the facility did not administer two doses 
of Plavix 75 mg one tablet by mouth one time a 
day for cerebrovascular accident (CVA, stroke 
occurs when the blood supply to part of the brain 
is interrupted) prophylaxis (action taken to 
prevent disease) on May 19 and 20. 

Resident B 
A review of Resident B's Admission Record 
Indicated the facility admitted the resident on 
3/14120 with diagnoses of dementia, Type 2 
diabetes, and weakness. 

A review of Resident B's MOS dated 5/5/20 
indicated the resident was cognitively intact for 
daily decision making and required limited 
assistance for bed mobility and transfer. 

A review of Resident B's Medication 
Administration Record dated 5/1120 to 5/31/20 
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Indicated the facility did not administer eleven 
doses of memantine HCL 10 mg one tablet by 
mouth two times a day on May 13, 14, 18,19, 20, 
nine doses of metformin 500 mg one tablet by 
mouth twice dally on May 13, 14, 15, 18, 19, 20, 
three doses of pantoprazole one tablet 40 mg one 
tablet daily by mouth on May 14 "not on hand," 
15, 16, five doses of Thera-M one tablet by mouth 
dally on May 13, 14, 18, 19, 20, four doses of 
Claritin 10 mg one tablet by mouth one time a day 
for allergy on May 17, 18, 19, 20, six doses of 
donepezil 1 O mg one tablet by mouth at bed time 
for dementia on May 13, 14, 15, 16, 17, 18, 19, 
20, two doses of escitalopram oxalate 10 mg one 
tablet by mouth once a day for depression on 
May 13, 14, five doses of fenoflbrate 145 mg one 
tablet by mouth one time a day for 
antihyperlipidemic, two doses of ferrous sulfate 
325 mg one tablet once a day for supplement on 
May 13, 14, and two doses offollc acid one tablet 
by mouth one time a day on May 13, and 14. 

Residents 
A review of Resident 9's Admission Record 
Indicated the facility admitted the resident on 
1/16/20 with diagnoses of hyperlipldemla, alcohol 
dependence, major depressive disorder, and 
gastro-esophageal reflux disease (GERO, Is a 
digestive disorder). 

A review of Resident's 9's Medication 
Administration Record dated 5/1/20 to 5/31/20 
indicated the facility did not administer one dose 
of Neurontln 100 mg one capsule 100 mg on 
May 18 for alcohol cravings, two doses of Pepcld 
20 mg one tablet by mouth dally on May 19, 20, 
three doses of Prozac 20 mg one capsule by 
mouth one time a day for depression on May 18, 
19, 20, two doses Revia 50mg Yz tablet (25 mg} 

FORM CMS-2667(02~99) Ptevious Versions OIJsolete Event ID:FGHK11 Facility ID: CA950DODOS2 If continuation sheet Page 13 of 30 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

NAME OF PROVIDER OR SUPPLIER 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

555096 

GOLDEN CROSS HEALTH CARE 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

PRINTED: 06/09/2020 
FORM APPROVED 

OMB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A. BUILDING ______ _ 

B.WING 

ID 
PREFIX 

TAG 

c 
05/31/2020 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1450 N. FAIR OAKS AVENUE 

PASADENA, CA 91103 

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(X5) 
COMPLETION 

DATE 

F 755 Continued From page 13 F 755 
at bedtime for alcohol cravings on May 19 and 20 
, three doses thiamine 100 mg one tabletby 
mouth once a day on May 18, 19, 20, and one 
dose of Zocor 20 mg one tablet by mouth at 
bedtime. 

Resident 10 
A review of Resident 1 O's Admission Record 
indicated the facility admitted the resident on 
11/4/13 and readmitted on 5/6/20 with diagnoses 
of COVID-19 and malignant neoplasm (disease in 
which abnormal cells divide uncontrollably and 
destroy body. tissue). 

A review of Resident 1 O's Medication 
Administration dated 5/1120 to 5131/20 indicated 
the resident did not receive three doses of 
anastrozole 1 mg one tablet by mouth a day for 
hormone-based chemotherapy on May 18, 19, 
and 20. 

During an interview on 5/20120 at 1:20 p.m., 
Registered Nurse 1 (RN 1) stated Resident 1 O did 
not receive three doses of anastrozole. RN 1 
stated the resident's medication was not available 
in the facility because the licensed nurse did not 
reorder from the pharmacy and that she (RN 1) 
did not notify the resident's physician that the 
resident did not receive anastrozole, 

During the abbreviated survey on 5120/20 the 
Department attempted various Interviews with 
multiple staff (Infection Preventionist [IP], TOON, 
RN 1, RN 2, RN 3, LVN 1, LVN 2) to obtain verbal 
and documented information related to the 
missing medications and the staff stated they did 
not know where to find the information. 

During a telephone interview on 5/21/20 at 10:55 
FORM CMS-2567(02-99) Previous Versions Obsolete Event 1D:FGHK11 Facility ID: CA960000082 If continuation sheet Page 14 of 30 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

NAME OF PROVIDER OR SUPPLIER 

(X1) PROVIOER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

555096 

GOLDEN CROSS HEALTH CARE 

()(4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

PRINTED: 06/0912020 
FORM APPROVED 

OMB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A. BUILDING ______ _ 

B.WING 

10 
PREFIX 

TAG 

c 
05/31/2020 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1450 N. FAIR OAKS AVENUE 

PASADENA, CA 91103 

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(XS) 
COMPLETION 

DATE 

F 755 Continued From page 14 F 755 
a.m., the facility's Medical Director (MD 1) stated 
the Interim Administrator (IADM) did not 
communicate any issues to him. MD 1 stated he 
expected the licensed nurses to administer 
medications as ordered by the residents' 
physicians unless the residents refused. MD 1 
stated that he expected the nurses to notify each 
residents' primary physicians when they could not 
find the medications or if the medications were 
not given so the physicians could determine if any 
Interventions were necessary. MD 1 stated the 
facility was In "Bad shape, no leadership." 

References 
According to the U.S. Food and Drug 
Administration (FDA) abrupt withdrawal of 
phenytoin (Dllantin) in epileptic patients may 
precipitate status epileptlcus (is a medical 
emergency associated with significant morbidity 
and mortality). 
https://www.accessdata.fda.gov/drugsatfda_docs/ 
label/2009/084349s060lbl.pdf 

According to the FDA, the abrupt withdrawal of 
Klonopin, particularly in those 
patients on long-term, high-dose therapy, may 
precipitate status epilepticus. 
https://www.accessdata.fda.gov/drugsatfda_docs/ 
label/2013/017533s053,020813s0091bl.pdf 

According to the FDA, glucose monitoring is 
essential for all patients receiving Insulin therapy. 
Changes to an insulin regimen should be made 
cautiously and only under medical supervision. 
https://www.accessdata.fda.gov/drugsatfda_docs/ 
label/2012/021536s0371bl.pdf 

A review of the facility's policy and procedure 
titled "Administering Medications,'' with a revised 
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date April 2019 Indicated medications were 
administered in a safe and timely manner, as 
prescribed. 

A review of the facility's policy titled "Medication 
and Treatment Orders," with a revised date of 
2016 Indicated drugs and biologicals that were 
required to be refilled must be reordered from 
issuing pharmacy not less than three days prior to 
the last dosage being administered to.ensure that 
refills were readily available. 

F 760 Residents are Free of Significant Med Errors F 760 
SS=K CFR(s): 483.45(1)(2) 

The facility must ensure that its-
§483.45(f)(2) Residents are free of any significant 
medication errors. 
This REQUIREMENT Is not met as evidenced 
by: 
Based on observation, Interview, and record 
review, the facility failed to ensure that 1 O of 10 
sampled residents (Residents 1, 2, 3, 4, 5, 6, 7, 8, 
9, and 10) in the facility received medications 
timely and in a consistent manner in accordance 
with physician orders and facility's policy and 
procedures by failing to: 

1. Administer three doses of Levimir (insulin, 
helps balance the blood glucose levels) 30 units 
(a measure of dosage for Insulin), two doses of 
Levlmir 15 units, and four doses of Klonopin 
(medication to control or prevent seizures [a 
sudden, uncontrolled electrical disturbance in the 
brain] and reduce anxiety [feeling of worry, 
nervousness, or unease), from panic attacks) 0.5 
milligrams (a unit of measure for mass) for 
Resident 1. 
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2. Administer five doses of Haldol (used to treat 
certain mental/mood disorders) 2.5 mg, 10 doses 
of Depakote (used to treat seizure disorders, 
certain psychiatric conditions) 250 mg, five doses 
of Benztropine Mesylate (used to help control 
extrapyramidal disorders [Jnvolu~tary or 
uncontrollable movements]), 0.5 mg, five doses 
of Rivaroxaban (blood thinner) 1 O mg, and four 
doses of Atorvastatin Calcium (medication to 
Improve cholesterol [a type of fat found in the 
blood levels]) 1 O mg for resident 2. 

3. Administer four doses of Depakote 250 mg to 
Resident3. 

4. Administer four doses of Dilantin (medication 
used to treat or prevent seizures) 200 mg, five 
doses of Diiantin 150 mg, three doses of 
Dorzolamide HCI solution 2% (eye drops for 
glaucoma [group of eye conditions that can cause 
blindness]), and one dose of Exelon (Improves 
mental function such as memory and thinking) 
4.5 mg for Resident 4. 

5. Administer five doses of Namenda (medication 
used to treat moderate to severe confusion) 5 mg 
for Resident 5. 

6. Administer two doses of Lipitor (medication to 
help lower blood levels of cholesterol) 40 mg for 
Resident6. 

7. Administer two doses of Plavix (blood thinner) 
75 mg for Resident 7. 

8. Administer eleven doses of Memantine HCL 
(medication used to treat moderate to severe 
confusion) 10 mg, nine doses of metformin 
(control blood sugar levels) 500 mg, three doses 
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of Pantoprazole (used to treat certain stomach 
and esophagus problems) 40 mg, five doses of 
thera-M (supplement), four doses of Claritin 
(non-drowsy allergy relief of sneezing, runny 
nose, itchy, watery eyes and itchy nose or throat), 
six doses of donepezil (medication to treat 
confusion)10 mg, two doses of escitalopram 
oxalate (medication to treat depression [mental 
health disorder characterized by persistently 
depressed mood or loss of interest in activities, 
causing significant impairment in daily life]) 1 O 
mg, five doses of fenofibrate (to treat high 
cholesterol) 145 mg, two doses of ferrous sulfate 
(supplement) 325 mg, and two doses of folic acid 
(supplements) for Resident 8. 

9. Administer one dose of Neurontln (medication 
used to prevent and control seizures, also used to 
relieve neive pain) 100 mg, two doses of Pepcid 
(used to treat and prevent ulcers In the stomach 
and intestines) 20 mg, three doses of Prozac 
(used to treat depression panic attacks), 20 mg, 
two doses Revia (used to prevent people who 
have been addicted to certain drugs from taking 
them again) 50mg, three doses Thiamine 
(vltamin)100 mg, and one dose of Zocor (used to 
lower cholesterol)20 mg for Resident 9. 

10. Administer three doses of Anastrozole (Is 
used to treat breast cancer [a disease in which 
cells (basic unit of life] in the breast grow out of 
control]) 1 mg for Resident 10. 

These deficient practices of failing to administer 
medications for seizures, diabetes, and 
psychiatric conditions in accordance with 
physician's orders increased the risk for 
Residents 1, 2, 3, and 4 to experience serious 
health complications likely resulting in 
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hospitalization or death, and had the potential for 
Residents 5, 6, 7, 8, 9, and 10 to experience 
health complications and harm. 

On 5/20/20 at 9:13p.m., an Immediate Jeopardy 
(IJ, a situation in which the facility's 
noncompliance with one or more requirements of 
participation has caused, or is likely to cause, 
serious injury, harm, Impairment, or death to a 
resident) was identified in the presence of the 
facility's Interim Administrator (IADM), temporary 
Administrator (TADM), temporary Director of 
Nursing (TOON), Medical Doctor 2 (MD 2), and 
the infection preventionist nurse (IP) for the 
facility's failure to ensure that all residents In the 
facility received medications timely and in a 
consistent manner in accordance with physicians 
orders that threatened the health and safety of 
the residents. 

On 5122/20 at 1 p.m., the Department accepted 
the facility's Plan of Action (POA) which included 
the following additional summarized actions: 

Immediate Action: 
On May 21, 2020 a 100% three-way audit of 
medications consisting of comparing physician's 
orders with MAR and medication stock In 
medication cart was completed by Pharmacy 
Assistants. Medication needing refills were 
ordered from pharmacy. Attending physicians 
were notified of any medication errors. Medication 
error reports were completed. Affected residents 
were assessed for any adverse effects. In-service 
on Medication Administration/Documentation and 
refill ordering and med error procedure was 
provided by the DON/DSD initiated on May 21, 
2020. No adverse change of condition related to 
the med error were observed. 
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How to Identify other residents having the 
potential to be affected by the same deficient 
practice: 
100 % medication audit was completed by 

. Pharmacy Assistants on 05/2112020. 

Measures/Systemic changes to ensure that the 
deficient practice will not recur: 
Licensed nurses will be assigned on night shift to 
complete a triple check medication form. Triple 
check audit wlll be completed nightly and results 
forwarded to DON/Designee. Pharmacy services 
wlll conduct a monthly triple check audit. The 
DON/Designee will verify accuracy of facility 
nurse triple check forms by random 20% monthly 
review of completed forms. Conduct monthly 
facility wide three-way audit. The Performance 
Improvement Project (PIP) titled Medication 
Administration. The PIP will focus on the 
availability of medications, administration and 
documentation. Orientation for non-facillty 
employees (registry) will be provided by the 
DSD/o.ff-going supervisor regarding medication 
procedures and pharmacy contact information 
prior to being assigned to med cart for 
administration of medication. 

Monitoring: 
The Director of Nursing will monitor the results of 
daily/monthly audits and appropriate follow up will 
be taken. The audit findings will be reviewed with 
Administrator and Medical Director monthly 
during the time of Medical Director visits. The 
findings will also be presented at the quarterly 
QAA whose members consist of Medical Director, 
Administrator, DON, Consulting Pharmacist and 
DSD. The study will continue for three months or 
until full compliance and consistency is 
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accomplished as determined by the committee. 

On 5/2212020 at 3:37 p.m., while onslte and after 
confirming the facility's implementation of the 
immediate corrective actions, the Department 
accepted the. plan of action and removed the 
Immediate Jeopardy, In the presence of the 
TADM and the TOON. 

•cross reference F755 

Findings: 

During an interview on 5/20/20 at 2:17 p.m., 
Licensed Vocational Nurse 1 (LVN 1 ), Registered 
Nurse 2 (RN 2) and RN 3 stated they could not 
find multiple medications for several days for 
Residents 1, 2, 3, 4, 5, 6, 7, 8, 9, and 10. RN 2 
and RN 3 stated they did not inform the residents' 
physicians but they informed the facility's staff 
(unidentified) and that nothing was done to obtain 
the medications. 

During an interview on 5/20/20 at 2: 19 p.m., the 
facility's Temporary Director of Nursing (TOON) 
stated she did not know where the residents' 
medications were and stated the facility was 
disorganized. 

Resident 1 
A review of Resident 1's Admission Record 
indicated the facility admitted the resident on 
12/23/09 and readmitted her on 5/11/20 with 
diagnoses of Type 2 diabetes Mellltus (a condition 
that affects the way the body absorbs sugar 
(glucose] an Important source of fuel for the 
body), paranoid schizophrenia (mental illness with 
unreasonably suspicious of others), epilepsy (a 
broad term used for a brain disorder that causes 
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seizures), bipolar disorder (a mental Illness that 
causes dramatic shifts In a person's mood, 
energy and ability to think clearly) and 
hallucinations (a perception of having seen, 
heard, touched, tasted, or smelled something that 
wasn't actually there). 

A review of Resident 1 's Minimum Data Set 
([MOS], a resident assessment and 
care-screening tool), dated 512/20 indicated the 
assessment was not yet completed. 

A review of Resident 1 's Medication 
Administration Record dated 5/1/2020 to 
5/31/2020 indicated the facility did not administer 
three doses of Levimlr 30 units subcutaneously 
(SQ, under the skin) on May 18, 19, and 20, two 
doses of Levimir 15 units SQ on May 19, and four 
doses of Klonopin 0.5 mg one tablet by mouth on 
May 17, 18, 19, and 20 and that Resident 1's 
Klonopin was "not on hand." 

Resldent2 
A review of Resident 2's Admission Record 
indicated the facllity admitted the resident on 
6/14/19 and readmitted him on 6/14/19 with 
diagnoses of schizophrenia, bipolar disorder and 
hyperlipidemia (a condition in which there are 
high levels of fat particles [lipids] In the blood). 

A review of Resident 2's MOS dated 5/18/20 
Indicated the resident was severely Impaired in 
cognitive skills (to make decisions) and required 
limited assistance for bed mobility and personal 
hygiene. 

During a review of Resident 2's Medication 
Administration Record dated 5/1/20 to 5/31/20 on 
5/20/20 at 2: 14 the facility's Temporary Director of 
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Nursing (TDON) stated the facility's licensed 
nurses did not administer five doses of Haldol 2.5 
mg by mouth one time a day for schizophrenia 
manifested by hallucinations on May 15, 16, 18, 
19, and 20, ten doses of Depakote 250 mg one 
tablet by mouth two times a day for bipolar 
disorder on May 13, 14, 15, 16, 18, 19, five doses 
of Benztroplne Mesyla\e 0.5 mg one tablet by 
mouth one time a day by mouth for 
Extrapyramidal symptoms (EPS) on May 15, 
16,17, 18, 19, and 20, five doses of Rlvaroxaban 
10 mg one tablet by mouth on May 13, 14, 15, 19, 
20, and four doses of Atorvastatln Calcium 1 O mg 
one tablet by mouth at bedtime for hyperlipidemla 
on May 14, 15, 19, 20. 

During the concurrent review of Resident 2's 
Medication Record, the TADON stated she did 
not find the residenfs medications In the 
medication cart and that she did not know where 
the medications were placed. TADON stated the 
facility was disorganized. 

During an interview on 5/20/20 at 2:12 p.m., 
Licensed Vocational Nurse 1 (LVN 1 ), Registered 
Nurse 1 (RN 2), and RN 3 stated they could not 
find Resident 2's medication and that no one 
knew where the resident's medications were. RN 
2 and RN 3 staled the resident had not received 
any of his medications for several days and that 
they (RN 2, RN 3, and LVN 1) did not inform the 
physician. 

During an observation on 5/20/20 at 3:38 p.m., 
Resident 2 was lying In bed and could not tell the 
Department his name or location. 

Resident3 
A review of Resident 3's Admission Record 
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indicated the facility admitted the resident on 
5/10/19 with diagnoses of bipolar disorder and 
major depressive disorder. 

A review of Resident 3's MOS dated 5/18/20 
indicated the resident was moderately Impaired in 
cognitive skills and required supervision for bed 
mobility and transfers. 

A review of Resident 3's Medication 
Administration Record dated 6/1/20 to 5/31/20 
indicated the facility did not administer four doses 
of Depakote 250 mg 1 tablet by mouth two times 
a day for bipolar disorder manifested by verbal 
and physical aggression on May 19 and 20. 

Resldent4 
A review of Resident 4's Admission Record 
indicated the facility admitted the resident on 
12/7 /07 and readmitted him on 6/13/19 with 
diagnoses of epilepsy, dementia (decline In 
mental ability severe enough to Interfere with daily 
life), and dry eye syndrome. 

A review of Resident 4's MOS dated 6/18/20 
indicated the resident was severely impaired In 
cognitive skills and required limited assistance for 
be mobility and extensive assistance with 
dressing. 

A review of Resident 4's Medication 
Administration Record dated 6/1/20 to 5/31/20 
indicated the facility did not administer four doses 
of Dilantin 200 mg by mouth one time a day for 
seizure disorder on May 17, 18, 19, 20, five 
doses of Dilantln 150 mg by mouth two times a 
day for seizure disorder on May 18, 19, 20, three 
doses of Dorzolamlde HCI solution 2% one drop 
in both eyes two times a day for glaucoma on 
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May 17, 18, 19, 20, and one dose of Exelon 4.5 
mg one capsule by mouth in the morning for 
dementia on May 20. 

Resident5 
A review of Resident 5's Admission Record 
indicated the facility admitted the resident on 
2/1/12 and readmitted her on 8/15/13 with 
diagnosis of dementia. 

A review of Resident 5's MDS dated 5/18/20 
Indicated the resident was severely impaired In 
cognitive skllls and required supervision for 
transfers and walking. 

A review of Resident 5's Medication 
Administration Record dated 5/1/20 to 5/31/20 
indicated the facility did not administer five doses 
of Namenda 5 mg one tablet by mouth twice a 
day on May 18, 19, and 20. 

Residents 
A review of Resident 6's Admission Record 
indicated the facility admitted the resident on 
3/18/19 with diagnoses of COVID-19 
(Coronavirus, an Illness caused by a virus that 
can spread from person to person) and 
hypertension (high blood pressure). 

A review of Resident 6's MDS dated 5/18/20 
indicated the resident was moderately impaired In 
cognitive skills. 

A review of Resident 6's Medication 
Administration dated 5/1/2020 to 5/31/2020 
indicated the facility did not administer one dose 
of Lipitor 40 mg 1 tablet by mouth at bedtime for 
hyperlipidemla on May 19. 
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During an observation on 5/20120 at 2:20 p.m., 
Resident 6 was awake in her room sitting on her 
bed. 

During an interview on 5/20/20 at 2:20 p.m., 
Resident 6 stated she did not receive all her 
medications and that she would ask the licensed 
nurses and no one would know why she did not 
receive her medications. 

Resident7 
A review of Resident 7's Admission Record 
indicated the facility admitted the resident on 
6/26/19 and readmitted him on 1/4/20 with 
diagnoses of lack of coordination, hypertensive 
heart disease, and muscle wasting. 

A review of Resident 7's MDS dated 5/1 B/20 
indicated the resident was severely impaired in 
cognitive skills and required extensive assistance 
with bed mobility and transfers. 

A review of Resident 7's Medication 
administration Record dated 5/1/20 to 5/31/20 
indicated the facility did not administer two doses 
of Plavlx 75 mg one tablet by mouth one time a 
day for cerebrovascular accident (CVA, stroke 
occurs when the blood supply to part of the brain 
is interrupted) prophylaxis (action taken to 
prevent disease) on May 19 and 20. 

Resident B 
A review of Resident B's Admission Record 
indicated the faclllty admitted the resident on 
3/14/20 with diagnoses of dementia, Type 2 
diabetes, and weakness. 

A review of Resident B's MDS dated 5/5/20 
indicated the resident was cognitively intact for 
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daily decision making and required limited 
assistance for bed mobility and transfer. 

A review of Resident S's Medication 
Administration Record dated 511/20 to 5/31/20 
indicated the facility did not administer eleven 
doses of Memantine HCL 1 O mg one tablet by 
mouthtwotimesadayon May 13, 14, 18,19, 20, 
nine doses of metformin 500 mg one tablet by 
mouth twice daily on May 13, 14, 15, 18, 19, 20, 
three doses of Pantoprazole one tablet 40 mg 
one tablet daily by mouth on May 14 "not on 
hand," 15, 16, five doses ofthera-M one tablet by 
mouth daily on May 13, 14, 18, 19, 20, four doses 
of Clarltin 1 O mg one tablet by mouth one time a 
day for allergy on May 17, 18, 19, 20, six doses of 
donepezil 1 O mg one tablet by mouth at bed time 
for dementia on May 13, 14, 15, 16, 17, 18, 19, 
20, two doses of escitalopram oxalate 10 mg one 
tablet by mouth once a day for depression on 
May 13, 14, five doses of fenofibrate 145 mg one 
tablet by mouth one time a day for 
antihyperlipidemlc, two doses of ferrous sulfate 
325 mg one tablet once a day for supplement on 
May 13, 14, and two doses of follc acid one tablet 
by mouth one time a day on May 13, and 14. 

Resident9 
A review of Resident 9's Admission Record 
indicated the facility admitted the resident on 
111.6/20 with diagnoses of hyperlipldemla, alcohol 
dependence, major depressive disorder, and 
gastro-esophageal reflux disease (GERO, is a 
digestive disorder). 

A review of Resident's 9's Medication 
Administration Record dated 5/1/20 to 5131/20 
indicated the facility did not administer one dose 
of Neurontln 100 mg one capsule 100 mg on 
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May 18 for alcohol cravlgs, two doses of Pepcid 
20 mg one tablet by mouth daily on May 19, 20, 
three doses of Prozac 20 mg one capsule by 
mouth one time a day for depression on May 18, 
19, 20, two doses Revia 50mg Y. tablet (25 mg) 
at bedtime for alcohol cravings on May 19 and 20 
, three doses Thiamine 100 mg one tablet by 
mouth once a day on May 18, 19, 20, and one 
dose of Zocor 20 mg one tablet by mouth at 
bedtime. 

Resident 10 
A review of Resident 1 O's Admission Record 
indicated the facility admitted the resident on 
11/4113 and readmitted on 516120 with diagnoses 
of COVID-19 and malignant neoplasm (disease In 
which abnormal cells divide uncontrollably and 
destroy body tissue). 

A review of Resident 1 O's Medication 
Administration dated 511120 to 5131120 indicated 
the resident did not receive three doses of 
Anastrozole 1 m.g one tablet by mouth a day for 
hormone based chemotherapy on May 18, 19, 
and 20. 

During an interview on 5/20/20 at 1 :20 p.m., 
Registered Nurse 1 (RN 1) stated Resident 10 did 
not receive three doses of Anastrozole. RN 1 
stated the resident's medication was not available 
In the faclllty because the licensed nurse did not 
reorder from the pharmacy and that she (RN 1) 
did not notify the resident's physician that the 
resident did not receive Anastrozole. 

During the abbreviated survey on 5120120 the 
Department attempted various interviews with 
multiple staff (Infection Preventionlst [IP], TOON, 
RN1, RN 2, RN 3, LVN 1, LVN 2) to obtain verbal 
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and documented information related to the 
missing medications and the staff stated they did 
not know where to find the Information. 

During a telephone Interview on 5121120 at 10:55 
a.m., the facility's Medical Director (MD 1) stated 
the Interim Administrator (IADM) did not 
communicate any issues to him. MD 1 stated he 
expected the licensed nurses to administer 
medications as ordered by the residents' 
physicians unless the residents refused. MD 1 
stated that he expected the nurses to notify each 
residents' primary physicians when they could not 
find the medications or if the medications were 
not given so the physicians could determine if any 
interventions were necessary. MD 1 stated the 
facility was in "Bad shape, no leadership." 

References 
According to the U.S. Food and Drug 
Administration (FDA) abrupt withdrawal of 
phenytoin (Dliantin) in epileptic patients may 
precipitate status epilepticus (is a medical 
emergency associated with significant morbidity 
and mortality). 
https:llwww.accessdata.fda.gov/drugsatfda_docs/ 
iabel/2009/084349s0601bl.pdf 

According to the FDA, the abrupt withdrawal of 
Klonopin, particularly in those 
patients on long-term, high-dose therapy, may 
precipitate status epileptlcus. 
https:/lwww.accessdata.fda.gov/drugsatfda_docs/ 
label/2013/017533s053,020813s0091bl.pdf 

According to the FDA, glucose monitoring is 
essential for all patients receiving insulin therapy. 
Changes to an insulin regimen should be made 
cautiously and only under medical supervision. 
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https:/lwww.accessdata.fda.gov/drugsatfda_docs/ 
label/2012/021536s0371bl. pdf 

A review of the facility's policy and procedure 
tltled "Administering Medications," with a revised 
date April 2019 Indicated medications were 
administered in a safe and timely manner, as 
prescribed. 

A review of the facility's policy titled "Medication 
and Treatment Orders," with a revised date of 
2016 indicated drugs and biologicals that were 
required to be refilled must be reordered from 
Issuing pharmacy not less than three days prior to 
the last dosage being administered to ensure that 
refills were readily available. 
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June 9, 2020 Letter10a 

IMPORTANT NOTICE- PLEASE READ CAREFULLY 

Administrator 
Golden Cross Health Care 
1450 N. Fair Oaks Avenue 
Pasadena. CA 91103 

Dear Administrator: 

On May 31, 2020, an abbreviated survey for complaint incident no. CA00689421 was 
conducted at your facility by the California Department of Public Health, Licensing and 
Certification Program (Los Angeles Region 1) to determine if your facility was in compliance 
with federal participation requirements for nursing homes participating in the Medicare and/or 
Medicaid programs. 

This survey found that your facility was not in substantial compliance with the participation 
requirements, and the conditions in your facility constituted immediate jeopardy to resident 
health or safety. 

[ ] Isolated deficiencies that constitute actual harm that is immediate jeopardy as evidenced 
by the enclosed "Statement of Deficiencies and Plan of Correction" form, whereby significant 
corrections are required (J). 

[X] A pattern of deficiencies that constitute actual harm that is immediate jeopardy as 
evidenced by the attached "Statement of Deficiencies and Piaf.I of Correction" form, whereby 
significant corrections are required (K). 

[] Widespread deficiencies that constitute actual harm that is immediate jeopardy as 
evidenced by the attached "Statement of Deficiencies and Plan of Correction" form, whereby 
significant corrections are required (L). 

Licensing and Certification, Region 3 District Office, 3400 Aerojet Ave Suite.323. CA 91731 

Talaphone: (800) 288-i 019 /Fax: (626) 288-7241 Internet Address: JW!W.cdpb,<;;,\\,.gQ 
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On May 20, 2020, immediate jeopardy to resident health and safety was identified. 

The immediate jeopardy to resident health and safety was removed on May 22, 2020. 

The enclosed Centers for Medicare and Medicaid Services (CMS) form, entitled "Statement of 

Deficiencies and Plan of Correction" (CMS-2567), documents the deficiencies of participation 
requirements identified during this visit. All references to regulatory requirements contained in 
this letter are found in Title 42, Code of Federal Regulations (CFR). 

Plan of Correction (POC) 
A POC for the deficiencies must be submitted within ten (10) days from receipt of the CMS-
2567. Failure to submit an acceptable POC by the due date may result in termination of your 
provider agreement or imposition of alternate remedies by the CMS and/or State Medicaid 
Agency. 

Providers may now submit their Ian of correction (POC) as a separate document attachment or 
may continue to document the POC on the right side of the CMS Form 2567- "Statement of 
Deficiencies and Plan of Correction" and must contain the following: 

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

• 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; 

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

• How the facility plans to monitor its performance to make sure that solutions are 
sustained. The facility must develop a plan for ensuring that correction is achieved 
and sustained. This plan must be implemented, and the corrective action evaluated 
for Its effectiveness. The POC is integrated into the quality assurance system; and 

• Include dates when corrective actions will be completed. The corrective action 
completion dates must be acceptable to the State Agency. 

Remedies 
The remedies Immediately imposed include the following: 

[X] Immediate imposition of a civil money penalty. 

The Regional Office or the State Medicaid Agency will impose a civil money penalty, and a 
notice of imposition will be sent to you. 
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[X] Termination of your provider agreement on November 30, 2020 if substantial 
compliance is not achieved by that time. 

[X] State Monitoring 

[X] Directed Plan of Correction 

[X] Directed In-Service Training 

The following remedy will also be recommended for imposition: 

[ ] Temporary management effective - . (§488.415) 

Denial of Payment for New Admissions (DPNA) 
Based on deficiencies cited during this survey and as authorized by CMS San Francisco 
Regional Office, we are giving formal notice of imposition of statutory DPNA effective August 
31, 2020. This remedy will be effectuated on the stated date unless you demonstrate 
substantial compliance with an acceptable plan of correction and subsequent revisit. This 
notice in no way limits the prerogative of CMS to impose discretionary DPNA at any appropriate 
time. 

CMS Regional Office will notify your intermediary and the Medicaid Agency. If effectuated, 
denial of payment will continue until your facility achieves substantial compliance or your 
provider agreement is terminated. Facilities are prohibited from 
billing those Medicare/Medicaid residents or their responsible parties during the denial period 
for services normally billed to Medicare or Medicaid. 

Immediate Imposition of Remedies Required 
Irrespective of a state recommendation to impose or not impose a remedy, the CMS RO must 
immediately impose, without permitting a facility an opportunity to correct deficiencies, one or 
more federal remedies. 

FILING AN APPEAL 
If you disagree with the determination of noncompliance (and/or substandard quality of care 
resulting in the loss of your Nurse Aide Training and Competency Evaluation Program 
(NATCEP), if applicable), you or your legal representative may request a hearing before an 
administrative law judge of the U.S. Department of Health and Human Services, Departmental 
Appeals Board. Procedures governing this process are set out in 42 CFR §498.40, et. seq. 
You may appeal the finding of noncompliance that led to an enforcement action, but not the 
enforcement action or remedy itself. A request for a hearing should identify the specific issues, 
and the findings of fact and conclusions of law with which you disagree. It should also specify 
the basis for contending that the findings and conclusions are incorrect. You may have counsel 
represent you at a hearing (at your own expense). Requests for a h!i_laring submitted by U.S .. 
!}lail or commercial carrier are no longer accepted unless you do not have access to a 
computer or internet servjc~. You must file your hearing request electronically by using 
the Departmental Appeals Board's Electronic Filing System (DAB E-File) at 
https://dab.efile.hhs.gov no later than 60 days from the date of receipt of this letter. 
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When using DAB E-File for the first time, you will need to create an account by a) clicking 
Register on the DAB E-File home page; b) entering the requested information on the Register 
New Account form; and c) clicking Register Account at the bottom of the form. Each 
representative authorized to represent you must register separately to use the DAB E-File on 
your behalf. 

The e-mail address and password given during registration must be entered on the login 
screen at: https:!ldab.efile.hhs.govluser sessions/new to access DABE-File. A registered 
user's access to DAB E-File is restricted to the appeals for which he/she is a party or an 

authorized representative. You can file a new appeal by a) clicking the File New Appeal link on 
the Manage Existing Appeals screen; then b) clicking Civil Remedies Division on the File New 
Appeal screen; and c) entering and uploading the requested information and documents on the 
File New Appeal-Civil Remedies Division form. 

The Civil Remedies Division (CRD) requires all hearing requests to be signed and 
accompanied by the notice letter from CMS that addresses the action taken and your appeal 
rights. All submitted documents must be in Portable Document Format (PDF). Documents 
uploaded to DAB E-File on any day on or before 11 :59p.m. ET will be considered to have been 
received on that day. You will be expected to accept electronic service of any appeal-related 
documents filed by CMS or that the CRD issues on behalf of the Administrative Law Judge 
(ALJ) via DAB E-File. Further instructions are located at: 
https:l!dab.efi/e.hhs.govlappealslto crd ifl§_tructions. Please contact the Civil Remedies 
Division at (202) 565-9462 if you have questions regarding the DAB E-Filing System. If you 
experience technical issues with the DAB E-Filing System, please contact E-File System 
Support at OSDABlmmediateOffice@hhs.gov or call (202) 565-0146 before 4:00p.m. ET. 

If you do not have access to a computer or internet service, you may call the Civil Remedies 
Division at (202) 565-9462 to request a waiver from e-filing and provide an explanation as to 
why you cannot file electronically or you may mail a written request for a waiver along with your 
written request for a hearing. A written request for a hearing must be filed no later than 60 
days from the date of receipt of this letter by mailing to the following address: 

.Department of Health & Human Services 
Departmental Appeals Board, MS 6132 
Director, Civil Remedies Division 
330 Independence Avenue, S.W. 
Cohen Building - Room G-644 
Washington, D.C. 20201 

In addition, please email a copy of your request to Western Division of Survey and 
Certification-San Francisco at fZOSFEnforcements@cms.hhs.gov. 

Allegation of Compliance 
If you believe these deficiencies have been corrected, you may submit your POC as your 
allegation of compliance to Naiades Paule, Supervisor, California Department of Public Health, 
Licensing and Certification Program, Health Facilities Inspection Division 3400 Aerojet Ave 
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Suite 323. El Monte, CA 91731. 

We may accept your POC as your allegation of compliance and presume compliance until 
substantiated by a revisit. In such a case, neither the CMS Regional Office nor the State 
Medicaid Agency will impose the previously recommended remedy(ies) at that time. 

If, upon the subsequent revisit, it is determined your facility has not achieved substantial 
compliance, we will recommend that the remedies previously mentioned in this letter will be 
imposed by the CMS Regional Office beginning on November 30, 2020 and continue until 
substantial compliance is achieved. Additionally, the CMS Regional Office may impose revised 
remedy(ies), based upon changes in the seriousness of the noncompliance at the time of the 
revisit, if appropriate. 

Informal Dispute Resolution 
In accordance with §488.331, you have one opportunity to question cited deficiencies through 
an informal dispute resolution process. To be given such an opportunity, you 
are required to send your written request, along with the specific deficiencies being disputed, 
and relevant information (evidence) as to why you are disputing those 
deficiencies, to Suzette Leverett-Clark, Assistant Chief, California Department of Public Health, 
Licensing and Certification Program, Health Facilities Inspection Division 12440 Imperial 
Highway Room 522. Norwalk, CA 90650. 

This request must be sent during the same ten (10) days you have for submitting a POC for the 
cited deficiencies. An informal dispute resolution for the cited deficiencies will not delay the 
imposition of the recommended enforcement actions. A change in the seriousness of the 
noncompliance may result in a change in the remedy selected. When this occurs, you will be 
advised of any change in remedy. 

Should CMS determine that termination or any other remedy is warranted, they will 
provide you with a separate formal notification of that determination. 

If you have any questions concerning the instructions contained in this letter, please notify 
Naides Paule, Supervisor, at (626) 312 -1113 

Sincerely, 

Nwamaka Oranusi, Chief 

~~":f?~~ffid 
Naides Paule, RN, MSN, MPH, CNS 
Supervisor Los Angeles Region 1 Complaint Unit, 

Enclosure: CMS-2567 

cc: Mary Lee 
Centers for Medicaid and Medicare Services 
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State of California-Healfh and Human Services Agency 

California Department of Public Health 

SONIA Y.ANGELL, MD, MPH 
Slate Public Health OIT/cer & Director 

June 2, 2020 

HAND-DELIVERED 

Jose Arevalo, Administrator 
Golden Cross Health Care 
1450 N Fair Oaks Ave 
Pasadema, CA 91103 

Re: Statement of Cause and Concerns 

Dear Mr. Arevalo: 

GAVIN NEWSOM 
Governor 

Pursuant to the requirements of Health and Safety Code section 1325.5, subdivision 
(e)(2), the Department of Public Health (Department) is providing you with a Statement 
of Cause and Concerns and supporting declaration that specifies the factual and legal 
bases for the Department's appointment of a temporary manager (TM) to Golden Cross 
Health· Care. Also included is information regarding your right to contest the 
Department's appointment of a TM along with the appropriate form to file the petition. 

STATEMENT OF CAUSE AND CONCERNS 

The licensee for Golden Cross Health Care is named 1450 North Fair Oaks LLC. The 
property owner for 1450 N Fair Oaks Ave, Pasadena, CA 91103, is EBDMZR, LLC, 
where Golden Cross Health Care is located. The facilily has 96 licensed skilled nursing 
beds. The current facilily census is 64. 

On May 26, 2020, the Department received a complaint regarding the Licensee's failure 
to provide quality care to residents. During the complaint investigation, the Department 
found that the Licensee is failing to provide sufficient pericare or medication 
documentation and counts, and personal protective equipment (PPE) is not being 
properly worn by staff, in addition to other concerns for the facility and its staffing. D n 
May 27, 2020, at 12:25 am, the survey team returned and continued the Investigation. 
The Department called six immediate jeopardies under the following federal tags: F695, 
F812, F698, F684, F686, and F600 .. 

Center for Health Care Quality, MS 0512 • P.O. Box 997377 • Sacrarrento, CA 95899·'1377 
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The Department has identified the following concerns: 1) insufficient pericare and 
wound management, including one resident not recievlng adequate wound.care putting 
the resident at risk for limb amputation; 2) medication documentation is not being 
completed; 3) medication counts have not been done by two licensed nurses; 4) staff 
are not properly wearing PPE; 5) a blown circuit due to over-use of oxygen devices, 
resulting in a resident becoming hypoxic; 6) fruit flies in the facility; 7) residents not 
receiving adequate water and snacks; 8) a resident was bleeding from a dialysis port 
and had to hold pressure for 30 minutes before help was provided; and 9) registry staff 
are lacking accountability. The immediate need for a·TM is to ensure residents are safe 
and receiving quality care, including medical treatment, medication management, and 
proper nutrition and hydration. In addition, the safety and cleanRness of the facility 
needs to be immediately improved to remove the fruit flies and ensure proper power 
management for oxygen devices. Further, a TM is needed to ensure staff are wearing 
PPE properly and that registry staff are held accountable. 

Consequently, on May 26, 2020, the Department found two Immediate Jeopardy's and 
then on May 27, 2020, the Department found another six Immediate Jeopardy's exist at 
this facility. The Licensee's "noncompliance with one or more requirements of 
participation has caused, or is likely to cause, serious injury, harm, impairment, or death 
to a resident." (See 42 CFR 489.3.). 

Licensee has no plans in place and has not proposed a sufficient plan to provide for the 
continued care of its residents. 

The Department has determined the following: 

1) The residents are not receiving adequate care, putting their health and safety at 
risk through wound management, medication management, facility cleanliness, and 
staff protective gear 

2) Absent the appointment of a TM, the Licensee's failure to provide quality standards 
of care has caused, or is likely to cause, serious injury, harm, impairment or death to 
residents. 

PETITION FOR HEARING 

Pursuant to section 1325.5, subdivision (f), a Licensee inay contest the appointment of 
the TM within 60 days of the date the Statement of Cause and Concerns was malled, by 
filing a petition for an orcler to terminate the appointment of the TM with the Office of 
Administrative Hearings in the Department of General Services (OAH). Enclosed is a 
form and information for your use in requesting a hearing, if you choose to do so. 
Please note that on the same day that the petition is filed with OAH, section 1325.5, 
subdivision (f)(1), provides that you shall also deliver a copy of the petition to OAH to 
the Assistant Deputy Director, Center for Health Care Quality, Scott Vivona, at 1615 
Capitol Avenue, P.O. Box 997377, Mail Stop 0512, Sacramento, California 95899-7413. 



Section 1325.5, subdivision (f), further provides that when the petition is received, OAH 
will set a date and time for the hearing that is within five (50 days, and shall promptly 
notify both you and the Department of the date, time, and place of the hearing. At the. 
hearing, each party may present relevant evidence, pursuant to Government Code 
section 11513. Section 1325.5 requires the administrative law judge to issue a written 
decision on the petition within fJVe (5) business days of the conclusion of the hearing. 
However, the statute provides that the five-day time period for holding the hearing and 
rendering a decision may be extended by agreement of the parties. · 

Section 1325.5, subdivision (f)(3), provides that the administrative law judge shall 
uphold the appointment of the TM if the Department proves, by a preponderance of the 
evidence, that the circumstances specified in section 1325.5, subdivision (c), applied to 
the facility at the time of appointment. If the Department does not present evidence to 
satisfy the burden of proof, the administrative law judge shall terminate the TM 

The decision of the administrative law judge is subject to judicial review as provided in 
Code of Civil Procedure section 1094.5 by the superior court sitting in the county where 
the facility is located. 

Sincerely, 

• Digitally signed by Scott Vivona Scott Vivona oa1e:2020.06.0113:31:33 
-07'00' 

T. Scott Vivona 
Assistant Deputy Director 

cc: Nwamaka Oranusi, District Manager 
Los Angeles District Office 
Licensing & Certification Program 
California Department of Public Health 

Attachments 



' ' Please attach a copy of the Statement of Allegations, Statement of Cause and 
Concerns, and Declaration in Support that were submitted to you by the Department of 
Public Health. 

This Petition should be mailed to the following address: 

Office of Administrative Hearings 
California Department of General Services 
2349 Gateway Oaks Drive, Suite 200 
Sacramento, CA 95833 
916.263.0550 



PETITION FOR HEARING 
FOR ORDER TO TERMINATE THE APPOINTMENT OF A TEMPORARY MANAGER 

UNDER 
SECTION 1325.5 OF THE HEALTH AND SAFETY CODE 

1. Date of Petition: 

2. Petitioner Name: 

3. Petitioner Mailing .Address: 

4. Telephone Number. 

5. Name and Address of Facility where Temporary Manager Imposed: 

6. Facility Telephone Number: 

7. Reason for Petition:* 

8. Legal Basis for Petition:* 

9. Factual Basis for Petition:* 

*Attach additional sheets if necessary. 



SONIA Y. AN Gal, MD, MPH 
Slate PtiJtlc He a Uh CiHcer & D/tecfor 

Sf.ate of California-Health and Human Services Agency 

California Department of Public Health 

GAVIN NEWSOM 
Governor 

ACKNOWLEDGMENT OF RECEIPT OF STATEMENT OF CAUSE AND CONCERNS 

By signing below, I certify that I am an authorized representative of Golden Cross 
Health Care, and I am authorized to both accept and acknowledge receipt of the 
Statement of Cause and Concerns. I was serv•d w' h, and acknowledge receipt of, the 
Statement of Cause and Concerns, dated a C o'J,- JA> , on the date indicated 
below. 

-
of Golden Cross Health Care, representative 

Mailing address of Golden Cross Health Care representative: 

/tf,(l) 14rf~ ~;'~G!JA/:::< rfil e11~ 
p4,??fd.t?-lld__,_ Cd: t?//cf3 

( 

-----.. ·-··---·-----------
Telephone: 

Email: 

Centerior Health Care Quality, MS 0512. P.O. Box997377 • Sacramento,CA95899-7377 
(916)324-6630 • (916) 324·4820FAX 

Internet Address: www .cdph.cm 



SONIA Y.ANGELl, MD, MPH 
Stat• Public i/eallh Officer & Director 

June 2, 2020 

State ofCalifornia-Heallh and Human Services Agency 

California Department of Public Health 

HAND-DELIVERED 

Jose Arevalo, Administrator 
Golden Cross Health Care 
1450 N Fair Oaks Ave 
Pasadena, CA 91103 

Dear Mr. Arevalo: 

NOTIFICATION OF TEMPORARY MANAGEMENT APPOINTMENT 

GAVIN NEWSOM 
Governor 

By this letter, the California Department of Public Health (Department) is notifying you 
that it is appointing a Temporary Manager (TM) under Health and Safety Code section 
1325.5 for Golden Cross Health Care, a skilled nursing facility licensed by the 
Department. The Department found that the "residents of the long-term health care 
facility are in immediate danger of death or permanent injury by virtue of the failure of 
the facility to comply with federal or state requirements applicable to the operation of the 
facility." 

The Department also found that "as a result of the change in the status of the license or 
operation of a long-term care facility, the facility is required to comply with section 
1336.2, but that it is failing to comply with section 1336.2," and "the facility is unwilling or 
unable to meetthe requirements of section 1336.2." 

This appointment is effective June 2, 2020. 

This letter also contains the Statement of Allegations required by section 1325.5, 
subdivision (e)(2). 

BACKGROUND 

1450 North Fair Oaks LLC, is the licensee for Golden Cross Health Care. EBDMZR, 
LLC, is the property owner for 1450 N Fair Oaks Ave, Pasadena, CA 91103, where 
Golden Cross Health Care is located. The facility has 96 lice11sed skilled nursing beds. 
The current facility census is 64. 

Center for Health Care Quality, MS 0512 • P.O. Box 997377 • Sacramento, CA 95899-7377 
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On May 26, 2020, the Department received a complaint regarding the Licnesee's failure 
to provide quality care to residents. During the complaint investigation, the Department 
found that the Licensee is failing to provide sufficient pericare or medication 
documentation and counts, and staff is not properly wearing personal protecetive 
equipment (PPE), in addition to other concerns the facllity and its staffing. 

The Department has identified the following concerns: 1) insufficient pericare and 
wound management, including one resident not recieving adequate wound care putting 
the resident at risk for limb amputation; 2) medication documentation is not being 
completed; 3) medication counts have not been done with two licensed nurses; 4) staff 
is not properly wearing PPE; 5) a blown circuit due to over-use of oxygen devices, 
resulting in a resident becoming hypoxic; 6) fruit flies in the facility; 7) residents not 
receiving adequate water and snacks; and 8) registry staff lacking accountability. The 
immediate need for a TM is to ensure residents are safe and receiving quality care, 
including medical treatment, medication management, and proper nutritiation and 
hydration. In addition, the safety and cleaniness of the facility needs to be immediately 
improved to remove the fruit flies and ensure proper power management for oxygen 
devices. Further, a TM is needed to ensure staff is wearing PPE properly and that 
registry staff is held accountable. 

Consequently, on May 26, 2020, the Department found that Immediate Jeopardy exists 
at this facility. The Licensee's "noncompliance with one or more requirements of 
participation has caused, or is likely to cause, serious injury, harm, impairment, or death 
to a resident." (See 42 CFR 489.3.). 

Licensee has no plans in place and has not proposed a sufficient plan to provide for the 
continued care of its residents. 

The Department has determined the following: 

1) The residents are not receiving adequate care, putting their health and safely at 
risk through wound management, medication management, facility cleanliness, and 
staff protective gear, and· 

2) Absent the appointment of a TM, the Licensee's failure to provide quality standards 
of care has caused, or is likely to cause, serious injury, harm, impairment or death to 
residents. 

STATEMENT OF ALLEGATIONS 

The Licensee cannot continue to care for the residents. 

Due to the Licensee's inability to provide quality care to residents, provide a clean a 
safe facility, and ensure staff is accountable and properly wearing protective gear, the 



Licensee has failed to meet professional standards of care for residents and 
necessitates the appointment of a TM to protect the residents. 

You will be provided with a Formal Statement of Cause and Concerns as required in 
section 1325.5, subdivision (e)(2), within 48 hours of the appointment of the TM's 
appointment. 

Sincerely, 

Scott Vivona 
Scott Vivona 

Digitally signed by Scott Vivona 
Date: 2020.06.01 13:35:01 -07'00' 

Assistant Deputy Director 

cc: Nwamaka Oranusi, District Manager 
Los Angeles District Office 
Licensing & Certification Program 
California Department of Public Health 



SONJA Y. AN Ga~ MO, MPH 
State PwlloHeallh CY!cer&Dlrootor 

State of California-Health and Human Services Agency 

California Department of Public Health 

ACKNOWLEDGMENT OF RECEIPT OF NOTIFICATION OF APPOINTMENT OF 
TEMPORARY MANAGER 

fl 
GAVIN NEWSOM 

Governor 

By signing below, I certify that I am an authorized representative of Golden Cross 
Health Center, and have authority to both accept and acknowlJ?~ipt of the 
~ ~ati~ ARPointment of Temporary Manager, dated OG 'J ~On 

~Y--~ W at .l./!.!l[_a.m., a representative of the Cblifornia Department of 
Public Health served, and I received, the Notification of Appointment of Temporary 
Manager addressed to Golden Cross Health Care 

Mailing address of Golden Cross Health Care, representative: 

· ;c.;ro f.lov-1/.i &•0,q/::f. 41,e,r;1Jv 
'fl;fa/efl~; ct-: t/lfog 

·-------.. ···--
Centerior Health Care Quality, MS 0512 • P.O. Box 997377 • Sacramento, CA 95899-7377 

(916) 324-6630 • (916) 324-4820 FAX 
Internet Address: www .cdoh.CiJ..9QY 



1 

2 

DECLARATION OFT. SCOTT VIVONA 

3 I, T. Scott Vivona, declare as follows: 

4 

5 I am currently employed as the Assistant Deputy Director, Center of Health Care 

6 Quality, by the California Department of Public Health (CDPH). I currently oversee the 

7 management and supervision of the Licensing and Certification Field Operations which is 

8 

9 
primarily responsible for ensuring that health care facilities, including skilled nursing 

10 
facilities, comply with State licensing laws. As the state survey agency acting for the 

11 Centers for Medicare and Medicaid Services, CDPH Licensing and Certification is also 

12 responsible for certifying that health care facilities that receive Medicare and Medicaid 

13 
payments meet federal participation requirements. 

14 

15 
If called upon to testify, I could competently testify to the following facts as they are 

16 personally known to me. 

17 I am designated to act on behalf of the Director of CDPH for the purposes of 

18 appointing a Temporary llllanager (TM} under Health and Safety Code section 1325.5. 

19 
have reviewed and concur with the Statement of Cause and Concerns and support the 

20 

21 
appointment of a TM at Golden Cross Health Care at 1450 N Fair Oaks Ave, Pasadena, 

22 California 91103. 

23 
I declare under penalty of perjury under the laws of the State of California, that the 

24 

25 
foregoing is true and correct of my own knowledge, except for those statements that are 

26 alleged on information and belief, and as to those statements, I am informed and belie.ve 

27 that they are correct and true. 

28 

-1-
DE CLARA llON OFT. SCOlT VIVONA 
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Executed this 1st the day of June, 2020 at Sacramento, CA 

S tt V• Digitally signed by Scott Vivona 
By: co rvona Dote:2020.06.0113:34:15·07'00' 

T. Scott Vivona 
Assistant Deputy Director 
Center for Health Care Quality 
California Department of Public Health 

-2-
DECLARATION OFT. SCOTT VIVONA 



SONIA Y. ANGELL, MD, MPH 
State Public Hoall/1 Officer & Director 

June 3, 2020 

State of California-Health and Human Services Agency 

California Department of Public Health 

HAND-DELIVERED 

Jose Arevalo, Administrator 
Golden Cross Health Care 
1450 N Fair Oaks Ave 
Pasadema, CA 91103 

Re: Amended Statement of Cause and Concerns 

Dear Mr. Arevalo: 

GAVIN NEWSOM 
Governor 

. On June 2, 2020, The California Department of Public Health (Department) appointed a 
temporary manager (TM) at Golden Cross Health Care and provided you with a 
statement of cause and concerns and supporting documentation. Pursuant to the 
requirements of Health and Safety Code section 1325.5, subdivision (e)(2), the 
Department is providing you with an amended Statement of Cause and Concerns and 
supporting declaration that specifies the factual and legal bases for the Department's 
appointment of a temporary manager (TM) to Golden Cross Health Care. Also included 
is information regarding your right to contest the Department's appointment of a TM 
along with the appropriate form to file the petition. 

STATEMENT OF CAUSE AND CONCERNS 

The Licensee for Golden cross Health Care is named 1450 North Fair Oaks LLC. The 
property owner for 1450 N Fair Oaks Ave, Pasadena, CA 91103, is EBDMZR, LLC, 
where Golden Cross Health Care is located. The facility has 96 licensed skilled nursing 
beds. The current facility census is 64. 

On May 15, 2020, the Department found three Immediate Jeopardies, two for infection 
control and one for pharmacy services. The Department found that the Licensee failed 
to administer medications as ordered by the physician, failed to document medication 
and counts, and staff failed to properly wear personal protective equipment (PPE), in 
addition to other concerns including infection control training and staffing concerns. 

Canter for Health Care Quality, MS 0512 • P.O. Box 997377 • Sacramento, CA 95899-7377 
(916) 324-6630 • (916) 324-4820 FAX 

Internet Address: www.cdph.ca gov 



Then, on May 26, 2020, the Department received a complaint regarding the Licensee's 
failure to provide quality care to residents. On May 27, 2020, during the complaint 
investigation, the Department called six Immediate Jeopardies under the following 
areas: pressure care and wound management, dialysis, medi<;ation management, 
neglect, oxygen not provided as ordered by the physician, and the food prepararation 
~rea was not maintained in a safe and sanitary manner. (Federal tags: F695, F812, 
F698, F684, F686, and F600.) 

Based upon the above, the Department has identified the following concerns: 1) 
insufficient wound management, including one resident not recieving adequate wound 
care putting the resident at risk for limb amputation; 2) medication documentation not 
being completed; 3) medication counts were not done by two licensed nurses; 4) staff 
not properly wearing PPE; 5) a blown circuit due to over-use of oxygen devices, 
resulting in a resident becoming hypoxic; 6) food preparation is unsanitary with fruit flies 
in the food area; 7) residents not receiving adequate water and snacks; 8) a resident 
bleeding from a dialysis port and holding pressure for 30 minutes before help was 
provided; 9) three residents were neglected when they did not receive showers for two 
weeks and were not provided with clean clothes and linens; and 10) registry staff are 
Jacking accountability. The immediate need for a TM is to ensure residents are safe and 
receiving quality care, including medical treatment, medication management, and 
proper nutrition and hydration. In addition, the safety and cleanliness of the facility 
needs to be Immediately improved to remove the fruit flies and ensure proper power 
management for oxygen devices. Further, a TM is needed to ensure staff are wearing 
PPE properly and that regist,Y staff are held accountable. 

Consequently, on May 15, 2020, the Department found three Immediate Jeopardies, 
which were abated on May 22, 2020. On May 27, 2020, the Department found another 
six Immediate Jeopardyies, which were unabated and the plan of actions were not 
accepted. The Department conducted an exit conference on May 28, 2020, and the 
facility was given a continued non-compliance with federal regulations. The Licensee's 
"noncompliance with one or more requirements of participation has caused, or is likely 
to cause, serious injury, harm, impairment, or death to a resident." (See 42 CFR 489.3). 

Licensee has no plans in place and has not proposed a sufficient plan to provide for the 
continued care of its residents. 

The Department has determined the following: 

1) The residents are not receiving adequate care which is putting their health and 
safety at risk through .wound management, medication management, facility 
cleanliness for food safety and personal hygien, and infectin control practices related 
to PPE. . 

2) Absent the appointment of a TM, the Licensee's failure to provide quality standards 
of care has caused, or is likely to cause, serious injury, harm, impairment or death to 
residents. 



PETITION FOR HEARING 

Pursuant to section 1325.5, subdivision (f), a Licensee may contest the appointment of 
the TM within 60 days of the date the Statement of Cause and Concerns was malled, by 
filing a petition for an order to terminate the appointment of the TM with the Office of 
Administrative Hearings in the Department of General Services (OAH). Enclosed is a 
form and information for your use in requesting a hearing, If you choose to do so. 
Please note that on the same day that the petition Is filed with OAH, section 1325 .5, 
subdivision (f)(1 ), provides that you shall also deliver a copy of the petition to OAH to 
the Assistant Deputy Director, Center for Health Care Quality, Scott Vivona, at 1615 
Capitol Avenue, P.O. Box 997377, Mail Stop 0512, Sacramento, California 95899-7413. 

Section 1325.5, subdivision (f), further provides that when the petition is received, OAH 
will set a date and time for the hearing that is within five (50 days, and shall promptly 
notify both you and the Department of the date, time, and place of the hearing. At the 
hearing, each party may present relevant evidence, pursuant to Government Code 
section 115.13. Section 1325.5 requires the administrative law judge to issue a written 
decision on the petition within five (5) business days of the conclusion of the hearing. 
However, the statute provides that the five-day time period for holding the hearing and 
rendering a decision may be extended by agreement of the parties. 

Section 1325.5, subdivision (f)(3), provides that the administrative law judge shall 
uphold the appointment of the TM if the Department proves, by a preponderance of the 
evidence, that the circumstances specified In section 1325.5, subdivision (c), applied to 
the facility at the time of appointment. If the Department does not present evidence to 
satisfy the burden of proof, the administrative Jaw judge shall terminate the TM. 

The decision of the administrative law judge is subject to judicial review as provided in 
Code of Civil Procedure section 1094.5 by the superior court sitting In the county where 
the facility is located. 

Sincerely, 

• Digitally signed by Scott Vivona Scott Vivona oa1e:2020.06.0216:ss:26 
-07'00' 

T. Scott Vivona 
Assistant Deputy Director 

cc: Nwamaka Oranusi, District Manager 
Los Angeles District Office 
Licensing & Certification Program 
California Department of Public Health 
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PETITION FOR HEARING 
FOR ORDER TO TERMINATE THE APPOINTMENT OF A TEMPORARY MANAGER 

UNDER 
SECTION 1325.5 OF THE HEALTH AND SAFETY CODE 

1. Date of Petition: 

2. Petitioner Name: 

3. Petitioner Mailing Address: 

4. Telephone Number: 

5. Name and Address of Facility where Temporary Manager Imposed: 

6. Facility Telephone Number: 

7. Reason for Petition:• 

8. Legal Basis for Petition:• 

9. Factual Basis for Petition:• 

*Attach additional sheets if necessary. 



SONIA Y. AN Ga~ MO,MPH 
State Pliillr:HoslUt anaer & Di1Sdor 

State of California-Health and Human Services Agency 

California Department of Public Health 

GAVIN NEWSOM 
Gov&mor 

ACKNOWLEDGMENT OF RECEIPT OF STATEMENT OF CAUSE AND CONCERNS 

By signing below, I certify that I am an authorized representative of Golden Cross 
Health Care, and I am authorized to both accept and acknowledge receipt of the 
Statement of Cause and Concerns. I was serve with and acknowledge receipt of, the 
Statement of Cause and Concerns, dated CJ C: o '.'!> "' , on the date indicated 
below. 

DATED: 

~--Y---_ 
S~~~of Golden Cross Health Care, representative 

Mailing address of Golden Cross Health Care representative: 

111ttJ !i11rfh A?!r c:?._/ffa.i ;ri1e111Jt 
/'lf /,;( ,4.e.vi if L.-~:j 

·-----------•MH< ___ _ 

-------·-··-------
Center for Health Care Quality, MS 0512 11 P.O. Box 997377 .. Sacramento, CA95899H7377 

(916)324-6630 • (916) 324-4820 FAX 
Internet .Address: www .cdph.ca.gov 



SONIA V. ANGELL, MO, MPH 
State Public Health Offfcer & Dfroc/or 

State of California-Health and Human Services Agency 

California Department of Public Health 

June 3, 2020 

HAND-DELIVERED 

Jose Arevalo, Administrator 
Golden Cross Health Care 
1450 N Fair Oaks Ave 
Pasadena, CA 91103 

Dear Mr. Arevalo: 

GAVIN NEWSOM 
Governor 

RE: AMENDED NOTIFICATION OF TEMPORARY MANAGEMENT APPOINTMENT 

On June 2, 2020, The California Department of Public Health (Department) appointed a 
temporary manager (TM) at Golden Cross Health Care and provided you with a 
statement of cause and concerns and supporting documentation. By this amended 
letter, the Department is notifying you that it is appointing a TM under Health and Safety 
Code section 1325.5 for Golden Cross Health Care, a sl<illed nursing facility licensed by 
the Department. The Department found that the "residents of the long-term health care 
facility are in immediate danger of death or permanent injury by virtue of the failure of 
the facility to comply with federal or state requirements applicable to the operation of the 
facility." 

The Department also found that "as a result of the change in the status of the license or 
operation of a long-term care facility, the facility is required to comply with section 
1336.2, but that it is failing to comply with section 1336.2," and "the facility is unwilling or 
unable to meet the requirements of section 1336.2." 

This appointment is effective June 2, 2020. 

This letter also contains the Statement of Allegations required by section 1325.5, 
subdivision (e)(2}. 

BACKGROUND 

The Licensee for Golden Cross Health Care is named 1450 North Fair Oaks LL.<;:. The 
property owner for 1450 N Fair Oaks Ave, Pasadena, CA 91103, is EBDMZR, LLC, 

Center for Health Care Quality, MS 0512 • P.O. Box 997377 • Sacramento, CA 95899-7377 
(916) 324-6630 • (916) 3244820 FAX 

Internet Address: www.cdph._p..<U!Q~ 



where Golden Cross Health Care is located. The facility has 96 licensed skilled nursing 
beds. The current facility census is 64. 

On May 15, 2020, the Department found three Immediate Jeopardies, two for infection 
control and one for pharmacy services. The Department found that the Licensee failed 
to administer medications as ordered by the physician, failed to document medication 
and counts, and staff failed to properly wear personal protective equipment (PPE), in 
addition to other concerns including infection control training and staffing concerns. 

Then, on May 26, 2020, the Department received a complaint regarding the Licensee's 
failure to provide quality care to residents. On May 27, 2020, during the complaint 
investigation, the Department called six Immediate Jeopardies under the following 
areas: pressure care and wound management, dialysis, medication management, 
neglect, oxygen not provided as ordered by the physician, and the food prepararatlon 
area was not maintained in a safe and sanitary manner. (Federal tags: F695, F812, 
F698, F684, F686, and F600.) 

Based upon the above, the Department has identified the following concerns: 1) 
insufficient wound management, including one resident not recieving adequate wound 
care putting the resident at risk for limb amputation; 2) medication documentation not 
being completed; 3) medication.counts were not done by two licensed nurses; 4) staff 
not properly wearing PPE; 5) a blown circuit due to over-use of oxygen devices, 
resulting In a resident becoming hypoxic; 6) food preparation is unsanitary with fruit flies 
in the food area; 7) residents not receiving adequate water and snacks; 8) a resident 
bleeding from a dialysis port and holding pressure for 30 minutes before help was 
provided; 9) three residents were neglected when they did not receive showers for two 
weeks and were ncit provided with clean clothes and linens; and 10) registry staff are 
lacking accountability. The immediate need for a TM Is to ensure residents are safe and 
receiving quality care, including medical treatment, medication management, and 
proper nutrition and hydration. In addition, the safety and cleanliness of the facility 
needs to be immediately improved to remove the fruit flies and ensure proper power 
management for oxygen devices. Further, a TM is needed to ensure staff are wearing 
PPE properly and that registry staff are held accountable. 

Consequently, on May 15, 2020, the Department found three Immediate Jeopardies, 
which were abated on May 22, 2020. On May 27, 2020, the Department found another 
six Immediate Jeopardyles, which were un·abated and the plan of actions were not 
accepted. The Department conducted an exit conference on May 28, 2020, and the 
facility was given a continued non-compliance with federal regulations. The Licensee's 
"noncompliance with one or more requirements of participation has caused, or Is likely 
to cause, serious injury, harm, impairment, or death to a resident." (See 42 CFR 489.3). 

Licensee has no plans in place and has not proposed a sufficient plan to provide for the 
continued care of its residents. 

The Department has determined the following: 



1) The residents are not receiving adequate care which is putting their health and 
safety at risk through wound management, medication management, facility 
cleanliness for food safety and personal hygien, and infectin control practices related 
to PPE. 

2) Absent the appointment of a TM, the Licensee's failure to provide quality standards 
of care has caused, or is likely to cause, serious injury, harm, impairment or death to 
residents. 

STATEMENT OF ALLEGATIONS 

The Licensee cannot continue to care for the residents. 

Due to the Licensee's Inability to provide quality care to residents, provide a clean a 
safe facility, and ensure staff is accountable and properly wearing protective gear, the 
Licensee has failed to meet professional standards of care for residents and 
necessitates the appointment of a TM to protect the residents. 

You will.be provided with a Formal Statement of Cause and Concerns as required in 
section 1325.5, subdivision (e)(2), within 48 hours of the appointment of the TM's 
appointment. · 

Sincerely, 

Scott V·ivona m9r1a11y•ron•dbyscottl'ivono 
Data: 2020.06.02 16:56:37-07'00' 

Scott Vivona 
Assistant Deputy Director 

cc: Nwamaka Oranusi, District Manager 
Los Angeles District Office 
Licensing & Certification Program 
California Department of Public Health 



SONIA Y. ANG a~ MO, MPH 
S/a/9 PcbHcHealUi Ct6cer& Dhedor 

Slate of California-Heallh and Human Services Agency 

California Department of Public Health 

ACKNOWLEDGMENT OF RECEIPT OF NOTIFICATION OF APPOINTMENT OF 
TEMPORARY MANAGER 

GAVIN NEWSOM 
Governor 

By signing below, I certify that I am an authorized representative of Golden Cross 
Health Center, and have authority to both accept and acknowledfJe :c.eipt of the 
Notifica ion o Appointment of Temporary Manager, dated Orf,~ . On 

C> 0 _.g ·? o at .L!. -S1tp.m., a representative of the California Department of 
Public Heath served, and I reil'eived, the Notification of Appointment o!Temporary 
Manager addressed to Golden Cross Health Care 

DATED: ol/co/w ' l _M_,_M 

-==:a::±::::::: 
Si ature of Golden Cross Health Care, representative 

/ 

Mailing address of Golden Cross Health Care, representative: 

I if TO /'ICJr-/h f4 fr '!Ja/a. ;ft)NitA 

ps>r4''21L~ !Zif 1,f'?l5 

---------·------
Telephone: (0/&i Jct' 1-/fl(f';J 
Email: -J-(J..t__!CgtCJ/dP(l~(,2..f,;t(MC:?r.e.~ CR>lr) 

Center for Health Care Quality, MS 0512 • P.O. Box 997377 • Sacramento, CA95899w7377 
(916)324-6630 • (916) 324-4820 FAX 

Internet Address; www.cdotwf.m 



1 

2 

DECLARATION OFT. SCOTT VIVONA 
\ 

3 I, T. Scott Vivona, declare as follows: 

4 

5 I am currently employed as the Assistant Deputy Director, Center of Health Care 

6 Quality, by the California Department of Public Health (CDPH). I currently oversee the 

7 management and supervision of the Licensing and Certification Field Operations which is 
8 

primarily responsible for ensuring that health care facilities, including skilled nursing 
9 

10 facilities, comply with State licensing laws. As the state survey agency acting for the 

11 

12 

13 

14 

15 

Centers for Medicare and Medicaid Services, CDPH Licensing and Certification is also 

responsible for certifying that health care facilities that receive Medicare and Medicaid 

payments meet federal participation requirements. 

If called upon to testify, I could competently testify to the following facts as they are 

16 personally known to me. 

17 I am designated to act on behalf of the Director of CDPH for the purposes of 

18 appointing a Temporary Manager (TM) under Health and Safety Code section 1325.5. 

19 

20 

21 

have reviewed and concur with the Amended Statement of Cause and Concerns and 

support the appointment of a TM at Golden Cross Health Care at 1450 N Fair Oaks Ave, 

22 Pasadena, California 91103. 

23 

24 
I declare under penalty of perjury under the laws of the State of California, that the 

25 foregoing is true and correct of my own knowledge, except for those statements that are 

26 alleged on information and belief, and as to those statements, I am informed and believe 

27 that they are correct and true. 

28 

-1-
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1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

Executed this the 2nd day of June, 2020 at Sacramento, CA. 
' 

S tt V• OigitallyslgnedbyScottVJvona 
By: co 1vona oa1e:2020.00.0216:s4:44-01·00' 

T. Scott Vivona 
Assistant Deputy Director 
Center for Health Care Quality 
California Department of Public Health 
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SONIA Y. ANGELL, MD, MPH 
Slate Pub/le Health Officer & Dilficlor 

June 10, 2020 

State of California-Health and Human Services Agency 

California Department of Public Health 

HAND-DELIVERED 

Jose Arevalo, Administrator 
Golden Cross Health Care 
1450 N Fair Oaks Ave 
Pasadema, CA 91103 

Re: Amended Statement of Cause and Concerns 

Dear Mr. Arevalo: 

GAVIN NEWSOM 
Governor 

On June 2, 2020, The California Department of Public Health (Department) appointed a 
temporary manager {TM) at Golden Cross Health Care and provided you with a 
statement of cause and concerns and supporting documentation. Pursuant to the 
requirements of Health and Safety Code section 1325.5, subdivision (e)(2), the 
Department is providing you with an amended Statement of Cause and Concerns and 
supporting declaration that specifies the factual and legal bases for the Department's 
appointment of a temporary manager (TM) to Golden Cross Health Care. Also included 
is information regarding your right to contest the Department's appointment of a TM 
along with the appropriate form to file the petition. 

STATEMENT OF CAUSE AND CONCERNS 

The Licensee for Golden Cross Health Care is named 1450 North Fair Oaks LLC. The 
property owner for 1450 N Fair Oaks Ave, Pasadena, CA 91103, is EBDMZR, LLC, 
where Golden Cross Health Care is located. The facility has 96 licensed skilled nursing 
beds. The current facility census is 64. 

On May 15, 2020, the Department found three Immediate Jeopardies, two for infection 
control and one for pharmacy services. The Department found that the Licensee failed 
to administer medications as ordered by the physician, failed to document medication 
and counts, and staff failed to properly wear personal protective equipment (PPE), in 
addition to other concerns including infection control training and staffing concerns. 

Center for Health Care Quality, MS 0512 • P.O. Box 997377 • Sacramento, CA 95899-7377 
(916) 324-6630 • (916) 324-4820 FAX 

lnternetAddress:www.cdoh.ca.gov 



Then, on May 26, 2020, the Department received a complaint regarding the Licensee's 
failure to provide quality care to residents. On May 27, 2020, during the complaint 
investigation, the Department called six Immediate Jeopardies under the following 
areas: pressure care and wound management, dialysis, medication management, 
neglect, oxygen not provided as ordered by the physician, and the food prepararation 
area was not maintained in a safe and sanitary manner (Federal tags: F695, F812, 
F698, F684, F686, and F600.) 

Based upon the above, the Department has identified the following concerns: 1) 
insufficient wound management, including one resident not recieving adequate wound 
care putting the resident at risk for limb amputation; 2) medication documentation not 
being completed; 3) medication counts were not done by two licensed nurses; 4) staff 
not properly wearing PPE; 5) a blown circuit due to over-use of oxygen devices, 
resulting in a resident becoming hypoxic; 6) food preparation is unsanitary with fruit flies 
in the food area; 7) residents not receiving adequate water and snacks; 8) a resident 
bleeding from a dialysis port and holding pressure for 30 minutes before help was 
provided; 9) three residents were neglected when they did not receive showers for two 
weeks and were not provided with clean clothes and linens; and 10) registry staff are 
lacking accountability. The immediate need for a TM is to ensure residents are safe and 
receiving quality care, including medical treatment, medication management, and 
proper nutrition and hydration. In addition, the safety and cleanliness of the facility 
needs to be immediately improved to remove the fruit flies and ensure proper power 
management for oxygen devices. Further, a TM is needed to ensure staff are wearing 
PPE properly and that registry staff are held accountable. 

Consequently, on May 15, 2020, the Department found three Immediate Jeopardy's, 
which were abated on May 22, 2020. On May 27, 2020, the Department found another 
six Immediate Jeopardy's exist, which were unabated and the plan of actions were not 
accepted. The Department conducted an exit conference on May 28, 2020, and the 
facility was given a continued non-compliance with federal regulations. The Licensee's 
"noncompliance with one or more requirements of participation has caused, or is likely 
to cause, serious injury, harm, impairment, or death to a resident." (See 42 CFR 489.3). 

Licensee has no plans in place and has not proposed a sufficient plan to provide for the 
continued care of its residents. 

The Department has determined the following: 

1) The residents are not receiving adequate care which is putting their health and 
safety at risk through wound management, medication management, facility 
cleanliness for food safety and personal hygien, and infectin control practices related 
to PPE. 

2) Absent the appointment of a TM, the Licensee's failure to provide quality standards 
of care has caused, or is likely to cause, serious injury, harm, impairment or death to 
residents. 



PETITION FOR HEARING 

Pursuant to section 1325.5, subdivision (f), a Licensee may contest the appointment of 
the TM within 60 days of the date the Statement of Cause and Concerns was mailed, by 
filing a petition for an order to terminate the appointment of the TM with the Office of 
Administrative Hearings and Appeals in the Department of Health Care Services 
General Services (OAHA), as required by the Department's contract with OAHA. 
Enclosed is a form and information for your use in requesting a hearing, if you choose to 
do so. Please note that on the same day that the petition is filed with OAHA, section 
1325.5, subdivision (f)(1), provides that you shall also deliver a copy of the petition to 
the Assistant Deputy Director, Center for Health Care Quality, Scott Vivona, at 1615 
Capitol Avenue, P.O. Box 997377, Mail Stop 0512, Sacramento, California 95899-7413. 

Section 1325.5, subdivision (f), further provides that when the petition is received, 
OAHA will set a date and time for the hearing that is within five (5) days, and shall 
promptly notify both you and the Department of the date, time, and place of the hearing. 
At the hearing, each party may present relevant evidence, pursuantto Government 
Code section 11513. Section 1325.5 requires the administrative law judge to issue a 
written decision on the petition within five (5) business days of the conclusion of the 
hearing. However, the statute provides that the five-day time period for holding the 
hearing and rendering a decision may be extended by agreement of the parties. 

Section 1325.5, subdivision (f)(3), provides that the administrative law judge shall 
uphold the appointment of the TM if the Department proves, by a preponderance of the 
evidence, that the circumstances specified in section 1325.5, subdivision (c), applied to 
the facility at the time of appointment. If the Department does not present evidence to 
satisfy the burden of proof, the administrative law judge shall terminate the TM. 

The decision of the administrative law judge is subject to judicial review as provided in 
Code of Civil Procedure section 1094.5 by the superior court sitting in the county where 
the facility is located. 

Sincerely, 

Scott Vivona 
T. Scott Vivona 
Assistant Deputy Director 

Digitally signed by Scott Vivona 
Date: 2020.06.10 16:34:17 -07'00' 

cc: Nwamaka Oranusi, District Manager 
Los Angeles District Office 
Licensing & Certification Program 
California Department of Public Health 

Attachments 



Please attach a copy of the Statement of Allegations, Statement of Cause and 
Concerns, and Declaration in Support that were submitted to you by the Department of 
Public Health. 

This Petition should be mailed to the following address: 

Office of Administrative Hearings and Appeals 
California Department of Health Care Services 
3831 N. Freeway Blvd., Suite 200 
Sacramento, CA 95834 
916-322-5603 



PETITION FOR HEARING 
FOR ORDER TO TERMINATE THE APPOINTMENT OF A TEMPORARY MANAGER 

UNDER 
SECTION 1325.5 OF THE HEAL TH AND SAFETY CODE 

1. Date of Petition: 

2. Petitioner Name: 

3. Petitioner Mailing Address: 

4. Telephone Number: 

5. Name and Address of Facility where Temporary Manager Imposed: 

6. Facility Telephone Number: 

7. Reason for Petition:* 

8. Legal Basis for Petition:* 

9. Factual Basis for Petition:* 

*Attach additional sheets if necessary. 



Exhibit F 



1 

2 

DECLARATION OF KAREN LAPCEWICH 

3 I, Karen Lapcewich, declare as follows: 

4 1. On June 2, 2020, the California Department of Public Health (CDPH) appointed 

5 me as the Temporary Manager (TM) for Golden Cross Health Care, at 1450 N Fair Oaks 

6 

7 
Ave, Pasadena, California, 91103. As SLICh, I oversee the management and operation of 

8 
Golden Cross Health Care and am acting as the facility's administrator pursuant to Health 

9 and Safety Code section 1325.5. If called upon to testify, I could and would competently 

10 testify to the following facts as they are personally known to me. 

11 

12 

13 

2. There are numerous ongoing and serious quality of care issues at Golden Cross. 

For example, an outside nurse consultant identified that at least 13 residents are 

14 suffering from dehydration because there is no existing hydration program monitoring. 

15 Outside consultants and I, as TM, have had to provide intravenous (IV) hydration. To 

16 date, the facility has not initiated the IVs. Before I was.appointed as TM, staff was not 

17 
timely providing water to patients throughout the day. 

18 

19 
3. Additionally, there is no skin management program to prevent residents from 

20 getting pressure ulcers. There are no preventative measures for skin break down 

21 including proper care planning and pressure relieving devices to address ongoing 

22 pressure ulcer problems. And residents are not being turned on a regular basis. 

23 

24 
Consequently, residents are continuing to develop pressure ulcers and existing ones are 

25 
worsening. 

26 4. Similarly, residents are not changed and often lay in their urine for hours. 

27 

28 

·1" 
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1 
5. There is no current maintenance manager and no logs or maintenance program 

2 could be provided when sought. Of concern is the air filter system, which is not working 

3 

4 

5 

properly, and dirt and heavy dust were observed on facility air vents. 

6. Overall infection control is also of grave concern. Not only is there is no basic 

functioning infection operational control program, but there is also not one specific to 
6 

7 COVID-19. Thus, there are infection control issues related to donning and doffing 

8 personal protective equipment (PPE), handwashing, cross-contamination, and food 

9 transport. Moreover, there is no basic infection surveillance tracking and trending, no 

10 

11 
COVID-19 surveillance and tracking, and staff are moving in and out of red and green 

12 
zones (COVID-19 positive and negative areas) without taking the proper precautions. 

13 

14 

15 

16 

17 

7. The facility is not addressing or preventing resident abuse by the facility staff. 

Bruises are not being investigated or reported, so incident reports are not being 

generated to understand the origin of the injuries. Cases of abuse are not reported timely, 

investigated, and are difficult to prevent. This includes the recent alleged physical abuse 

18 
where a staff member allegedly slapped and pushed a resident into his bed. The owner 

19 and director of nursing were notified of this event shortly after it occurred. They did not 

20 

21 

22 

report the event within two hours, and they allowed the staff to continue working through 

the shift. The staff member was not taken off the schedule and returned the next day. 

The police were not notified until several days later. I provided the information to the 
23 

24 police rather than the facility reporting the incident. To date there has been no 

25 investigation, no notes in the patient's chart of the events, and no incident report has 

26 been generated. 
27 

28 

-2-
DECLARATION OF KAREN LAPCEWICH--



1 8. There is no weight management program. Approximately 90 percent of residents 

2 have recently lost weight. The dietary department is not following menus or portion 

3 control. Also, it was observed that staff remove meals from the residents prior to the 

4 
resident completing the meal and are not allowing the residents to eat their entire meal. 

5 

6 
Residents were not offered evening snacks, so the Ca!Mat team (Medical Assistance 

7 Teams (CAL-MATs) are a group of highly trained medical professionals and other 

8 specialists organized and coordinated by the State Emergency Medical Services 

9 Authority (EMSA) for rapid field medical response in disasters) have been assisting by 
10 

11 

12 

preparing snacks for residents because the facility failed to address this issue. 

9. There is inadequate supervision of patients. One resident has been identified as a 

13 risk for elopement. The resident's care plan is clearly not effective to prevent this resident 

14 from eloping. The National Guard (brought in after CalMat was demobilized) found the 

15 

16 

17 

resident just before the resident ran into the street. 

1 O. Nurses are failing to identify when a resident has a change of condition and failing 

18 to report a change of condition. 

19 11. The facility is not conducting interdisciplinary team care plan meetings to meet 

20 and address the residents' needs. 

21 

22 
12. There is no full-time staff developer working during day hours to conduct in-

service trainings and monitor staff. 
23 

24 

25 

26 

27 

28 

13. The Registered Nurse Supervisor's keys are left out and unsupervised. These 

keys include those that secure the narcotics. 

14. There is no existing activity program. Though COVID-19 may prevent community 

activities and room visits, activities can still be easily scheduled for residents. Residents 

-3-
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1 
just watched TV all day with nothing to do and remain isolated. 

2 15. There is no Quality Assessment and Improvement Program or even basic quality 

3 assurance. 

4 

5 
I declare under penalty of perjury under the laws of the State of California, that the 

foregoing is true and correct of my own knowledge. 
6 

7 Executed on June 10, 2020, in Pasadena, California. 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

aren Lapcewich 
Temporary Manager 
Principal 
Greater Vision Healthcare Services 
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BEFORE THE 
DEPARTMENT OF PUBLIC HEAL TH 

In the Matter of the Accusation Against: 

GOLDEN CROSS HEAL TH CARE 

1450 N. Fair Oaks Avenue 
Pasadena, CA 91103 

License Number: 970000082 
Facility ID: 970000171 

Res ondent. 

CDPH Case No.: 20-AL-LNC-39848 

NOTICE OF DEFENSE 

By signing below, I acknowledge receipt of a copy of the Statement to Respondent, Accusation, 
Government Code sections 11507.5, 11507.6, and 11507.7 and this Notice of Defense. I hereby 
request a hearing in this proceeding to permit me to present my defense to the charges. 

DATED: ~~~~~~ 
Respondent: 

Mailing address of Respondent: 

Telephone: 

Email: 

( ) I will not be represented by counsel. 

( ) I will be represented by counsel. 
My counsel's name, address and telephone number are: 

Telephone: 

Email: 



COPY OF GOVERNMENT CODE SECTIONS 11507.5, 11507.6AND 11507.7 PURSUANT TO 
GOVERNMENT CODE SECTIONS 11504 AND 11505 

11507.5 Discovery; exclusive provisions 

The provisions of Section 11507.6 provide the exclusive right to and method of 
discovery as to any proceeding governed by this chapter. 

11507.6 Request for discovery; statements; writings; investigative reports 

After initiation of a proceeding in which a respondent or other party is entitled to a 
hearing on the merits, a party, upon written request made to another party, prior to the hearing 
and within 30 days after service by the agency of the initial pleading or within 15 days after the 
service of an additional pleading, is entitled to (1) obtain the names and addresses of witnesses 
to the extent known to the other party, including, but not limited to, those intended to be called to 
testify at the hearing, and (2) inspect and make a copy of any of the following in the possession 
or custody or under the control of the other party: 

(a) A statement of a person, other than the respondent, named in the initial 
administrative pleading, or in any additional pleading, when ii is claimed that the 
act or omission of the respondent as to this person is the basis for the 
administrative proceeding; 

(b) A statement pertaining to the subject matter of the proceeding made by any party 
to another party or person; 

(c) Statements of witnesses then proposed to be called by the party and of other 
persons having personal knowledge of the acts, omissions or events which are 
the basis for the proceeding, not included in (a) or (b) above; 

(d} All writings, including, but not limited to, reports of mental, physical and blood 
examinations and things which the party then proposes to offer in evidence; 

( e) Any other writing or thing which is relevant and which would be admissible in 
evidence; 

(f) Investigative reports made by or on behalf of the agency or other party pertaining 
to the subject matter of the proceeding, to the extent that these reports (1) 
contain the names and addresses of witnesses or of persons having personal 
knowledge of the acts, omissions or events which are the basis for the 
proceeding, or (2) reflect matters perceived by the investigator in the course of 
his or her investigation, or (3) contain or include by attachment any statement or 
writing described in (a) to (e), inclusive, or summary thereof. 

For the purpose of this section, "statements" include written statements by the person 
signed or otherwise authenticated by him or her, stenographic, mechanical, electrical or other 
recordings, or transcripts thereof, of oral statements by the person, and written reports or 
summaries of these oral statements. 



Nothing in this section shall authorize the inspection or copying of any writing or thing 
which is privileged from disclosure by law or otherwise made confidential or protected as the 
attorney's work product. 

11507.7 Motion to compel discovery 

(a) Any party claiming the party's request for discovery pursuant to Section 11507.6 has 
not been complied with may serve and file with the administrative law judge a motion to compel 
discovery, naming as respondent the party refusing or failing to comply with Section 11507.6. 
The motion shall state facts showing the respondent party failed or refused to comply with 
Section 11507.6, a description of the matters sought to be discovered, the reason or reasons 
why the matter is discoverable under that section, that a reasonable and good faith attempt to 
contact the respondent for an informal resolution of the issue has been made, and the ground or 
grounds of respondent's refusal so far as known to the moving party. 

(b) The motion shall be served upon respondent party and filed within 15 days after the 
respondent party first evidenced failure or refusal to comply with Section 11507.6 or within 30 
days after request was made and the party has failed to reply to the request, or within another 
time provided by stipulation, whichever period is longer. 

( c) The hearing on the motion to compel discovery shall be held within 15 days after the 
motion is made, or a later time that the administrative law judge may on the judge's own motion 
for good cause determine. The respondent party shall have the right to serve and file a written 
answer or other response to the motion before or at the time of the hearing. 

(d) Where the matter sought to be discovered is under the custody or control of the 
respondent party and the respondent party asserts that the matter is not a discoverable matter 
under the provisions of Section 11507.6, or is privileged against disclosure under those 
provisions, the administrative law judge may order lodged with it matters provided in subdivision 
(b) of Section 915 of the Evidence Code and examine the matters in accordance with its 
provisions. 

(e) The administrative law judge shall decide the case on the matters examined in 
camera, the papers filed by the parties, and such oral argument and additional evidence as the 
administrative law judge may allow. 

(f) Unless otherwise stipulated by the parties, the administrative law judge shall no later 
than 15 days after the hearing make its order denying or granting the motion. The order shall be 
in writing setting forth the matters the moving party is entitled to discover under Section 
11507.6. A copy of the order shall forthwith be served by mail by the administrative law judge 
upon the parties. Where the order grants the motion in whole or in part, the order shall not 
become effective until 10 days after the date the order is served. Where the order denies relief 
to the moving party, the order shall be effective on the date it is served. 

***END*** 



DECLARATION OF SERVICE 
PROOF OF SERVICE 

Golden Cross Health Care 
CDPH Case No. 20-AL-LNC-39848 

I declare that I am employed in the County of Sacramento, California. I am over the 
age of eighteen years and not a party to the within cause. My business address is 1415 L 
Street, Suite 500, Sacramento, California 95814. 

On the date indicated below, I served the forgoing document(s) described as: 

TEMPORARY SUSPENSION ORDER, ACCUSATION, NOTICE OF DEFENSE, AND 
GOVERNMENT CODE SECTIONS 11507.5, 11507.6 AND 11507.7 

on the interested parties in this action, in a sealed envelope addressed as follows: 

Joseph R. LaMagna 
Stanton J. Stock 
Hooper, Lundy & Bookman, P.C 
101 W. Broadway, Suite 1200 
San Dieqo, CA 92101-8214 

[ ] BY MAIL: I am readily familiar with California Department of Public Health's 
practice of collection and processing mail. Under the practice, it would be 
deposited with U.S. Postal Service on the same day with postage thereon fully 
prepaid at Sacramento, California in the ordinary course of business. I am aware 
that on Motion of the party served, service is presumed invalid if postal cancellation 
date or postage meter date is more than one day after date of deposit for mailing in 
affidavit. Said envelope was placed, on this date, in the California Department of 
Public Health mail system to be processed, and deposited in the United States Mail 
at Sacramento, CA, with postage thereon fully prepaid. 

[X] BY OTHER SERVICE: I caused such envelope(s) to be delivered to the office of 
the addressee(s) listed above by: 
[X] Certified Mail Return Receipt Requested Parcel No.: 7018 3090 0000 5242 5440 
[ ] Overnight Delivery (GSO/FedEx) 
[X] Electronic Mail Delivery (By Agreement) 

[ ] PERSONAL SERVICE: By delivering by hand and leaving a true copy with the 
person(s) and/or secretary at the above listed address( es). 

I declare under penalty of perjury under the laws of the State of California that the 
above is true and correct. Executed and served on June 10, 2020, at Sacramento, 
California. 

Britney Toft 
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PASADENA PERMIT CENTER 
www.cityofpasadena.neUpermitcenter 

REQUEST FOR APPEAL _] 

APPLICATION INFORMATION 

Project Address: 1450 N. Fair Oaks Avenue, Pasadena, California 91103 

Case Type (MCUP, TIM, etc.) and Number: Zoning Administrator Determination/Interpretation 

Hearing Date: ---------------- Appeal Deadline: __ J;;;..;u;;.;.n.;..;e;...;2;;;.;;8~,.;;;2;.;;.0;;:;.2..;..1 --------

APPELLANT INFORMATION 

APPELLANT: Sadvipra LLC Telephone: [ 626 J _3_os_-0_2_a_1 ____ _ 

Address: 150 Oeodar Lane Fax: 

City: _Br_a_db_u-'ry'-------- State: _c_A __ Zip: 9_1_oo_a __ _ Email: jingmercado@hotmail.com 

APPLICANT (IF DIFFERENT): 

I hereby appeal the decision of the: 

0 Hearing Officer 

0 Design Commission 

0 Historic Preservation 

REASON FOR APPEAL 

Q:g Zoning Administrator 

D Director of Planning and Development 

D Film Liaison 

The decision maker failed to comply with the provisions of the Zoning Code, General Plan or other applicable plans in the 
following manner (use additional sheets if necessary): 

Please see attached response Request for Appeal 

Josemar Mercado Signature of Appellant Date 

• OFFICE USE ONLY 

PLN# ___________ ~CASE# ______________ ~PRJ# _______ _ 
DESCRIPTION. ________________________________________ _ 

DATE APPEAL RECEIVED:---------

• PLANNING ANO DEVELOPMENT DEPARTMENT 
CURRENT PLANNING SECTION 

APPEAL FEES:$. _________ _ RECEIVED BY:-------

APP-RFA Rev: 1/18/07 

175 NORTH GARFIELD AVENUE 
PASADENA, CA 91101 

T 626-744-4009 
F 626-744-4785 



Request for Appeal 

On June 19, 2021, Appellant received the attached letter from the Zoning Administrator 
("ZA"), dated June I 6, 2021, asserting that "the property located at 1450 N. Fair Oaks A venue, 
situated in Pasadena's FGSP-RM-16 zoning district and operated as a 96 bed convalescent facility until 
June I 0, 2020, has lost its' non-conforming status through disuse (Emphasis added)." 

However, while the property known as I 450 N. Fair Oaks A venue, Pasadena, California (the 
"Facility") currently does not have any patients, the Facility has never discontinued the 
nonconforming use as a 96-bed convalescent facility. The beds are still at the Facility. The medical 
records are still at the Facility. The Facility continues to be maintained in a condition to receive 
patients. The 1450 North Fair Oaks, LLC (the "Operator") continued to work with state officials to 
address deficiencies identified in the survey of the Facility through September of 2020. The Operator 
continued to staff the Facility through September of 2020. Staff continues to clean, monitor and 
maintain the Facility. Additionally, the Operator continues to comply with reporting requirements, 
such as audit reports and stated various mandated reports and requests. As the nonconforming did not 
cease on June 10, 2020, and continues currently, the period of discontinued nonconforming use has 
not even begun, much less run for more than twelve (12) months. 

Any actions by the California Department of Public Health pertained to the Operator, not the 
Facility itself. Additionally, CMS allowed the continuation of the Medicare provider agreement for 
the Operator until November 27, 2020. CMS also allowed payment for new admissions until August 
27, 2020. Thus, in CMS's estimation, the Operator could operate under applicable federal law for 
purposes of receiving Medicare payments after June 10, 2020 and thus, the Facility was still a SNF 
after June 10, 2020, with time allowance to satisfy CMS' s requirements to maintain the Medicare 
provider agreement. 

Appellant therefore believes that the ZA' s determination of June 16, 2021 was in error as the 
Facility did not cease on June 10, 2020, and has not, in fact, ceased that use. Appellant hereby files 
this Request for Appeal so that the issue of the loss of the Facility's non-conforming status due to 
disuse can be heard by the City's Board of Zoning Appeals. 
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VIA REGULAR AND CERTIFIED MAIL 

June 16, 2021 

1450 North Fair Oaks LLC Sadvipra LLC 
Josen;ar Mercado, A.gent for Service of Process 
150 Deodar Lane 

Josemar Mercado, Agent for Service of Process 
150 Deodar Lane 

Bradbury, CA. 91008 Bradbury, CA. 91008 

SUBJECT: 1450 N. FAIR OAKS AVENUE· LOSS OF NON-CONFORMING STATUS 

Dear Mr. Mercado: 

This letter is to inform you that the property located at 1450 N. Fair Oaks Avenue, situated in Pasadena's 
FGSP-RM-16 zoning district and operated as a 96 bed convalescent facility until June 10, 2020, has lost 
its' non-conforming status through disuse. Such disuse was precipitated by the California Department of 
Public Health issuing a Temporary Suspension of the facility's license on June 10, 2020, and a June 11, 
2020, decision to evacuate all residents based on advice from the California Attorney General's Office. 

For reference, the site was established as a hospital use in 1953 and 1954 with two approved Variances 
which allowed for the construction of a new 25 bed surgical hospital. Over time the surgical hospital 
became a convalescent facility, which falls under the "Residential Care, General" land use classification 
defined by the Pasadena Zoning Code as a State licensed facility, family home, group care facility, or 
similar facility that is maintained and operated to provide 24-hour nonmedical residential care for seven or 
more adults, children, or adults and children in need of personal services, supervision, or assistance 
essential for sustaining the activities of daily living or the protection of the individual. This use includes the 
administration of limited medical assistance. Residential Care, General uses are no longer permitted 
within the FGSP-RM-16 zoning district and therefore use of the site was legal non-conforming. 

Pasadena Zoning Code section 17.71.060(8)(1) states that "Without any further action by the City, a non
conforming use shall lose its nonconforming status and shall not be reestablished if the nonconforming 
use is discontinued for any reason for a continuous period of at least 12 months." You are hereby notified 
that, pursuant to PMC Chapter 17 .72 (Appeals), any person that believes the Zoning Administrator's 
determination. on the applicability of the provisions of the Zoning Code, to be in error has the right to 
appeal this decision within ten days (June 28, 2021 ). Any appeals will be heard by the Board of Zoning 
Appeals. The effective date of this determination will be June 29, 2021. The regular appeal fee is 
S236.90. 

! 7 5 .\·1,1·1/1 <~·111/i .. •id .-lue1111e • f'c1sc1de11a, Cl <JJJOJ-1 704 
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If you have any questions regarding this correspondence you may contact me by telephone at (626) 744-
6747 or email at lroc~1a@cityofpasadena.net. 

Sincerely, 

~M 
;}.uis Rocha 
(I Zoning/Administrator 

cc: David Reyes. Director 
Jennifer Paige. Deputy Director 
Theresa Fuentes, Assistant City Attorney 
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INTRODUCTION  
 
On May 26, 2020, in response to the devastating impact of the COVID-19 pandemic 
on skilled nursing facility (SNF)1 residents and staff, the Los Angeles County 
(County) Board of Supervisors passed a motion directing the Executive Officer to 
facilitate the appointment of an inspector general to conduct an exhaustive review 
of the County’s capacity to regulate SNFs.2 The motion directs the inspector general 
to provide a report on the oversight and operations of SNFs with operational and 
regulatory recommendations aimed at improving conditions and care in these 
facilities, in consultation with the Auditor-Controller (A-C) and other appropriate 
department leaders.3 On June 26, 2020, the Executive Officer appointed the 
County’s Inspector General as the inspector general called for in the motion. The 
Inspector General respectfully submits this second interim report pending the 
completion of the OIG’s review. 

The Board motion also directs the A-C to assess the Los Angeles County 
Department of Public Health (LACDPH), Health Facilities Inspection Division’s 
(HFID) ability to accomplish all COVID-19-related mitigation activities and other 
critical oversight roles, analyze HFID’s staffing levels and ensure necessary 
resources are available to support monitoring and enforcement efforts. Under 
contract with the California Department of Public Health (CDPH), HFID is 
responsible for the regulation and oversight of SNFs located in the County.4  

On October 14, 2020, the OIG issued its first interim report, which focused largely 
on LACDPH’s COVID-19 mitigation efforts in SNFs and provided an overview of the 
existing SNF regulatory and oversight structures.5 The A-C’s interim report, issued 
to the OIG on October 5, 2020, was included as an attachment to the OIG’s first 
interim report and addresses complaint and facility-reported incident (FRI) 

 
1 A skilled nursing facility (SNF) is a type of long-term care health care facility (or a distinct part of a 
hospital) that provides continuous skilled nursing care and supportive care to residents whose primary 
need is for availability of skilled nursing care on an extended basis. This 24-hour inpatient care 
includes, at a minimum, physician, skilled nursing, dietary, pharmaceutical services and an activity 
program. See 22 CCR § 72103. 
2 Los Angeles County, Motion by Supervisors Mark Ridley-Thomas and Kathryn Barger, Improving 
Oversight and Accountability Within Skilled Nursing Facilities, May 26, 2020, Board Agenda Item #23, 
at: http://file.lacounty.gov/SDSInter/bos/supdocs/145993.pdf (accessed on January 10, 2021). 
3 Id. 
4 Since the 1960s, the California Department of Public Health (CDPH) has contracted with the Los 
Angeles County Department of Public Health (LACDPH) to perform various licensing and certification, 
inspection and investigative activities in health care facilities, including SNFs, located in the County.  
5 Los Angeles County Office of Inspector General, Improving Oversight and Accountability within 
Skilled Nursing Facilities: First Interim Report, October 2020, at: 
https://oig.lacounty.gov/Portals/OIG/Reports/SNF_First%20Interim%20Report_October%202020.pdf?
ver=HTEjWd5zLRyRUN7vXxXMYw%3d%3d (accessed on December 11, 2020). 
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investigations. The A-C’s interim report also provides a status update on the 
development of a publicly available dashboard and other Board directives. 

This OIG interim report provides an update on LACDPH’s COVID-19 mitigation 
efforts and vaccine rollout. Despite the exceptional challenges LACDPH staff 
continue to face as they work around the clock to battle the pandemic’s unrelenting 
grasp on the County’s residents, they have nonetheless made themselves available 
for multiple conversations with OIG personnel and responded to email inquiries. 
LACDPH staff have met with the OIG’s expert, Debra Saliba, M.D., M.P.H.,  
(Dr. Saliba) and provided a thorough overview of the vaccine rollout plan and have 
been responsive to requests, questions and suggestions.  

This report also provides the OIG’s initial assessment of HFID operations by means 
of an analysis of two Pasadena SNF evacuations that took place in June and October 
2020. The evacuations reveal serious SNF operational deficiencies that threatened 
the safety of SNF residents, and gaps in the current state and County mechanisms 
for triggering crisis response. The evacuations also highlight flaws in HFID’s crisis 
identification and response and resident abuse and neglect investigations. In 
preparing this report, the OIG spoke with more than 40 HFID staff and supervisors 
regarding their perceptions of HFID’s operations and practices. The OIG makes 
corresponding recommendations for improvement of LACDPH and HFID operations 
and SNF crisis response planning. Finally, this report provides an overview of the 
complex ownership and business structures that govern the majority of the 
County’s for-profit SNFs, including the two Pasadena facilities that experienced care 
crises in 2020.  

Attached hereto is the A-C's final report, titled Improving Oversight and 
Accountability within Skilled Nursing Facilities (May 26, 2020, Board Agenda Item 
#23) – Auditor-Controller’s Final Report, on its assessment of HFID (Attachment I). 
The A-C has identified significant operational deficiencies that appear to impede 
HFID’s ability to fulfill several of its oversight responsibilities and provides 18 
corresponding recommendations for improvement.  

 
COVID-19 VACCINE ROLLOUT 
 
In December 2020, the first COVID-19 vaccines in the United States were 
authorized for emergency use by the Food and Drug Administration and by the 
Centers for Disease Control and Prevention’s (CDC) Advisory Committee on 
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Immunization Practices (ACIP).6 Demand for the COVID-19 vaccine, however, was 
expected to exceed supply in its first months of distribution. Therefore, the ACIP 
recommended, as interim guidance, that both health care personnel and residents 
of long-term care facilities be the first to receive the vaccine.7 In response, CDPH 
created a three-tiered allocation plan which prioritized SNF residents and staff in 
the highest tier.8  

The Moderna vaccine and the Pfizer-BioNTech vaccine are currently the two COVID-
19 vaccines authorized by the FDA for emergency use. Both vaccines require the 
administration of two doses. Initially, the CDC recommended that the Pfizer-
BioNTech vaccine’s doses be administered 21 days apart and that the Moderna 
vaccine’s doses be administered 28 days apart.9 However, on January 21, 2021, the 
CDC revised its guidance to “allow for a second dose administration up to 6 weeks 
(42 days) after the first if it is not feasible to adhere to the recommended 
interval.”10 The CDC added that it is “not advocating for people to delay getting 
their second dose, but [that] the data from clinical trials support this range.”11 

The Federal Pharmacy Partnership for Long-term Care Program (FPP) was created 
to help distribute and administer the COVID-19 vaccine to residents in SNFs and 
assisted living facilities at no cost to facilities.12 Select pharmacies have partnered 

 
6 Dooling, K., et al., The Advisory Committee on Immunization Practices’ Updated Interim 
Recommendation for Allocation of COVID-19 Vaccine — United States, December 2020, January 1, 
2021, Centers for Disease Control and Prevention, at: 
https://www.cdc.gov/mmwr/volumes/69/wr/mm695152e2.htm?s_cid=mm695152e2_w (accessed on 
February 5, 2021).   
7 Id. 
8 California Department of Public Health, CDPH Allocation Guidelines for COVID-19 Vaccine During 
Phase 1A: Recommendations, December 5, 2020, at: 
https://www.cdph.ca.gov/Programs/CID/DCDC/Pages/COVID-19/CDPH-Allocation-Guidelines-for-
COVID-19-Vaccine-During-Phase-1A-Recommendations.aspx (accessed on December 8, 2020); See 
also California Department of Public Health, CDPH COVID-19 Vaccination Planning, at: 
https://www.cdph.ca.gov/Programs/CID/DCDC/Pages/COVID-19/COVID-19Vaccine.aspx (accessed on 
December 8, 2020). 
9 Centers for Disease Control and Prevention, Interim Clinical Considerations for Use of mRNA COVID-
19 Vaccines Currently Authorized in the United States, January 21, 2021, at:  
https://www.cdc.gov/vaccines/covid-19/info-by-product/clinical-considerations.html (accessed on 
February 8, 2021). 
10 Id. 
11 Id. 
12 According to the Centers for Disease Control and Prevention, there will be no cost to the facility for 
participation in the pharmacy partnership program. It is anticipated that participating pharmacies will 
bill public and private insurance for the vaccine administration fees. See Leading Age, FAQs and 
Resources on COVID-19 Vaccines and Issues Surrounding Vaccinations, December 10, 2020, at: 
https://leadingage.org/sites/default/files/FAQs%20and%20Resources%20on%20COVID-
19%20Vaccines%20-%20Dec%2010.pdf (accessed on February 8, 2021).  
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with the CDC to administer the vaccine on-site to residents of long-term care 
facilities, including SNFs.13   

LACDPH reports that it had initially enrolled all 340 SNFs in the FPP. However, in 
December 2020, when the first COVID-19 vaccines received Emergency Use 
Authorization, the County was experiencing an increase in newly reported COVID-
19 cases in SNFs. Given the urgent need for distributing vaccines, LACDPH reports 
that it consulted with SNF chain operators and made the decision to withdraw all 
340 SNFs from the FPP and facilitate enrollment in California’s COVID-19 vaccine 
program to have more control over vaccine distribution.  

LACDH reports that it began distributing the Moderna vaccine to SNFs on December 
22, 2020. By January 15, 2021, the first doses of the vaccine had been made 
available to residents and staff in all 340 SNFs. In contrast, LACDPH reports that 
the FPP commenced in California around January 2, 2021, at which point it had 4 
weeks to reach all assigned SNFs.  

Initially, LACDPH’s vaccine rollout saw some delays in onboarding all 340 SNFs, 
which required registering with the State and finalizing necessary agreements. For 
facilities that were pending state approval, LACDPH assigned strike teams from 
LACDPH or the Los Angeles City Fire Department to provide initial doses. By 
December 22, 2020, approximately 50-60 SNFs had not started the registration 
process and were assigned to a local third-party partner to provide end-to-end 
management of vaccine administration and reporting. 

In order to determine how may residents and staff received the COVID-19 vaccine, 
LACDPH obtained vaccine distribution data from SNFs as part of weekly surveys. 
Facilities that lagged in resident and staff vaccine administration were targeted for 
outreach to assess barriers and offer assistance. LACDPH reports that 
administrators from 339 of 340 facilities responded to a survey conducted during 
the period of January 26 through 31, 2021. Self-reported data indicated that 
approximately three-quarters of eligible residents and staff had received initial 
doses of the COVID-19 vaccine.14 In comparison, as of January 17, 2021, the CDC 
reports that an estimated median of 77.8 percent of SNF residents and an 

 
13 Centers for Disease Control and Prevention, Understanding the Pharmacy Partnership for Long-Term 
Care Program, January 7, 2021, at: https://www.cdc.gov/vaccines/covid-19/long-term-
care/pharmacy-partnerships.html (accessed on February 8, 2021).   
14 Information provided was self-reported by SNFs and has not been verified by LACDPH.    
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estimated median of 37.5 percent of SNF staff received at least one dose of the 
vaccine through the FPP.15 
 
PASADENA SKILLED NURSING FACILITY EVACUATIONS 
 
On June 11, 2020, more than 60 residents were evacuated from Golden Cross 
Health Care (Golden Cross) in Pasadena after the facility’s license was suspended 
due to ongoing quality-of-care issues.16 Fewer than four months later, on October 
1, 2020, the OIG responded to Foothill Heights Care Center (Foothill Heights) in 
Pasadena where more than 30 residents were evacuated due to excessive indoor 
temperatures. Although each evacuation was precipitated by different underlying 
circumstances, both appear to have been preceded by several weeks of 
unsuccessful efforts to rectify potentially life-threatening issues. The evacuations 
revealed issues with (1) state and local mechanisms for triggering a crisis response, 
(2) efficacy of HFID’s oversight and enforcement actions and (3) coordination and 
communication between HFID and partner agencies.  

On October 29, 2020, the OIG submitted a request for information to LACDPH for 
documentation regarding both evacuations. The OIG received some of the 
requested documentation on December 16, 2020. The documentation HFID 
provided includes timelines for each facility that summarize conditions and HFID’s 
efforts leading up to the evacuations. In conducting its review, OIG personnel met 
with representatives from the city of Pasadena, including the Director of Public 
Health and Health Officer, the City Manager, the Assistant City Manager, the Fire 
and Police Chiefs and the Chief City Prosecutor. OIG personnel also met with 
representatives from the California Medical Assistance Team (CAL-MAT) Program 
and the WISE & Healthy Aging Long-Term Care Ombudsman (Ombuds),17 including 
the Vice President and the Regional and Special Projects Director. In addition, OIG 
personnel met with CDPH, LACDPH and HFID leadership.  
 

 
15 Gharpure, R., et al., Early COVID-19 First-Dose Vaccination Coverage Among Residents and Staff 
Members of Skilled Nursing Facilities Participating in the Pharmacy Partnership for Long-Term Care 
Program — United States, December 2020–January 2021, Centers for Disease Control and Prevention, 
February 1, 2021, at: 
https://www.cdc.gov/mmwr/volumes/70/wr/mm7005e2.htm?s_cid=mm7005e2_e&ACSTrackingID=U
SCDC_921-DM47945&ACSTrackingLabel=MMWR%20Early%20Release%20-
%20Vol.%2070%2C%20February%201%2C%202021&deliveryName=USCDC_921-DM47945 
(accessed on February 8, 2021).  
16 Golden Cross Health Care timeline provided by HFID (on file with the OIG). 
17 The representatives of the WISE & Healthy Aging Long-Term Care Ombudsman Program serve as 
advocates for the residents occupying the more than 76,000 beds in long-term care facilities in the 
county of Los Angeles. This program is authorized under the federal Older Americans Act and its 
California companion, the Older Californians Act. The goal of the program is to investigate and attempt 
to resolve complaints made by or on behalf of individual residents of long-term care facilities. 
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Golden Cross Health Care 
 
On March 30, 2020, HFID conducted an on-site “COVID-19 Focused Infection 
Control Survey” pursuant to Centers for Medicare & Medicaid Services (CMS) 
Memorandum QSO-20-20-All18 to determine whether Golden Cross was in 
compliance with infection prevention and control requirements.19 According to HFID 
documentation, the surveyor reviewed the facility’s compliance with standard and 
transmission-based precautions, quality of resident care practices, infection 
screening and surveillance protocols and contingency plans to address staffing 
issues during emergencies.20 HFID determined that the facility was in compliance 
with the requirements and no deficiencies were cited.21 On April 21, 2020, HFID 
conducted another “COVID-19 Focused Infection Control Survey” and determined 
that Golden Cross was “in compliance with 42 CFR §483.80 infection control 
regulations” and that the facility had “implemented the CMS and [CDC] 
recommended practices to prepare for COVID-19.”22 

HFID reports that the Pasadena Public Health Department (PPHD) was closely 
involved and supplemented HFID’s infection control guidance to Golden Cross.23 
PPHD reported that throughout March and April 2020, it monitored Golden Cross 
due to increasing COVID-19 infection rates.24 PPHD conducted virtual and in-person 
site visits to assess compliance with COVID-19 mitigation requirements, provide 
technical assistance and training, implement testing strategies and assist in the 
procurement of personal protective equipment (PPE).25  

On May 4, 2020, a CDPH Healthcare-Associated Infections Program (HAI)26 nurse 
conducted an on-site assessment of Golden Cross and provided technical assistance 

 
18 Centers for Medicare & Medicaid Services, Center for Clinical Standards and Quality/Quality, Safety 
& Oversight Group, Memorandum: Prioritization of Survey Activities, QSO-20-20-All, March 20, 2020, 
at: https://www.cms.gov/files/document/qso-20-20-allpdf.pdf-0 (accessed on January 10, 2021).  
19 Golden Cross Health Care timeline provided by HFID (on file with the OIG).  
20 COVID-19 Focused Survey for Nursing Homes, Golden Cross Health Care (on file with the OIG).  
21 Form CMS-2567, Statement of Deficiencies and Plan of Correction, Golden Cross Health Care, 
Survey ID: KWJ911, March 30, 2020, at: 
https://www.cdph.ca.gov/Programs/CHCQ/LCP/CalHealthFind/Pages/ASPEN_FEDERAL_2567.aspx?Eve
ntID=KWJ911 (accessed on January 10, 2021). 
22 Form CDPH-2567, Statement of Deficiencies and Plan of Correction, Golden Cross Health Care, 
Survey ID: 1H0G11, April 21, 2020 (on file with the OIG). 
23 Golden Cross Health Care timeline provided by HFID (on file with the OIG). 
24 Conversation with Pasadena’s Director of Public Health and Health Officer and other representatives 
of the Pasadena Public Health Department regarding the evacuation of Golden Cross Health Care, 
October 16, 2020. 
25 Id. 
26 The CDPH Healthcare-Associated Infections (HAI) Program oversees the prevention, surveillance, 
and reporting of HAI and antimicrobial resistance in California's hospitals and other healthcare 
facilities. See California Department of Public Health, Healthcare-Associated Infections Program, at: 
https://www.cdph.ca.gov/Programs/CHCQ/HAI/Pages/HAIProgramHome.aspx (accessed on January 
10, 2021).  
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and guidance.27 According to a PPHD representative who attended the assessment 
virtually, the CDPH HAI nurse provided extensive guidance to the facility on proper 
infection prevention and control protocols, including cohorting residents according 
to COVID-19 status.28 The next day, the CDPH HAI nurse conducted a follow-up 
visit and noted that Golden Cross had not fully complied with the recommendation 
to cohort COVID-19-positive residents in a discrete location within the facility.29  

PPHD reported that in early-May 2020, it received reports of staffing shortages at 
Golden Cross due to a COVID-19 outbreak.30 Documentation provided by the 
Ombuds indicates that by May 8, 2020, it had learned that a significant portion of 
the nursing staff were temporary workers obtained through nursing registries.31 The 
Ombuds reports that it immediately notified HFID of the staffing issues and began 
to closely monitor conditions at Golden Cross.32 HFID responded to the facility and 
requested assistance from the U.S. Navy to supplement staffing and assist with 
implementing COVID-19 mitigation protocols.33 A U.S. Navy team was on-site at 
Golden Cross from May 8 through May 11, 2020.  

From May 12 through May 14, 2020, HFID conducted additional site visits, 
completed on-site surveys, and documented ongoing concerns regarding infection 
prevention and control.34 HFID reports that it also requested a National Guard team 
to provide assistance and assess Golden Cross conditions.35 On May 14, 2020, 11 
days after the HAI nurse provided instruction on infection control, the National 
Guard team assessed the facility but declined the mission the following day 
reportedly due to the facility’s failure to adequately cohort residents by COVID-19 
status.36 

 
27 Golden Cross Health Care timeline provided by HFID (on file with the OIG). 
28 Conversation with Pasadena’s Director of Public Health and Health Officer and other representatives 
of the Pasadena Public Health Department regarding the evacuation of Golden Cross Health Care, 
October 16, 2020. 
29 CDPH Healthcare-Associated Infections Program, Facility Assessment Tool for California Healthcare 
Facilities in Local Public Health Jurisdictions with Confirmed COVID-19 Cases, Golden Cross Health 
Care, May 4 and 5, 2020. 
30 Conversation with Pasadena’s Director of Public Health and Health Officer and other representatives 
of the Pasadena Public Health Department regarding the evacuation of Golden Cross Health Care, 
October 16, 2020. 
31 Golden Cross Health Care timeline provided by the Ombuds (on file with the OIG). 
32 Id.  
33 Conversation with HFID leadership regarding the evacuations of Golden Cross Health Care and 
Foothill Heights Care Center, December 22, 2020. 
34 Golden Cross Health Care timeline provided by HFID (on file with the OIG). 
35 Conversation with HFID leadership regarding the evacuations of Golden Cross Health Care and 
Foothill Heights Care Center, December 22, 2020. 
36 Id. 
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On May 15, 2020, HFID identified several deficiencies that posed “immediate 
jeopardy” to residents’ health and safety.37 Immediate jeopardy is defined as a 
situation in which a resident has suffered or is likely to suffer serious injury, harm, 
impairment or death as a result of a facility’s noncompliance with one or more 
health and safety requirements.38 Specifically, HFID found that Golden Cross failed 
to: (1) ensure the facility’s Director of Nursing and Infection Preventionist were 
physically present in the facility to oversee infection prevention and control 
practices in resident care areas and investigate outbreaks of residents and staff, (2) 
designate units to separate residents based on COVID-19 status, (3) assign 
dedicated staff to care for suspected or confirmed COVID-19 residents, (4) ensure 
COVID-19-positive residents remained in their rooms, (5) designate separate 
donning and doffing areas for COVID-19 and non-COVID-19 areas and (6) instruct 
staff on proper donning and doffing of PPE.39 HFID also documented that at least 
one staff member did not have complete PPE or a properly fitted N95 respirator. As 
a result, the mask was too small for the staff member’s face and was being worn 
below the nose inside a COVID-19 resident care area.40     

A team from the CAL-MAT arrived at Golden Cross on May 18, 2020.41 CAL-MATs 
are rapid deployment teams of health care and support professionals organized and 
coordinated by the State Emergency Medical Services Authority to respond to local 
emergency medical situations.42 The CAL-MAT that was on-site at Golden Cross 
from May 18 through June 8, 2020, identified several issues, including a lack of 
basic infection prevention and control protocols, inadequate staffing, poor quality of 
care, nursing process failures and a reluctance to heed recommendations.43  

The CAL-MAT supervisor explained that residents who were designated as persons 
under investigation because of potential or known exposure to COVID-19 were 
permitted to move about the facility and socialize with other residents, which is 
inconsistent with resident cohorting requirements.44 The CAL-MAT reports that it 
witnessed several staff wearing improper PPE while working in the COVID-positive 

 
37 Form CMS-2567, Statement of Deficiencies and Plan of Correction, Golden Cross Health Care, 
Survey ID: X3W711, May 27, 2020, at: 
https://www.cdph.ca.gov/Programs/CHCQ/LCP/CalHealthFind/Pages/ASPEN_FEDERAL_2567.aspx?Eve
ntID=X3W711 (accessed on January 10, 2021). 
38 42 CFR § 488.1.  
39 Form CMS-2567, Statement of Deficiencies and Plan of Correction, Golden Cross Health Care, 
Survey ID: X3W711, May 27, 2020, at: 
https://www.cdph.ca.gov/Programs/CHCQ/LCP/CalHealthFind/Pages/ASPEN_FEDERAL_2567.aspx?Eve
ntID=X3W711 (accessed on January 10, 2021). 
40 Id. 
41 Conversation with CAL-MAT Senior Emergency Services Coordinator who served as the on-site 
supervisor at Golden Cross Health Care, October 30, 2020. 
42 California Emergency Medical Services Authority, Disaster Medical Services Division – CAL-MAT, at: 
https://emsa.ca.gov/cal-mat/ (accessed on January 10, 2021). 
43 Conversation with CAL-MAT Senior Emergency Services Coordinator who served as the on-site 
supervisor at Golden Cross Health Care, October 30, 2020. 
44 Id. 
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zones, reusing disposable PPE for several consecutive days and moving from 
COVID-positive zones to non-COVID zones without doffing PPE or performing 
adequate hand hygiene.45 The CAL-MAT also reports it observed that several 
residents lost a significant amount of weight due to lack of adequate food and 
water.46 In response to these issues, the Pasadena Fire Department reported that it 
provided food and water to residents, PPE to staff and installed fencing around the 
facility in order to control the movement of residents and staff.47 

The CAL-MAT supervisor indicated that the frequent turnover of temporary nurses 
from nursing registries made it difficult to implement and sustain recommendations 
and hold staff accountable.48 The CAL-MAT also observed several nursing process 
failures, including inadequate medical documentation.49 In one instance, a CAL-MAT 
wound care nurse found that a resident had an approximately six-inch gash that 
was infected and appeared to have been long-standing; however, the wound was 
not documented in the resident’s medical file.50 The CAL-MAT also identified 
instances of narcotic and controlled medication count discrepancies.51 CAL-MAT 
nurses documented their observations, evaluations and treatments on physical 
forms that were provided to the facility.52 According to the CAL-MAT supervisor, 
some of the documented findings indicated longstanding quality-of-care 
inadequacies.53 The CAL-MAT supervisor later learned that the facility disposed of or 
did not retain most of the physical forms provided by the CAL-MAT.54 

As the CAL-MAT was assisting Golden Cross to remediate deficiencies, HFID 
surveyors continued to receive and investigate complaints and FRIs.55 On May 20, 
2020, two additional immediate jeopardy determinations were made regarding the 
facility’s failure to administer medications in accordance with physicians’ orders.56 
On May 26, 2020, a conference call was held between the CAL-MAT, HFID and 
CDPH leadership during which the CAL-MAT supervisor relayed several concerns.57 
On that same day, HFID management discussed the concerns with the facility’s 

 
45 Id. 
46 Id. 
47 Conversation with Interim Chief of the Pasadena Fire Department, October 8, 2020. 
48 Conversation with CAL-MAT Senior Emergency Services Coordinator who served as the on-site 
supervisor at Golden Cross Health Care, October 30, 2020. 
49 Id.  
50 Id. 
51 Id.  
52 Id.  
53 Id.  
54 Id.  
55 Golden Cross Health Care timeline provided by HFID (on file with the OIG). 
56 Form CMS-2567, Statement of Deficiencies and Plan of Correction, Golden Cross Health Care, 
Survey ID: FGHK11, May 31, 2020, at: 
https://www.cdph.ca.gov/Programs/CHCQ/LCP/CalHealthFind/Pages/ASPEN_FEDERAL_2567.aspx?Eve
ntID=FGHK11 (accessed on January 10, 2021). 
57 Golden Cross Health Care timeline provided by HFID (on file with the OIG). 
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Medical Director.58 In response, the Medical Director suggested that HFID transfer 
residents in order to protect their health and safety.59 As a result, HFID initiated a 
facility survey and identified 13 deficiencies, 6 of which were deemed to place 
residents in immediate jeopardy.60 One deficiency included the failure to provide 
oxygen treatment and monitor oxygen saturation as ordered by the physician for 
eight residents who had COVID-19.61 The CAL-MAT supervisor reported that when 
HFID issued the six immediate jeopardy findings, it became clear that the facility 
could not adequately abate the deficiencies and that an evacuation of all residents 
was required.62  

On May 27, 2020, out of concern for the well-being of residents because of the six 
immediate jeopardy findings, the then-Interim Fire Chief (Chief) of the Pasadena 
Fire Department notified CDPH and HFID leadership that he had developed a 
transportation plan for an evacuation of all Golden Cross residents.63 The same day, 
the Ombuds notified HFID that it had identified placement for the COVID-19-
positive residents at a facility within 15 miles of Golden Cross.64 HFID leadership 
indicated that they also shared concerns for patient safety but that they were 
waiting on further direction from CDPH.65 

On May 28, 2020, HFID notified Golden Cross management that it would 
recommend to CDPH that the facility be placed on a 23-day termination track 
pursuant to 42 CFR section 488.410. In part, this section provides that if there is 
immediate jeopardy to resident health or safety, the State must either terminate 
the facility’s Medicare and/or Medicaid provider agreement within 23 calendar days 
of the last date of the survey, appoint a temporary manager to abate the 
immediate jeopardy, or both.66 On the following day, the facility was notified that it 
was placed on a 23-day termination track.67 On June 2, 2020, CDPH appointed a 
temporary manager to assess Golden Cross.68 The temporary manager found that 
over half of the residents had developed stage 1 to stage 4 pressure ulcers.69  

 
58 HFID, Golden Cross Health Care Correspondence, at 394, 407 (on file with the OIG).  
59 Id. 
60 Form CMS-2567, Statement of Deficiencies and Plan of Correction, Golden Cross Health Care, 
Survey ID: 84UX11, May 28, 2020, at: 
https://www.cdph.ca.gov/Programs/CHCQ/LCP/CalHealthFind/Pages/ASPEN_FEDERAL_2567.aspx?Eve
ntID=FGHK11 (accessed on January 10, 2021). 
61 Id.  
62 Conversation with CAL-MAT Senior Emergency Services Coordinator who served as the on-site 
supervisor at Golden Cross Health Care, October 30, 2020. 
63 HFID, Golden Cross Health Care Correspondence, at 267 (on file with the OIG). 
64 HFID, Golden Cross Health Care Correspondence, at 272 (on file with the OIG). 
65 HFID, Golden Cross Health Care Correspondence, at 267 (on file with the OIG). 
66 42 CFR § 488.410. 
67 Continued Non-compliance with Federal Regulations Letter, Golden Cross Health Care, May 29, 2020 
(on file with the OIG). 
68 Golden Cross Health Care timeline provided by HFID (on file with the OIG). 
69 HFID, Golden Cross Health Care Correspondence, at 227 (on file with the OIG).  
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On June 6, 2020, HFID requested the facility’s relocation plan after the facility was 
unable to abate the six immediate jeopardy findings.70 On that same day, HFID 
issued an additional immediate jeopardy finding after concluding that the facility 
failed to investigate an allegation of physical abuse and failed to prevent further 
potential physical abuse.71 

On June 10, 2020, a Temporary Suspension Order of the facility’s license was 
issued by CDPH in response to the ongoing risk to the health and safety of 
residents.72 At the request of the temporary facility manager appointed by CDPH, 
the Ombuds contacted all of the residents’ families to inform them of the situation 
at the facility and determine whether they wanted to voluntarily move their loved 
ones.73 On the following day, the decision was made to evacuate all residents from 
Golden Cross on advice from the California Attorney General’s office.74 LACDPH 
reports that HFID staff were on-site to ensure that residents were evacuated in a 
safe and orderly manner in accordance with the facility’s transfer plan and the 
evacuation was led by the Pasadena Fire Department.75  

By the time the decision was made to evacuate the facility, 71 residents and 32 
staff had contracted COVID-19 and 16 residents had died.76 Officials from PPHD, 
the Pasadena Fire Department, Ombuds and the CAL-MAT expressed the belief that 
Golden Cross should have been evacuated sooner.77 In addition, officials from 
PPHD, the Pasadena Fire Department and the Ombuds reported that they were 
rarely included in conversations with HFID and CDPH about whether an evacuation 
was necessary, despite having first-hand knowledge about the conditions based on 
multiple site visits and close monitoring.78 Officials from all three agencies 

 
70 Golden Cross Health Care timeline provided by HFID (on file with the OIG). 
71 Form CMS-2567, Statement of Deficiencies and Plan of Correction, Golden Cross Health Care, 
Survey ID: O7EW11, June 7, 2020, at: 
https://www.cdph.ca.gov/Programs/CHCQ/LCP/CalHealthFind/Pages/ASPEN_FEDERAL_2567.aspx?Eve
ntID=O7EW11 (accessed on January 10, 2021). 
72 Golden Cross Health Care timeline provided by HFID (on file with the OIG). 
73 Golden Cross Health Care timeline provided by the Ombuds (on file with the OIG). 
74 Golden Cross Health Care timeline provided by HFID (on file with the OIG). 
75 Id.  
76 Section 1424 Notice, Golden Cross Health Care, Citation Number: 950015964, August 7, 2020, at: 
https://www.cdph.ca.gov/Programs/CHCQ/LCP/CalHealthFind/Pages/STATE_PENALTY_1424.aspx?citat
ion_number=950015964 (accessed on January 10, 2021). 
77 Conversation with Pasadena’s Director of Public Health and Health Officer and other representatives 
of the Pasadena Public Health Department regarding the evacuation of Golden Cross Health Care, 
October 16, 2020; Conversation with Interim Chief of the Pasadena Fire Department, October 8, 
2020; Conversation with representatives of the Long-Term Care Ombudsman Program for Wise & 
Healthy Aging regarding the evacuation of Golden Cross Health Care, October 23, 2020; Conversation 
with CAL-MAT Senior Emergency Services Coordinator who served as the on-site supervisor at Golden 
Cross Health Care, October 30, 2020. 
78 Conversation with Pasadena’s Director of Public Health and Health Officer and other representatives 
of the Pasadena Public Health Department regarding the evacuation of Golden Cross Health Care, 
October 16, 2020; Conversation with Interim Chief of the Pasadena Fire Department, October 8, 
2020; Conversation with representatives of the Long-Term Care Ombudsman Program for Wise & 
Healthy Aging regarding the evacuation of Golden Cross Health Care, October 23, 2020. 



 

12 
 

contacted HFID leadership several times throughout late-May and early-June 
expressing concerns for the health and safety of residents and requesting updates, 
to which HFID leadership reportedly responded they were waiting on direction from 
CDPH.79  

The COVID-19 outbreak at Golden Cross was exacerbated by infection prevention 
and control and SNF management deficiencies and became a catalyst for a facility-
wide crisis. On March 30, 2020, and on April 21, 2020, HFID determined that 
Golden Cross was in compliance with requirements for proper infection prevention 
and control practices to limit COVID-19 transmission. Weeks later, PPHD and CDPH 
documented the facility’s noncompliance with cohorting and other infection 
prevention and control protocols. HFID conducted several site visits and 
investigations, identified deficiencies, made several immediate jeopardy findings, 
mobilized significant resources and appointed a temporary facility manager. 
However, quality of care did not improve and substandard conditions festered for 
more than one month before an evacuation was initiated. Although HFID 
recommended a 23-day termination track two weeks before the evacuation, 
questions remain about whether the recommendation should have been made 
sooner.  
 
Foothill Heights Care Center 
 
On August 19, 2020, HFID received a complaint alleging that Foothill Heights was 
exposing its residents to excessive temperatures inside the building and residents’ 
rooms.80 HFID responded to the facility and documented that residents’ room 
temperatures ranged from 91.5°F to 95.4°F.81 On August 20, 2020, HFID 
conducted a follow-up inspection and found that residents’ room temperatures were 
ranging from 84.4°F to 91.1°F.82 Title 22 of the California Code of Regulations 
requires that facilities keep all rooms at a comfortable range, between 78°F and 
85°F, or in areas of extreme heat, 30°F lower than the outside temperature.83 
Foothill Heights’ policies indicate that the acceptable range for air temperature is 
71°F to 81°F.84 HFID issued an immediate jeopardy finding the same day, citing the 
facility’s failure to “maintain air conditioning and ventilating systems in normal 

 
79 Id.  
80 Foothill Heights Care Center timeline provided by HFID (on file with the OIG). 
81 Section 1424 Notice, Foothill Heights Care Center, Citation Number: 950016044, October 9, 2020, 
at: 
https://www.cdph.ca.gov/Programs/CHCQ/LCP/CalHealthFind/Pages/STATE_PENALTY_1424.aspx?citat
ion_number=950016044 (accessed on January 10, 2021). 
82 Id. 
83 22 CCR § 87303(b)(2). 
84 Section 1424 Notice, Foothill Heights Care Center, Citation Number: 950016044, October 9, 2020, 
at: 
https://www.cdph.ca.gov/Programs/CHCQ/LCP/CalHealthFind/Pages/STATE_PENALTY_1424.aspx?citat
ion_number=950016044 (accessed on January 10, 2021). 
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operating conditions to provide a comfortable temperature” in accordance with 
regulatory requirements and failure to “follow its policy and procedures and keep 
the centralized air conditioning (A/C) units in working condition.”85 As part of its 
investigation, HFID requested facility temperature logs. However, HFID 
documentation indicates that the facility’s Administrator did “not have the 
temperature logs” for July and August.86 HFID documentation does not indicate 
whether temperatures were checked by facility staff but not logged; checked and 
logged but subsequently lost; or whether the completed logs existed, but were not 
available at the time requested.87 

For the next several days, HFID conducted site visits to measure the temperatures 
in each room. HFID recorded room temperatures ranging from 82°F to 96.8°F.88 On  
August 27, 2020, HFID noted that all room temperatures were at or below 81°F 
while the outside temperature was 97°F.89 The facility’s Plan of Correction90 
indicates that staff were providing cold drinks to residents and checking room 
temperatures hourly, and that an electrician had installed five electrical outlets in 
five residents’ rooms for five additional portable air conditioning units.91 As a result, 
HFID found that the immediate jeopardy concerns were abated and the immediate 
jeopardy determination was lifted.92  

HFID reports that on September 3, 2020, it received a request from PPHD for an 
on-site visit to Foothill Heights due to an anticipated heat wave.93 As a result, HFID 
generated a complaint and conducted several site visits from September 3 through 
September 7, 2020, and found that the facility was unable to maintain room 
temperatures within the regulatory limits for at least two of those days.94 HFID 
noted that the facility administrator acknowledged that the portable air conditioning 
units were inadequate to keep temperatures below 81°F but that additional units 
would overload the building’s electrical system.95 The complaint was found to be 
“substantiated without deficiencies,” meaning that the allegation was substantiated, 

 
85 Id. 
86 Id. 
87 Id. 
88 Id. 
89 Id.  
90 Plan of Correction is defined as a “plan developed by the facility and approved by CMS or the survey 
agency that describes the actions the facility will take to correct deficiencies and specifies the date by 
which those deficiencies will be corrected.” 42 CFR § 488.401. 
91 Form CMS-2567, Statement of Deficiencies and Plan of Correction, Foothill Heights Care Center, 
Survey ID: NQG011, August 27, 2020, at: 
https://www.cdph.ca.gov/Programs/CHCQ/LCP/CalHealthFind/_vti_bin/HFCISService.svc/DownloadDo
cumentByPenaltyNumber?param=950016044 (accessed on January 10, 2021). 
92 Id.  
93 Foothill Heights Care Center timeline provided by HFID (on file with the OIG). 
94 Id. 
95 Id. 
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but that there was no regulatory violation at the time of inspection.96 It is unclear 
why the facility was not cited for the deficiencies.  

On October 1, 2020, officials from PPHD and HFID conducted an unannounced visit 
to Foothill Heights.97 Upon arrival, they discovered that, contrary to the facility’s 
own hourly temperature logs, which stated that no room was over 82°F, 
temperatures had reached 92°F in residents’ rooms and 96°F in the hallway.98 The 
city of Pasadena was experiencing a heatwave on that day with outdoor 
temperatures reaching as high as 107°F.99 The Chief, who also coordinated the 
Golden Cross evacuation, responded to Foothill Heights and with PPHD determined 
that conditions warranted an evacuation.100 The Chief reports that the on-site HFID 
surveyor was unable to provide adequate information about whether a 
determination would be made to evacuate the facility. As a result, the Chief 
escalated his concerns to the Deputy Director of CDPH’s Center for Health Care 
Quality.101 Within four hours, all residents were relocated in a coordinated 
emergency response led by the Pasadena Fire Department.102 HFID and CDPH 
report that prior to the Chief’s arrival, HFID had already notified CDPH of the 
facility’s excessive indoor temperatures and recommended the evacuation. 
However, it appears that information about the evacuation was not communicated 
timely to the on-site surveyor, the Ombuds, PPHD or the Chief responsible for the 
emergency operation.103  

HFID cited the facility’s efforts to remediate deficiencies, the risks associated with 
resident transfers and the notion that older residents like warmer temperatures in 
response to why it did not pursue more serious action sooner.104 Excessive heat can 
place older adults at increased risk of heat-related illnesses that include heat 

 
96 California Department of Public Health, Cal Health Find Database, Foothill Heights Care Center, 
Intake ID CA00703814, September 3, 2020. 
97 Foothill Heights Care Center timeline provided by HFID (on file with the OIG). 
98 Conversation with Pasadena’s Director of Public Health and Health Officer and other representatives 
of the Pasadena Public Health Department and the Interim Chief of the Pasadena Fire Department 
regarding the evacuation of Foothill Heights Care Center, November 12, 2020. 
99 AccuWeather, Pasadena, CA, October 2020, at: 
https://www.accuweather.com/en/us/pasadena/91101/october-weather/337195?year=2020 
(accessed on January 10, 2021). 
100 Conversation with Pasadena’s Director of Public Health and Health Officer and other representatives 
of the Pasadena Public Health Department and the Interim Chief of the Pasadena Fire Department 
regarding the evacuation of Foothill Heights Care Center, November 12, 2020. 
101 Id. 
102 Id. 
103 Conversation with CDPH leadership regarding the evacuation of Foothill Heights Care Center, 
February 7, 2021. 
104 Conversation with HFID leadership regarding the evacuations of Golden Cross Health Care and 
Foothill Heights Care Center, December 22, 2020. 
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stroke; heat edema; heat syncope; heat cramps; and heat exhaustion.105 In 
addition, pre-existing medical conditions such as hypertension, neurological 
conditions, heart, lung or kidney diseases and associated medications increase the 
risk of heat-related illnesses.106 HFID documentation reflects that multiple Foothill 
Heights residents were admitted to the facility with hypertension, and at least one 
resident had been diagnosed with Parkinson’s Disease and another with congestive 
heart failure.107 Many SNF residents are of advanced age, have multiple medical 
conditions and are prescribed medications that in combination pose even greater 
risk with exposure to excessive heat. According to the facility’s Plan of Correction, 
in response to the August 27, 2020, citation, the installation of five temporary air 
conditioning units was not completed until October 6, 2020, several days after the 
evacuation.108 

HFID documentation provided does not indicate whether ventilation or air quality 
were considered in assessing risk to residents following the August excessive heat 
complaint. Both factors should have been weighed given that the air conditioning 
failures occurred in the midst of a high-impact respiratory pandemic and fluctuating 
air quality resulting from California’s destructive fire season. It is also unclear from 
the documentation whether HFID considered potential risk to Foothill Heights staff 
between August and October. Presumably, staff were required to don and retain 
PPE for the duration of their shifts, which in excessive temperatures, may have 
posed risks as well. 

The Plan of Correction from August indicates that the facility was attentive to 
hydration in offering “cold drinks” to residents, but does not address the fact that 
proper hydration requires a balance of fluid and electrolytes and that different 
approaches might be indicated in consideration of underlying medical conditions or 
medication regimens.109 A one-size-fits-all approach over several days may not 
have ensured that residents received appropriate fluid replacement and hydration. 
In addition to reporting discomfort from the heat, some residents reported loss of 
appetite, nausea or malaise, which are possible symptoms of heat exhaustion. 

 
105 National Institutes of Health, Heat-related health dangers for older adults soar during the summer, 
June 27, 2018, at: https://www.nih.gov/news-events/news-releases/heat-related-health-dangers-
older-adults-soar-during-
summer#:~:text=Hyperthermia%20can%20include%20heat%20stroke,heat%20cramps%2C%20and
%20heat%20exhaustion (accessed on January 10, 2021). 
106 Id.  
107 Section 1424 Notice, Foothill Heights Care Center, Citation Number: 950016044, October 9, 2020, 
at: 
https://www.cdph.ca.gov/Programs/CHCQ/LCP/CalHealthFind/Pages/STATE_PENALTY_1424.aspx?citat
ion_number=950016044 (accessed on January 10, 2021). 
108 Id. 
109 Form CMS-2567, Statement of Deficiencies and Plan of Correction, Foothill Heights Care Center, 
Survey ID: NQG011, August 27, 2020, at: 
https://www.cdph.ca.gov/Programs/CHCQ/LCP/CalHealthFind/_vti_bin/HFCISService.svc/DownloadDo
cumentByPenaltyNumber?param=950016044 (accessed on January 10, 2021). 



 

16 
 

Residents were noted to have reported that temperatures were “acceptable.”110 
However, SNF residents may be reluctant to voice concerns, especially to their own 
care providers, and their answers must be interpreted to account for residents’ 
cognitive and communication functions as well as the manner in which a question is 
posed. Furthermore, once HFID recorded temperatures that exceeded safe limits in 
contravention of the regulatory requirements, the actual room temperatures should 
have been the determining resident risk factor, not anecdotal information. 

One of the fundamental principles of disaster response is planning based on likely 
or anticipated environmental challenges in a particular region.111 Excessive 
environmental heat is common throughout Southern California and the failure of 
ventilation and air conditioning systems, particularly during summer heat waves, is 
an example of an environmental challenge that should have been anticipated at 
Foothill Heights and can be anticipated in other facilities in the County. This 
confluence of events is made more likely by aging buildings and equipment, as well 
as anticipated increases in global climate temperatures and the number of days a 
region can expect to experience extreme heat. 

A facility’s disaster plan must anticipate not only equipment failure, but also power 
failure. For instance, at times, generator supplies are insufficient to cover air 
conditioning systems. Appropriate disaster plans should include clear emergency 
evacuation protocols, especially since most SNF residents require accommodations 
for transport and receiving facilities require preparation to meet medical and 
functional needs. In large or mass casualty disasters, ambulances may be 
overwhelmed, and detailed planning, including prearranged contractual agreements 
for resident transports and other needs may be necessary. 

In order to remedy the excessive temperature deficiencies, Foothill Heights 
ultimately determined that it had to replace the building’s roof and electrical system 
in order to accommodate a new central air conditioning system.112 On the night of 
the evacuation, the OIG was on scene and confirmed the facility administrator’s 
assertion that construction work had already begun, inside and outside of the 
building, with residents in place. HFID reports that it was aware of the extent of 
needed repairs and that Foothill Heights intended to complete the renovations 
without transferring residents. Documentation provided indicates that the Foothill 
Heights owners were aware that the air conditioning system needed to be repaired 
or replaced when they purchased the facility two years earlier.113 The facility 

 
110 Id. 
111 Saliba, D., et al., Function and Response of Nursing Facilities During Community Disaster, 
American Journal of Public Health, 94(8), at 1436–1441, August 2004. 
112 Form CMS-2567, Statement of Deficiencies and Plan of Correction, Foothill Heights Care Center, 
Survey ID: NQG011, August 27, 2020, at: 
https://www.cdph.ca.gov/Programs/CHCQ/LCP/CalHealthFind/_vti_bin/HFCISService.svc/DownloadDo
cumentByPenaltyNumber?param=950016044 (accessed on January 10, 2021). 
113 Id. 
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administrator also stated that Foothill Heights had purchased the portable air 
conditioning units and fans in preparation for the summer months.114 Facility 
owners clearly anticipated the environmental challenges posed by the summer heat 
wave but were ill-prepared for equipment failures and did not have an effective 
disaster plan.  

Throughout the evacuation, OIG personnel observed Foothill Heights staff diligently 
attempting to prepare residents for transfer, helping them choose which basic 
necessities to carry, and lining them in gurneys and wheelchairs along facility 
hallways to wait on emergency personnel. Despite oppressive temperatures 
exacerbated by their PPE, concerned staff moved quickly and remained indoors until 
the last frightened resident was transferred to an ambulance. Foothill Heights 
owners failed to protect residents and staff by exposing them to excessive 
temperatures for more than six weeks. The safety risks and emotional trauma 
suffered by Foothill Heights residents is not mitigated by the owners’ efforts to 
implement ineffective stop-gap measures after the equipment failed, particularly 
given that the crisis may have been averted altogether had they replaced the air 
conditioning system sooner.    
 
HFID’s Crisis Response at Golden Cross and Foothill Heights 
 
The events leading up to the Golden Cross and Foothill Heights evacuations indicate 
inadequate mechanisms to trigger an effective, timely and coordinated crisis 
response. It is important to note that the evacuation of a SNF is a serious 
undertaking with inherent risks to frail, older residents, and research supports 
leaving residents in place whenever possible.115 Dr. Saliba confirms that care must 
be taken in deciding whether to evacuate, including among other considerations, 
whether necessary resources can be brought into a facility or can only be accessed 
elsewhere. However, when a facility fails to adequately remediate ongoing 
deficiencies that pose serious risk, swift action may be necessary to protect 
residents’ health and safety.  

The current contract between CDPH and HFID provides that “CDPH retains the 
responsibility for establishment of program policies and standards, and enforcement 
actions relating to licensure, including denials, revocations and suspensions.”116 As 
a result, HFID is required to conduct its oversight activities in accordance with the 
policies and procedures established by CDPH, and LACDPH does not have the 
discretion to modify or tailor such policies and procedures based on local needs.  

 
114 Id. 
115 Willoughby, M., et al., Mortality in Nursing Homes Following Emergency Evacuation: 
A Systematic Review, Journal of the American Medical Directors Association, 18(8), at 664-670, April 
13, 2017.  
116 Standard Agreement 19-10042, July 1, 2019, through June 30, 2022, Exhibit A, at 3.  
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The OIG requested from LACDPH all CDPH and HFID policies and procedures 
regarding the depopulation/evacuation of residents from SNFs, including any 
criteria for when depopulation/evacuation is appropriate. The OIG received the 
following two documents: California Health and Safety Code (HSC) section 1336.2 
and CDPH Licensing and Certification Policy and Procedure Manual (CDPH Policy and 
Procedure Manual) section 527.20. Pursuant to HSC section 1336.2, CDPH has the 
authority to:  

[P]rovide, or arrange for the provision of, necessary relocation services 
at a facility, including medical assessments, counseling, and placement 
of residents, if it determines that these services are needed promptly to 
prevent adverse health consequences to residents, and the facility 
refuses, or does not have adequate staffing, to provide the services.117 

HSC section 1336.2 does not contain criteria for determining when necessary 
relocation services are to be provided or arranged nor does it contain protocols for 
how such relocation services are to be provided or arranged. 

Section 527.20 of the CDPH Policy and Procedure Manual provides some additional 
guidance on the emergency transfer of residents. Under Section 527.20, CDPH is 
authorized to “take any necessary measures to protect and preserve the public 
health”; however, “[l]icensing staff should not obligate the Department financially 
in a transfer without clearance from headquarters.”118 Although HFID does not have 
the independent authority to initiate an evacuation in the event of a facility-wide 
crisis, it can recommend evacuations and other emergency responses to CDPH.  

Section 527.20 provides the following three guidelines in determining the need to 
transfer residents:  

A. The facility is a danger to the health and safety of the [residents] if 
they were to remain.  
B. The facility staff is not available or indicates its refusal to provide the 
necessary service.  
C. If a facility is being enjoined from continuing its operations.119  

No additional criteria, factors or considerations are provided for determining when 
the scope and severity of a danger to the health and safety of residents rises to the 
level of requiring a transfer. Lastly, the policy provides that “[o]nly in direct 
circumstances should licensing staff take over transfer arrangements.”120 The policy 
does not define “direct circumstances” and the policies and procedures relied upon 

 
117 CA HSC § 1336.2(f). 
118 California Department of Public Health, Licensing and Certification Policy and Procedure Manual, 
Chapter 5, section 527.20. 
119 Id.  
120 Id. 



 

19 
 

by HFID to determine when an evacuation is required do not appear to provide 
sufficient guidance. 

Effective oversight during SNF crises requires thorough and critical risk assessment, 
continuous situation monitoring and swift emergency response where necessary. 
The events preceding the evacuations suggest that HFID recognized a danger to 
residents in both Pasadena facilities and attempted to intervene by conducting 
several surveys, identifying deficiencies and issuing citations. Nevertheless, both 
situations culminated in crises that posed greater risk to residents and required 
facility evacuations. It may be that HFID surveyors identified and considered all of 
the potential medical implications should residents have remained in place at 
Golden Cross and Foothill Heights, but documentation provided suggests otherwise. 
If HFID did not adequately identify or take appropriate action based on identified 
risks, it likely contributed to a delay in CDPH initiating the emergency response. 
 
Efficacy of HFID’s Oversight and Enforcement Actions 
 
In addition to questions and issues detailed above regarding HFID’s crisis response 
throughout the Foothill Heights and Golden Cross evacuations, the A-C’s report 
details operational deficiencies that impact HFID’s oversight and enforcement 
actions. The A-C identified a significant number of backlogged SNF complaint and 
FRI investigations, many of which have remained open for several years.121 As of 
June 30, 2020, 5,407 backlogged investigations remained open at various stages of 
the investigation process, almost half of which have remained open for more than 3 
years. Of the 5,407 backlogged SNF investigations, 547 were categorized as 
immediate jeopardy. As part of the current contract, CDPH agreed to complete 989 
of the 5,407 backlogged investigations. As a result, HFID is currently responsible 
for completing the remaining 4,418 backlogged SNF investigations. The A-C also 
noted that “HFID management did not demonstrate that they adequately manage 
or track the various phases/stages of all of their current and backlogged 
investigations . . . .”122  

Complaint and FRI investigations serve as essential response mechanisms for 
addressing health and safety concerns and allow HFID to evaluate the quality of 
care provided by a SNF between periodic surveys and inspections. When allegations 
are substantiated through the investigation process, monetary and non-monetary 
(e.g., directed in-service training and directed Plan of Correction) enforcement 
remedies may be imposed to encourage SNFs to rectify deficiencies. In the event of 
suspected abuse and/or neglect, referrals may be made to law enforcement for 
criminal investigation. The failure to investigate complaints in a timely manner can 

 
121 A-C Final Report (Attachment I) at 13. 
122 A-C Final Report (Attachment I) at 15. 
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limit HFID’s ability to collect sufficient evidence to substantiate allegations and 
prolong situations in which residents may be subjected to unsafe conditions, abuse 
and neglect.  

The A-C also reports that HFID does not adequately track enforcement actions to 
ensure that deficiencies are resolved in a timely manner.123 For example, the A-C 
found that HFID does not track monetary and non-monetary enforcement remedies 
against SNFs for violating federal-level requirements, or non-monetary enforcement 
remedies issued for violating state-level requirements. The A-C reports that HFID 
only tracks monetary enforcement remedies against SNFs for violating state-level 
requirements. However, as of October 27, 2020, 76 of the 249 (30 percent) state-
level monetary enforcement remedies imposed from July 1, 2019, through June 30, 
2020, remained unresolved. These 76 unresolved monetary enforcement remedies 
amount to a total of approximately $1 million. The A-C notes HFID’s position that 
HFID should not be required to track or ensure that enforcement remedies are 
resolved timely. Although HFID is only responsible for recommending remedies to 
CDPH or CMS, issued enforcement remedies directly impact the quality of care in 
SNFs.124 As such, the A-C recommends that HFID management “consider 
advocating for the State to, or provide HFID with additional resources to, develop a 
better tracking/monitoring protocol to ensure all state and federal 
citations/remedies are implemented and resolved timely.”125 

The A-C conducted a comparative analysis of staffing levels and the average hours 
required to complete SNF oversight activities between HFID and CDPH and found 
that, despite comparable training requirements, levels of expertise and roles and 
responsibilities, HFID staff spent less time than their CDPH counterparts conducting 
most SNF oversight activities.126 For example, HFID staff, on average, spent 17.02 
hours conducting a complaint investigation while CDPH staff, on average, spent 
19.75 hours. The A-C also found that HFID staff spent significantly less time 
conducting most state and federal licensing and certification activities than CDPH 
staff.  

These deficiencies, in addition to others, identified by the A-C concern the core 
functions of HFID. The A-C recommends that HFID management initiate a 
comprehensive study to evaluate the problems identified in the A-C’s report, 
including staffing needs and the causes for delays in completing investigations and 
addressing deficiencies.127 The analysis the A-C recommends is an important step in 
ensuring that HFID can fulfill its mission to adequately protect the health and safety 
of residents and staff in the 4,188 health care facilities that it oversees. 

 
123 A-C Final Report (Attachment I) at 25. 
124 Id. 
125 Id.  
126 A-C Final Report (Attachment I) at 36. 
127 A-C Final Report (Attachment I) at 38. 
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HFID’s Coordination and Communication with Partner Agencies 
 
The evacuations reveal a lack of coordination and communication between HFID 
and partner agencies such as the Ombuds and local health and fire departments. 
Representatives from the city of Pasadena and the Ombuds reported little 
coordination and poor communication with HFID leading up to the evacuations. 
Partner agencies, particularly the Ombuds, have a pivotal role in advocating for 
residents and identifying deficiencies before they become facility-wide crises.  

The Ombuds is authorized under federal and state law to receive, investigate and 
resolve complaints made by or on behalf of residents living in long-term care 
facilities, including SNFs. Ombuds work with regulatory agencies, including CDPH 
and HFID, to support resident-rights and improve quality of care and life. The 
Ombuds utilizes trained and certified staff and volunteers to respond to complaints 
and monitor long-term care facilities through unannounced visits and other 
monitoring. Communication failures between HFID and Ombuds thwarts the 
Ombuds’ efforts to address complaints and monitor facilities. The Ombuds should 
be viewed as a valued partner whose expertise and access to residents 
supplements HFID’s efforts. HFID and the Ombuds meet quarterly in order to 
maintain communication. The quarterly meetings are certainly important, but the 
Ombuds’ efforts to address complaints and monitor facilities requires consistent, 
real-time communication, particularly during facility-wide crises.  

The city of Pasadena is a comparatively affluent city with its own public health and 
fire departments, which provide an additional layer of oversight when SNF 
operations fail. An Assistant City Manager and other Pasadena officials were on-site 
before and during both evacuations to witness the conditions and aggressively 
advocate for the residents. Pasadena’s efforts to protect the health and safety of 
SNF residents within its jurisdiction raises bigger questions about whether similar 
crises are occurring in some of the operating SNF’s in other cities and 
unincorporated areas throughout the County that do not have local health or fire 
departments. 

Lastly, as detailed in the OIG’s first interim report, integration between HFID and 
other LACDPH divisions has improved as a result of COVID-19 mitigation efforts. 
However, the County’s existing contract with CDPH, whereby CDPH retains much 
substantive and operational authority over HFID while LACDPH retains 
administrative control, appears to impede both communication between HFID, 
LACDPH, and CDPH and effective SNF oversight and regulation. For example, HFID 
reported that LACDPH leadership was not notified of the ongoing issues at Golden 
Cross until a few days prior to the evacuation.128 This raises concerns about the 

 
128 Conversation with HFID leadership regarding the evacuations of Golden Cross Health Care and 
Foothill Heights Care Center, December 22, 2020. 
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extent to which HFID is integrated into LACDPH and whether LACDPH can provide 
the necessary support, direction and oversight to ensure the success of HFID’s 
oversight mission pursuant to the County’s contract with CDPH.  

The current contract allows for CDPH to withhold a certain percentage of budgeted 
funds if HFID does not meet its contractual obligations.129 In addition, any federal 
fiscal sanctions that are assessed against CDPH that are attributable to HFID’s non-
compliance with the terms of the current contract may be levied in full against the 
County via a reduction of the fiscal year end invoice.130 These and other terms in 
the existing contract may undermine some of the soundly reasoned goals of local 
versus state oversight. If jurisdictional and other bureaucratic complexities of the 
current contract limit effective oversight of SNFs and meaningful advocacy for 
vulnerable SNF residents, these costs must be weighed against any benefits of local 
integration and budgetary efficiency.  
 

HFID STAFF CONCERNS 
 
Since the Inspector General’s appointment in May 2020, the OIG has received 
numerous complaints about HFID operations from advocates, stakeholders and 
HFID staff. As part of the OIG’s review, OIG personnel spoke with more than 40 
HFID staff, including Health Facilities Evaluator Nurses (HFEN), Health Facilities 
Evaluators, support staff and supervisors from each region and the Acute Care 
Hospitals section to gather information regarding HFID’s practices and staff 
perceptions. HFID staff made themselves available and appeared to speak candidly 
with OIG personnel about the challenges they face. The majority of HFID staff who 
spoke with OIG personnel expressed passion for their work and a determination to 
enforce regulatory requirements.  

Several HFID staff who conduct complaint and FRI investigations expressed feeling 
pressure to close investigations quickly in order to meet deadlines, reduce the 
number of backlogged investigations and remain current on new complaints and 
FRIs. Most staff reported that they are expected to submit four completed 
investigations per week if they are working from the office or six completed 
investigations per week if they are working remotely. Others reported that they are 
expected to submit three completed investigations per week. Complaint 
investigations involve varying levels of complexity depending on the nature, scope 
and severity of the allegation(s). Several staff stated that they believe these 
expectations are rigid, unrealistic and ultimately compromise the quality of 
complaint investigations, sometimes at the expense of residents’ health and safety. 
These beliefs were also communicated by some HFID supervisors.  

 
129 Standard Agreement 19-10042, July 1, 2019, through June 30, 2022, Exhibit B, at 4. 
130 Standard Agreement 19-10042, July 1, 2019, through June 30, 2022, Exhibit A, at 9. 
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Numerous staff expressed feeling pressure to rush immediate jeopardy 
investigations and, at times, close them prematurely. Other staff expressed that 
they were given too many immediate jeopardy cases to investigate at one time. 
Some staff reported that they have been instructed by their supervisors to leave a 
facility without pursuing a further investigation into a suspected immediate 
jeopardy situation that they had identified. Some staff reported that they have 
expressed their concerns about closing investigations prematurely to their 
supervisors to no avail. In addition, several staff stated that, at times, supervisors 
have downgraded their deficiency findings against their own recommendations. 
Numerous staff communicated the belief that HFID leadership appears to prioritize 
closing investigations, at times, over the wellbeing and safety of SNF residents.  

Several staff also expressed feeling inadequately trained, particularly in conducting 
comprehensive and thorough complaint and FRI investigations. Staff reported 
feeling pressure to begin field work on their own despite being ill-prepared. OIG 
personnel were also informed that some new HFENs are beginning field work prior 
to completing training and passing the Surveyor Minimum Qualifications Test 
(SMQT).  

Staff and supervisors routinely expressed a strong desire for a robust on-the-job 
training and mentoring program. New staff are assigned to work with an 
experienced staff member who serves as a “mentor” for a brief period after 
completing initial training, however, it is not uncommon for mentors to be assigned 
additional/collateral responsibilities that limit their ability to dedicate sufficient time 
to training. In addition, some supervisors stated that mentors lack formal training 
to provide adequate coaching, recognition and real-time feedback. 

Supervisors explained that once new surveyors are assigned to their units, they are 
generally required to work at the same capacity as other surveyors due to the 
significant workload. Supervisors recognized that this likely contributes to new staff 
feeling overwhelmed, as well as low morale and staff turnover. In addition, 
supervisors expressed the belief that webinars alone are not enough to teach the 
application of new skills, especially when staff are required to multi-task during 
webinars so that they do not fall behind.  

As detailed in the OIG’s first interim report, CDPH required all SNFs to submit 
COVID-19 mitigation plans with specific elements and an attestation by June 1, 
2020, for review and approval. Upon approval, CDPH requires that each SNF 
receive an on-site infection control survey at least once every six to eight weeks to 
verify implementation of approved COVID-19 mitigation plans. Staff assigned to 
COVID-19 mitigation activities such as the infection control surveys reported 
receiving approximately one hour of initial COVID-19 mitigation training prior to 
being required to conduct such surveys on their own. Some staff reported feeling 
ill-prepared to assess COVID-19-related infection control and prevention protocols. 
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In July 2020, approximately four months into the pandemic, CDPH reportedly 
offered over 20 hours of infection control training. Some staff stated that they 
found the CDPH training helpful and wished they had received it earlier.  

Lastly, the majority of staff and supervisors reported feeling overworked and 
exhausted, which appears to have impacted staff morale. They report that it has 
become increasingly difficult for staff to thoroughly investigate high priority and 
urgent complaints and FRIs without falling behind. Staff and supervisors stressed 
the need for additional staffing, including higher supervisor-to-staff ratios. Finally, 
the OIG also received some complaints regarding possible hostile work environment 
issues that were referred to the County Equity Oversight Panel. 

These accounts, consistently reported to the OIG by HFID staff, require the prompt 
attention of LACDPH leadership to ensure that staff are not cutting corners. If true, 
the issues alleged may impact the County’s ability to oversee SNFs, protect the 
health and safety of residents and fulfill its contractual obligations with CDPH. If 
reported accounts are untrue, the common perception of multiple HFID staff and 
supervisors is itself concerning and calls for further evaluation and appropriate 
intervention. 
 

OWNERSHIP STRUCTURES OF SKILLED NURSING FACILITIES 
 
The Golden Cross and Foothill Heights crises highlight serious operational 
deficiencies in both SNFs. HFID, the Ombuds, advocacy groups, and more recently 
the OIG, regularly receive similar complaints about other SNFs throughout the 
County. Sustained allegations involving resident abuse and neglect are often linked 
to commonly identified issues such as high staff-to-patient ratios, inadequate 
staffing and training and physical plant and other infrastructure problems.131 These 
and other deficiencies are often linked to cost containment efforts commonly 
associated with for-profit SNFs, such as Golden Cross and Foothill Heights.132 This 
section offers an introduction to complex SNF ownership structures.  

There are three general types of SNF ownership structures: for-profit, nonprofit, 
and government-owned facilities. For-profit SNFs have largely dominated SNF 
ownership in California. From 2003 through 2017, 78 to 84 percent of California 
SNFs were registered as for-profit entities, with a decrease to 69 percent in 

 
131 Bos, A., et al., Financial performance, employee well-being, and client well-being in for-profit and 
not-for-profit nursing homes: A systematic review, Health Care Management Review, October 12, 
2017, 42(4), at 352-368. 
132 Id. 
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2019.133 The County exceeds the state-wide totals with approximately 89 percent of 
the county’s 379 operating SNFs registered as for-profit entities.134  
 
For-profit vs. Nonprofit Ownership 
 
Researchers have found that a greater percentage of poorly performing SNFs are 
operated by for-profit entities.135 For-profit SNFs usually operate under the 
leadership of a board of directors that is required to maximize shareholder profits. 
In order to maximize profits, research has shown that for-profit facilities generally 
operate with lower staffing levels and experience more deficiencies136 than 
nonprofit facilities.137  

CDPH has identified adequate staffing as a point of emphasis in the control of 
COVID-19.138 In 2020, researchers from the University of California, San Francisco 
examined the relationship between staffing levels in California SNFs and resident 
infections and found that SNFs with registered nurse staffing levels under the 
recommended minimum standard (0.75 hours per resident per day) were twice as 
likely to have COVID-19 resident infections.139 As such, SNFs with insufficient 
staffing appear to leave residents more vulnerable to COVID-19 infections.  

 
133 Kaiser Family Foundation, Distribution of Certified Nursing Facilities by Ownership Type, 2019, at: 
https://www.kff.org/other/state-indicator/nursing-facilities-by-ownership-
type/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%
22%7D (accessed on January 10, 2021).  
134 Percentage calculated based on the remaining 338 of the 379 total skilled nursing facilities that are 
not registered as nonprofit facilities based on their first-level owner.  
135 See U.S. Government Accountability Office, CMS’s specific focus facility methodology should better 
target the most poorly performing facilities which tend to be chain affiliated and for-profit, GAO-09-68, 
August 2009, at: https://www.gao.gov/new.items/d09689.pdf (accessed on January 10, 2021); see 
also Bos, A., et al., Financial performance, employee well-being, and client well-being in for-profit and 
not-for-profit nursing homes: A systematic review, Health Care Management Review, October 12, 
2017, 42(4), at 352-368. 
136 “Deficiency” is defined as a skilled nursing facility’s failure to meet Medicare/Medicaid participation 
requirements. 42 CFR § 488.301. 
137 U.S. Government Accountability Office, CMS’s specific focus facility methodology should better 
target the most poorly performing facilities which tend to be chain affiliated and for-profit, August 
2009, GAO-09-68, https://www.gao.gov/new.items/d09689.pdf (accessed on January 10, 2021). 
138 On May 11, 2020, CDPH issued AFL 20-52 requiring all SNFs to submit mitigation plans for review 
and approval to HFID by June 1, 2020, which address the following six elements: (1) testing of 
residents and staff, including how test results will be used to inform cohorting, (2) infection prevention 
and control, (3) personal protective equipment, (4) staffing shortages, (5) designation of space to 
separate infected residents and limit transmission, and (6) communication with staff, residents and 
their families regarding the status and impact of COVID-19 in the facility. See California Department 
of Public Health, AFL 20-52, Coronavirus Disease 2019 (COVID-19) Mitigation Plan Implementation 
and Submission Requirements for Skilled Nursing Facilities (SNF) and Infection Control Guidance for 
Health Care Personnel (HCP), May 11, 2020, at: 
https://www.cdph.ca.gov/Programs/CHCQ/LCP/Pages/AFL-20-52.aspx (accessed on January 10, 
2021). 
139 Harrington, C., et al., Nurse Staffing and Coronavirus Infections in California Nursing Homes, 
Policy, Politics, & Nursing Practice, August 2020, Vol. 21(3), at 174–186. 
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This study also found that California SNFs with lower CMS five-star quality ratings 
in total nurse staffing had more infection control deficiencies, more total health 
deficiencies and a higher probability of having COVID-19 positive residents.140 
Conversely, SNFs with higher CMS five-star quality ratings in total nurse staffing 
had fewer infection control deficiencies, fewer total health deficiencies and a lower 
probability of having COVID-19 positive residents.141 Analyses of data from SNFs 
across the country also shows that higher nurse aide hours and higher total nursing 
hours are associated with fewer COVID-19 deaths and lower risk of COVID-19 
outbreaks in the facility once a case occurs.142 

Researchers from University of California, San Francisco’s Institute for Health and 
Aging found that for-profit facilities generally received significantly lower CMS 
rating143 scores for overall quality and staffing than nonprofit facilities. For example, 
the staffing rating of for-profit facilities was found to be just below average, 
whereas, the staffing rating for nonprofit facilities was almost at the above average 
level. Staffing turnover rates were also found to be greater in for-profit facilities.144 
In addition, this study found that for-profit facilities received significantly higher 
frequency of deficiencies, citations and complaints than nonprofit facilities.145  
 
Chain Ownership 
 
In California, corporate chains that own or manage two or more facilities have 
emerged as the dominant SNF ownership structure. By 2015, over 74 percent of 
California facilities were owned by corporate chains.146 A 2017 study presented a 
cross-country comparison of trends in for-profit SNF chains in Canada, Norway, 
Sweden, the United Kingdom and the United States.147 This study found that large, 
for-profit SNF chains have complex organizational structures and increasingly 
dominate their markets utilizing such corporate strategies as the separation of 

 
140 Id.  
141 Id. 
142 Gorges, R., et al., Staffing Levels and COVID-19 Cases and Outbreaks in U.S. Nursing Homes, 
Journal of the American Geriatrics Society, August 2020, 68(11) at 2462-2466.    
143 CMS employs a quality rating system that gives each SNF a rating of between one and five stars. 
SNFs with five stars are considered to have much above average quality and SNFs with one star are 
considered to have quality much below average. There is one Overall five-star rating for each SNF, 
and a separate five-star rating for health inspections, staffing and quality measures. 
144 Ross, L., et al., California Nursing Home Chains By Ownership Type Facility and Resident 
Characteristics, Staffing, and Quality Outcomes in 2015, August 2016, at: 
https://theconsumervoice.org/uploads/files/general/CA-Chains-Report_20AUG2016.pdf (accessed on 
January 10, 2021). 
145 Id. 
146 Harrington, C., et al., Nursing facilities, staffing, residents and facility deficiencies, 2009 Through 
2014, The Kaiser Family Foundation, April 3, 2018, at: https://www.kff.org/medicaid/report/nursing-
facilities-staffing-residents-and-facility-deficiencies-2009-through-2016/ (accessed on January 10, 
2021). 
147 Harrington, C., et al., Marketization in Long-Term Care: A Cross-Country Comparison of Large For-
Profit Nursing Home Chains, Health Services Insights, 2017, Vol. 10, at 1–23. 
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property from operational companies, diversification and location of services and 
the use of tax havens. This study further found that the lack of adequate public 
information about the ownership, costs and quality of services provided by SNF 
chains was problematic in all the countries that were analyzed.148 
 
Complex Ownership Structures 
 
Large SNF chains have developed specific strategies to increase their profitability, 
including creating complex ownership structures to reduce liability by establishing 
multiple layers of related companies which separately own, manage and operate 
their component facilities.149 Some SNF chains implement complicated ownership 
structures which utilize separate management companies and service providers 
owned by the same ownership group via a series of limited liability corporations 
(LLCs).150 This can result in a complex and interlocking structure of related 
individual and corporate owners, management companies and service providers 
that obscures the ownership and the financial relationships between the various 
LLCs and lead to higher administrative costs.151 A study of one of California’s 
largest SNF chains found that corporate profits were hidden in management fees, 
lease agreements and various payments for ancillary support services that were 
made to companies related to the chain.152  

In 2014, the Sacramento Bee effectively captured the issues inherent to 
“extraordinarily elaborate” ownership structures.153 One owner had created a 
network of nearly eighty separate business entities which managed or provided 
services to fifty-four nursing homes throughout California. The Sacramento Bee 
noted that a corporate ownership pattern emerges wherein: 

[A] nursing home owned by a limited liability company, which is owned 
by another limited liability company, which is owned by another one 
after that, with the primary owner at the top of the pile. Some chains 

 
148 Id. 
149 Harrington, C., et al., Organization, financing and management strategies of the ten largest for-
profit nursing home chains in the US, International Journal of Health Services, 2011, 41(4), at 725-
746. 
150 Id.; see also Stevenson, D., et al., Nursing home ownership trends and their impacts on quality of 
care: a study using detailed ownership data from Texas. Journal of Aging & Social Policy, 2013, 25, at 
30–47.  
151 Harrington, C., et al., Hidden owners, hidden profits and poor nursing home care: a case study, 
International Journal of Health Services, 2015, 45(4), at 779–800. 
152 Id.; see also Cenziper, D., et al., Profit and pain: How California’s largest nursing home chain 
amassed millions as scrutiny mounted, The Washington Post, December 31, 2020, at:  
https://www.washingtonpost.com/business/2020/12/31/brius-nursing-home/ (accessed on February 
11, 2021).  
153 Lundstrom, M., et al., Unmasked: Who owns California’s nursing homes? The Sacramento Bee, 
November 9, 2014, at: http://media.sacbee.com/static/sinclair/Nursing2/ (accessed on January 10, 
2021).  
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structure the various entities as general partnerships, others as 
corporations. 

Picture a giant, elaborate wheel, with the owners at the center, then 
dozens of spokes splaying out toward subsidiaries that in turn connect 
to other wheels, with more spokes connecting to individual homes.154 

The article notes that advocates for for-profit SNF operators argue that such 
business structures are necessary. For example, when all facilities within a chain of 
facilities are held by one corporation—and just one of the corporation’s component 
facilities suffers a significant deficiency, such as a criminal elder-abuse conviction—
the entire group of component facilities risks losing government funding.155 
However, resident advocates argue that some SNF operators intentionally strive to 
obscure facility ownership such that consumers are unable to determine who really 
owns a SNF. As such, a consumer could unwittingly transfer a family member from 
one poor quality facility to another facility owned by the same chain. The article 
identified a corporation that had created a different corporation for each of its 
thirty-two SNFs with dissimilar names like “Tzippy Care Inc.” and “SGV Healthcare 
Inc.,” making it difficult for consumers to identify when SNFs are related to one 
another.  

Larger ownership groups may use complex and overlapping systems of dissimilarly 
named companies to create confusing corporate structures that complicate 
accountability efforts. Inadequate oversight and accountability mechanisms and 
allowances that exist in the current regulatory framework may also inadvertently 
aide those who are inclined to engage in corporate conflicts of interest, self-dealing 
or other financial crimes or abuses. The OIG will further analyze the complex issues 
involving ownership structures, and make corresponding recommendations, in its 
final report.  
 

RECOMMENDATIONS 
 
Recommendation #1: In addition to implementing the A-C’s recommendations, 
LACDPH should develop a comprehensive county-wide SNF crisis mitigation and 
response plan. The crisis mitigation and response plan should: 

a. designate a crisis mitigation team within LACDPH that coordinates closely 
with HFID with appropriate expertise in geriatric medicine, SNF care and 
administration, residents’ rights and disabilities access, infection control and 
prevention and environmental health and safety to provide support to HFID 

 
154 Id. 
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staff and assess and determine the appropriate response in the event of 
facility-wide crises; 

b. provide clear thresholds for when the crisis mitigation team should be 
deployed to SNFs that fail to abate immediate jeopardy findings and if 
necessary, formulate and implement crisis response plans; 

c. establish protocols for the crisis mitigation team to exchange information and 
coordinate response planning with partner agencies and stakeholders;  

d. prescribe the engagement of additional experts as necessary in areas such as 
emergency management, forensic accounting and criminal investigation and 
prosecution; and 

e. require an enhanced annual review of disaster and emergency preparedness 
plans of all operating SNFs in the County to ensure that they include 
adequate emergency operations plans that account for facility and 
community-based risks, including both human-induced and natural hazards.  

Recommendation #2: LACDPH, in coordination with CDPH, should evaluate the 
CDPH Policy and Procedure Manual to determine whether revisions are necessary to 
provide sufficient guidance, clear thresholds and adequate discretion to identify 
crises, initiate responses and address local needs. 

Recommendation #3: LACDPH should ensure that HFID is properly integrated 
into LACDPH operations. LACDPH should remain closely apprised of and monitor the 
status of HFID’s investigations backlog and other operational problems as well as 
any critical incidents/crisis situations that arise in health care facilities within HFID’s 
jurisdiction. LACDPH employs an array of experts in medicine, public health and 
administration who should be engaged as necessary to support HFID in improving 
the quality of its SNF oversight. LACDPH should consider whether changes to its 
current organizational structure are necessary to ensure that HFID receives 
adequate oversight, direction and support. 

Recommendation #4: LACDPH and HFID should consistently engage the Ombuds 
as an additional layer of oversight and as a resource to strategize solutions, 
deficiency remediation and other corrective action in order to improve SNF 
accountability.  

Recommendation #5: LACDPH and HFID should ensure that the Ombuds 
reporting and accounts of abuse, neglect or other residents’ rights violations are 
treated as credible information sources and evidence in making determinations and 
issuing findings.  

Recommendation #6: If no legal barriers exist, LACDPH, in coordination with 
CDPH, should take measures to notify the Ombuds whenever an immediate 
jeopardy determination is made.  
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Recommendation #7: LACDPH, in coordination with CDPH, should establish 
policies for HFID to frequently and consistently communicate and exchange 
information with agencies that conduct SNF site visits, such as the Ombuds and 
local health departments, and cultivate transparent and meaningful partnerships. 

Recommendation #8: LACDPH and County Counsel should determine whether the 
current contract for County SNF licensing and oversight requires term modifications 
or supplemental language to better ensure that HFID is effective. Any contract 
discussions should be attentive to balancing the goals of operational and budgetary 
efficiency with the imperative of improving care and safety. 

Recommendation #9: LACDPH, in coordination with CDPH, should ensure that 
HFID surveyors who handle investigations are adequately trained to thoroughly and 
timely investigate FRIs and complaints. Training should include identifying and 
examining available evidence, interviewing residents and other witnesses and 
maintaining communication with complainants throughout investigations. Periodic 
retraining should also be expanded to ensure that perishable investigation skills do 
not deteriorate. In addition, LACDPH, in coordination with CDPH, should reevaluate 
the mentorship program to offer meaningful, real-time training for new surveyors.  

Recommendation #10: LACDPH, in coordination with CDPH, should evaluate its 
current systems for identifying and analyzing patterns of complaints against SNFs 
to ensure that they are effective in identifying patterns of quality-of-care and 
residents’ rights violations. 

Recommendation #11: In order to improve accountability and ensure compliance 
with the County’s contractual obligations, LACDPH should establish an effective 
system to promptly review all complaint and FRI investigations to determine 
whether they qualify for deficiency citations and, if so, to ensure that they are 
promptly issued at the highest level supported by the evidence. 

Recommendation #12: LACDPH should conduct ongoing and periodic audits of 
select samples of closed complaint and FRI investigations to ensure that HFID’s 
investigations are conducted thoroughly and timely and to confirm that adequate 
enforcement action was taken to address identified deficiencies. 

Recommendation #13: LACDPH should assess HFID staff perceptions and morale 
in order to identify whether the division’s culture or other issues reported to the 
OIG impact employee wellness or productivity. LACDPH should ensure that its 
complaint and grievance mechanisms are adequate for HFID staff to raise concerns 
directly to LACDPH. 
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IMPROVING OVERSIGHT AND ACCOUNTABILITY WITHIN SKILLED 
NURSING FACILITIES (May 26, 2020, Board Agenda Item #23) -
AUDITOR-CONTROLLER'S FINAL REPORT 

On May 26, 2020, the Board of Supervisors (Board) directed the Office of Inspector 
General (OIG) to provide a report on the Oversight and Operations of Skilled Nursing 
Facilities (SNFs) in Los Angeles County (County) in consultation with the Auditor
Controller (A-C) and other appropriate department leaders. The Board also directed the 
A-C to: 

• Develop a publicly available dashboard that provides COVID-19 related data for 
SNFs; 

• Assess the Department of Public Health's (DPH) Health Facilities Inspection Division's 
(HFID's) ability to meet all COVID-19 Mitigation and other critical oversight roles; and, 

• Compare HFID's staffing level to other counties in the State, and work with the 
Directors of DPH and other County departments to ensure there is the necessary 
staffing, expertise, training, enforcement protocols, and other functions required to 
support this monitoring and enforcement effort. 

The A-C's proposed scope of work was provided to the Board, along with the OIG's, on 
July 30, 2020. Our first interim report was issued to the OIG on October 5, 2020, which 
reported that the final version of the dashboard was made public on September 30, 2020. 
This report constitutes our final report to the OIG on the A-C's assessment of HFID. 
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Assessment of DPH's HFID 

Results Summary 

Based on our assessment, HFID management does not currently have the ability or 
capacity to adequately assume the additional responsibility of monitoring compliance with 
all COVID-19 Mitigation Plan requirements should the California Department of Public 
Health (CDPH or State) require HFID to complete the non-COVID related essential 
functions stated in their original State/County contract. For example, HFID's original 
State/County contract requires them to complete investigations and provide oversight to 
ensure the ongoing health and safety of residents and staff within the 4, 188 health care 
facilities in Los Angeles County. During our assessment, we noted that as of June 30, 
2020, HFID reported 11,635 backlogged1 investigations, 5,407 (46%) of which were for 
complaints and Facility Reported Incidents (FRls) related to SNFs, a type of Long-Term 
Care (L TC) health care facility. 3,717 (69%) of the 5,407 SNF investigations were over 
one year old, and 547 (10%) were prioritized at the level of Immediate Jeopardy (IJ). IJ 
is a situation in which a provider's non-compliance with one or more requirements has 
caused or is likely to cause serious injury, harm, impairment, or death to a resident. In 
addition, we noted other significant areas of concern and numerous opportunities for 
improvement. For example, HFID management: 

• Did not demonstrate that they adequately manage or track the various phases/stages 
of all their current2 and backlogged L TC and Non-Long-Term Care (Non-L TC) 
complaint and FRI investigations. 

Immediately prior to the issuance of this report, HFID management provided their 
unfiltered Complaints Tracker Report which inventories all opened and closed 
investigations, totaling over 70,000 cases, that tracks the various phases/stages of 
their current and backlogged investigations, and identifies dates of when extensions 
were granted and the dates and number of citations issued. However, HFID's 
Complaints Tracker Report does not identify which cases were re-assigned to the 
State, report the disposition of the citations issued or relevant enforcement actions. 

• Did not demonstrate they have a clear understanding of their current total workload at 
the staff or divisional levels. Specifically, HFID does not have a comprehensive 

1 For the purpose of this report, "backlog" is defined as any required activity (e.g., L TC and Non-L TC 
complaint and FRI investigations, etc.) that was opened/initiated in prior fiscal years but not yet 
closed/completed. 
2 For the purpose of this report, "current" is defined as any required activity (e.g., L TC and Non-L TC 
complaint and FRI investigations, etc.) that was opened/initiated in the current fiscal year but not yet 
closed/completed, and limited to HFID's proportionate share based on the annual contract percentage of 
the projected full caseload amounts as outlined in Exhibit A-1 in the State/County contract (also shown in 
Table 1 of Attachment I). 
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inventory of the individual staff’s or division’s workload.  HFID provided numerous 
reports but none that include a listing of all current and backlogged investigations, 
outstanding federal and State Surveys they are required to complete, outstanding 
enforcement remedies that require follow-up for resolution and closure, and inventory 
of all of the COVID-19 related activities HFID performs or needs to perform.  This 
impairs HFID management’s ability to evaluate staffs’ responsibilities, effectively re-
assign work, or identify and resolve inefficiencies or bottlenecks within their processes 
to ensure timely completion of their required workload. 
 

 Did not initially have a clear understanding of their contractual obligations with the 
State.  For example, HFID management initially asserted they were only contractually 
required to complete “current” investigations that have been received and opened 
during the current FY; thus implying the State was responsible for completing the 
11,635 backlogged investigations.  According to their contract with CDPH, HFID is 
also responsible for all backlogged LTC complaints and FRIs received on or after July 
1, 2015, and Non-LTC complaints and FRIs received on or after July 1, 2019.  As a 
result of our inquiries and DPH’s subsequent discussions with the State, HFID now 
acknowledges they are responsible for completing 6,219 of the 11,635 backlogged 
investigations.  
 

 Does not track any federal enforcement citations issued to the health care facilities for 
violating the Centers for Medicare and Medicaid Services (CMS or federal)  
requirements, or the non-monetary enforcement remedies (e.g. directed in-service 
training, state monitoring, and directed Plan of Correction) issued to facilities for 
violating State requirements.  Rather, HFID only tracks monetary enforcement 
remedies issued to facilities for violating State requirements.  As a result, HFID could 
only report that they assessed 249 monetary citations, totaling approximately $1.8 
million, to LTC and Non-LTC health care facilities in Fiscal Year 2019-20 for violating 
State requirements.  As of October 27, 2020, 76 (31%) of the monetary citations, 
totaling approximately $1 million, remained open/unresolved.  According to HFID 
management, they are not responsible for imposing enforcement actions. 

 
Benchmarking Analysis 
 
Los Angeles County is the only county in California with a State/County contract to 
perform the required activities3 for all the health care facilities in the County, including 
SNFs.  In addition, in our discussions with CDPH, we were unable to identify any other 
comparable counties within the United States that had a similar State/County contract.  
Therefore, we attempted to benchmark against CDPH, where possible.  We compared 
staffing structures and levels, evaluated the levels of expertise, training, and roles and 

                                                 
3 Required activities are defined in Exhibit A-1 of the State/County contract (also shown in Table 1 of 
Attachment I) as LTC and Non-LTC complaint and FRI investigations, federal Recertifications, State Re-
Licensure Surveys, State Initial and Change of Service Surveys, and Miscellaneous work.   
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responsibilities of each staffing level, and compared the standard average hours of the 
required activities of both CDPH and HFID.  We noted that the roles and responsibilities 
of each staffing level, required training, and the levels of expertise, minimum years of 
experience, and licensure requirements for their respective staff levels between CDPH 
and HFID were comparable.  We also noted that:   
 
 In comparison, HFID has a higher total staff-to-number of facilities ratio (1:14) than 

the State (1:9), and a higher Evaluator-to-number of investigations ratio (1:33) than 
the State (1:10).  Whether HFID’s higher ratios contributed to the significant delays in 
completing the older investigations is unknown at this time.   

 
 HFID generally required less hours to complete their required activities than CDPH.  

However, we did not attempt to determine whether HFID is performing the required 
activities more effectively or efficiently than CDPH since this is an area outside our 
scope and expertise. 

 
Limitations to Benchmarking Analysis 
 
Due to CDPH having to prioritize their workload to address COVID-19 responsibilities, 
CDPH was unable to provide the requested documentation/information on their total 
workload and management oversight responsibilities.  As a result, we were unable to 
complete our analysis on whether HFID has the appropriate staffing structure and levels 
in comparison to the State, or whether the State’s staffing structure and levels are the 
best model to emulate.  However, based strictly on DPH’s methodology and the data we 
received to date, the available information suggests that HFID would need between 22 
and 29 additional staff to meet their original State/County contractual workload obligations 
and the COVID-19 Mitigation requirements.  However, we do not recommend hiring 
additional staff until a comprehensive analysis/study, including a plan to address the 
deficiencies noted above and throughout this report, has been conducted.  
 
See Attachment I for the details pertaining to all the results and recommendations made 
in our review. 
 

Review of Report 
 
Since May 2020, we reviewed and analyzed a significant amount of documentation 
(including electronic data files), and met with DPH and HFID management on numerous 
occasions to obtain a thorough understanding of their processes and to discuss the 
results of our review.  More recently, as we prepared to issue this report, DPH provided 
additional supporting documentation along with their feedback.  On January 15th, 19th, 
and 25th, 2021, we met with DPH and HFID management to explain why the electronic 
data files and other documentation HFID provided to date did not adequately support 
many of their assertions.   
 



Max Huntsman 
February 8, 2021 
Page 5 
 
 

 

DPH management indicated they generally concurred with our recommendations, but 
disagreed with some characterizations made throughout the report.  HFID management 
asserts they have the ability and capacity to meet all of the COVID-19 Mitigation 
requirements and their amended4 State/County contractual obligations.  Due to the 
COVID-19 pandemic, CMS issued their Quality, Safety, and Oversight Memo (QSO) 20-
12, a federal directive, suspending non-emergency inspections across the country, 
allowing Evaluators to turn their focus on the most serious health and safety threats, and 
limited survey activities.  According to DPH management, in order to meet their current 
COVID-19 requirements and amended contractual obligations, HFID has extended 
extraordinary efforts (i.e. working seven days a week and holidays, and utilizing staff from 
DPH’s other divisions) to meet their modified responsibilities.   
 
However, despite numerous meetings and our review of additional documentation 
provided to support their assertions, DPH was unable to clearly demonstrate that HFID 
management adequately manages and tracks their current and backlogged 
investigations, or has a clear understanding of their current workload, to sufficiently 
assume the additional responsibility of monitoring compliance with all COVID-19 
Mitigation Plan requirements should CDPH require HFID to complete the non-COVID 
related essential functions stated in their original State/County contract.   
     
DPH management will provide their written response to the Board within 60 days from the 
issuance of this report.  We thank DPH management and staff for their cooperation and 
assistance during our review.  If you have any questions please call me, or your staff may 
contact Terri Kasman at tkasman@auditor.lacounty.gov. 
 
AB:OV:PH:TK:YP:dc 

                                                 
4 The original State/County contractual obligations were informally amended as a result of CMS’ QSO 20-
12. 
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C O U N T Y  O F  L O S  A N G E L E S  

I. Background 

On May 26, 2020, the Board of Supervisors (Board) directed the Office of Inspector     
General (OIG) to provide a report on the Oversight and Operations of Skilled Nursing 
Facilities (SNFs) in Los Angeles County (County) in consultation with the Auditor-
Controller (A-C) and other appropriate department leaders.  The Board also directed the 
A-C to: 
 
 Develop a publicly available dashboard that provides COVID-19 related data for 

SNFs; 
 Assess the Department of Public Health’s (DPH) Health Facilities Inspection Division’s 

(HFID’s) ability to meet all COVID-19 Mitigation and other critical oversight roles; and, 
 Compare HFID’s staffing level to other counties in the State, and work with the 

Directors of DPH and other County departments to ensure there is the necessary 
staffing, expertise, training, enforcement protocols, and other functions required to 
support this monitoring and enforcement effort. 

 
On October 5, 2020, we provided the OIG our first interim report, and reported that the 
final version of the dashboard was made public on September 30, 2020.  This report 
constitutes our final report to the OIG on the A-C’s assessment of HFID.         
 
Department of Public Health’s Health Facilities Inspection Division  
 
Since the 1960’s, the California Department of Public Health (CDPH or State) has 
contracted with DPH’s HFID to perform investigations and oversight duties of the health 
care facilities in the County.  Attachment III includes a breakdown of the 4,188 health care 
facilities, including 379 SNFs that currently operate in the County.  The State performs 
these functions for all other California counties.   
 
As a State Survey Agency1, HFID is required to ensure health care facilities are in 
compliance with State licensing laws and federal certification regulations by performing 
the required surveys2.  HFID is also responsible for responding to and investigating 
complaints and Facility Reported Incidents (FRIs) at Long-Term Care (LTC) and Non-
Long-Term Care (Non-LTC) health care facilities.  LTC health care facilities include SNFs, 

                                                 
1 A State Survey Agency is the entity responsible for conducting surveys (see Attachment II for survey 
definition), on behalf of the Centers for Medicare and Medicaid Services (CMS), and to certify compliance 
with the CMS’ requirements for receiving Medicare funds. 
2 Surveys are defined as periodic inspections (i.e., federal Recertifications, State Re-licensure, and State 
Initial and Change of Services Surveys) conducted at the health care facility site that gather information 
about the quality of service to determine compliance with applicable State and federal regulations. 
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congregate living health facilities, and intermediate care facilities.  Non-LTC health care 
facilities include home health agencies, hospices, and ambulatory surgical centers.   

The current State/County contract is for three years beginning July 1, 2019, and has a 
total contract budget of approximately $258 million.  As of August 2020, HFID had four 
district offices with 289 staff, consisting of 8 Managers, 36 Supervisors, 191 Evaluators, 
11 Consultants, and 43 Support Staff.   
 
State/County Contract Requirements 
 
The terms of the State/County contract establish, in part, the contracted workload based 
on an estimated number of complaint and FRI investigations, and other required activities.  
Table 1 illustrates the Year 2 (Fiscal Year (FY) 2020-21) projected full caseload amounts 
and HFID’s proportionate share of LTC and Non-LTC complaint and FRI investigations, 
federal recertifications, State surveys (e.g., initial licensure and re-licensure surveys), and 
other miscellaneous work, as agreed upon and indicated in Exhibit A-1 of the 
State/County contract.  CDPH is responsible for investigations, and other required 
activities, in excess of HFID’s proportionate percentage of the projected full caseload 
amounts. 
 
As part of the current State/County contract, CDPH agreed to accept responsibility for 
backlogged3 LTC complaint and FRI investigations received prior to July 1, 2015, and all 
non-LTC complaint and FRI investigations received prior to July 1, 2019.  At the time of 
contract development, CDPH and HFID projected there would be 10,259 “Open and 
Backlog Complaints and FRIs” (as shown in Table 1).  This represents the total estimated 
number of backlogged investigations HFID would be responsible for completing based on 
HFID’s agreement with CDPH to complete all backlogged LTC complaints and FRIs. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
3 For the purpose of this report, “backlog” is defined as any required activity (e.g., LTC and Non-LTC 
complaint and FRI investigations, etc.) that was opened/initiated in prior fiscal years but not yet 
closed/completed. 
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Table 14 
 

State/County Contract Projected Workload  
(with Total Staff Hours Required for Completion)  

Year 2 - FY 2020-21 (1) 

Required Activities 
(2) 

Projected 
Full 

Caseload (3) 

Annual 
Contract % 
Required 

HFID's 
Contracted 
Caseload 

Total Hours 
Required to 
Complete  

LTC Complaints 4,071 100% 4,071 77,751 
LTC FRIs 4,903 58% 2,843 49,514 
Non-LTC Complaints 1,552 100% 1,552 27,239 
Non-LTC FRIs 1,682 47% 790 11,556 
Open and Backlog 
Complaints and FRIs 
(4) 

10,259 25% 2,530 44,511 

Federal 
Recertification 

834 100% 834 187,957 

State Re-Licensure 
Survey 

672 5% 34 6,140 

State Initial and 
Change of Service 
Surveys 

1,992 27% 539 5,402 

Miscellaneous (5) - - 210 1,096 
Totals 25,965   13,403 411,166 

(1) This Table presents the projected workload for Year 2 of a three-year contract term.  It is in Year 2 
HFID is required to begin working on “Open and Backlog Complaints and FRIs” as outlined in their 
State/County contract.  As further detailed in footnote 4 of Table 1 below, the “Open and Backlog 
Complaints and FRIs” line item represents the total estimated number of backlogged investigations HFID 
will be responsible for completing.  Year 1 (FY 2019-20) did not include a line item for, “Open and Backlog 
Complaints and FRIs.” 
(2) For definitions, see Glossary of Terms in Attachment II.  
(3) The Projected Full Caseload amounts are estimated projections determined by HFID and approved 
by the State. 
(4) This line item represents a portion of the “backlog”, as previously defined, but only the portion that 
applies to HFID.  Specifically, the Projected Full Caseload amount for this line item represents the total 
estimated number of backlogged investigations HFID would be responsible for completing based on 
HFID’s agreement with CDPH to complete all backlogged LTC complaints and FRIs received on or after 
July 1, 2015, and Non-LTC complaints and FRIs received on or after July 1, 2019.  As such, the Projected 
Full Caseload amount for this line item does not include the estimated number of backlogged 
investigations CDPH has agreed to complete.  
(5) “Miscellaneous” consists primarily of work related to Informal Dispute Resolutions, which provide 
facilities an opportunity to informally dispute citied deficiencies HFID identified during their survey visits.   

 

                                                 
4 Source: All information in Table 1 is directly from Exhibit A-1 of the State/County contract.  We were 
unable to validate HFID’s standard average hour calculations since HFID did not provide documentation to 
support the methodology used to calculate their standard average hours.     
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Based on the projected full caseload amounts and the annual contract percentages 
outlined in Table 1, HFID is required to complete 5,623 (4,071 + 1,552) complaint 
investigations and 3,633 (2,843 + 790) FRI investigations in FY 2020-21.  CDPH is 
responsible for investigating complaints and FRI investigations in excess of these 
amounts in FY 2020-21.  Similarly, HFID is responsible for performing other required 
activities up to the annual contract percentage of the projected full caseload amounts as 
shown in Table 1, with one exception (i.e., the “Open and Backlog Complaints and FRIs” 
line item in Table 1 above).  The exception being that CDPH is not responsible for the 
excess of HFID’s proportionate share (based on the annual contract percentage of 
projected full caseload amount) for the “Open and Backlog Complaints and FRIs” 
investigations line item.  Any excess of HFID’s proportionate share for the fiscal year will 
be carried forward to subsequent fiscal years until completion.  Meaning, HFID is 
responsible for completing 100% of all backlogged LTC complaints and FRIs received on 
or after July 1, 2015, and Non-LTC complaints and FRIs received on or after July 1, 2019.   
 
For example, in Year 2, HFID is contractually obligated to complete 25% of the “Open 
and Backlog Complaints and FRIs” projected full caseload amount (as shown in Table 1).  
However, instead of the remaining 75% falling under CDPH’s responsibility, HFID will 
carry these forward to subsequent fiscal years until they have completed all backlogged 
LTC complaints and FRIs.  According to CDPH, all current5 investigations HFID opens 
and initiates but cannot close in Years 1 through 3 of this contract term, will be carried 
forward by HFID to subsequent fiscal years until completion.             
 
HFID projected requiring 411,166 staff hours, with a budget of $86 million in FY 2020-21, 
to meet all of the original State/County contract requirements.  It should be noted that 
HFID’s annual contract budget increased after each year of the three-year contract term, 
from $65 million in Year 1 (FY 2019-20), to $86 million in Year 2, and to $105 million in 
Year 3, to support expanded staff and oversight activity required to accommodate the 
increases in both the projected full caseload amounts and HFID’s annual contract 
percentage of responsibility of all the required activities listed in Table 1.  Table 1A 
illustrates a few examples of increases in both the projected full caseload amounts and 
HFID’s annual contract percentage of responsibility from Year 1 through Year 3:   
 
 
 
 
 
 
 
 

                                                 
5 For the purpose of this report, “current” is defined as any required activity (e.g., LTC and Non-LTC 
complaint and FRI investigations, etc.) that was opened/initiated in the current fiscal year but not yet 
closed/completed, and limited to HFID’s proportionate share based on the annual contract percentage of 
the projected full caseload amounts as outlined in Exhibit A-1 in the State/County contract (also shown in 
Table 1). 
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Table 1A 
 

Examples of Increases from Year 1 to Year 3 

Fiscal Year 

Projected 
Full 

Caseload 

Annual 
Contract % 
Required 

Projected 
Full 

Caseload 

Annual 
Contract % 
Required 

LTC FRIs 
Open and Backlog 

Complaints and FRIs 
Year 1 2019-20       4,566  51%       5,325  0% 
Year 2 2020-21       4,903  58%     10,259  25% 
Year 3 2021-22       5,241  90%     11,411  43% 

 
II. Meeting COVID-19 Requirements 

 
CDPH issued an All Facilities Letter (AFL) 20-52 on May 11, 2020, requiring all SNFs to 
develop and implement an approved COVID-19 Mitigation Plan (Plan).  The AFL required 
SNFs to submit their Plans to CDPH by June 1, 2020, for review and approval, and CDPH 
would subsequently conduct COVID-19 Mitigation on-site survey visits (COVID-19 
Mitigation visits) of each SNF every six to eight weeks to ensure each facility continues 
to implement their approved Plans.  According to the AFL, if CDPH determines that a 
facility is not implementing its approved Plan and identifies unsafe practices that have or 
are likely to cause harm to patients, CDPH may take enforcement action including calling 
an Immediate Jeopardy6 (IJ) situation which may result in a civil penalty.   
 
The 379 SNFs under the County’s purview were required to submit their Plans directly to 
HFID for their review and approval.  HFID is also required to conduct COVID-19 Mitigation 
visits of each SNF every six to eight weeks, until further notice from CDPH, to ensure the 
SNFs implemented their Plans.     
 
We assessed whether HFID complied with the COVID-19 Mitigation requirements of 
reviewing and approving all 379 SNFs’ Plans, and conducting the required COVID-19 
Mitigation visits every six to eight weeks of all SNFs to ensure compliance with their Plans.  
In addition, we evaluated whether HFID had sufficient staffing resources to meet all 
COVID-19 Mitigation requirements while maintaining the required level of non-COVID-
19-related investigations and meeting other critical oversight roles necessary to ensure 
the ongoing health and safety of residents and staff within these facilities. 
 
 
                                                 
6 Immediate Jeopardy (IJ) is a situation in which a provider's non-compliance with one or more requirements 
has caused or is likely to cause serious injury, harm, impairment, or death to a resident.  Failing to prevent 
a cognitively impaired resident from leaving a secured facility unsupervised or maintain essential heating 
and air conditioning equipment in the resident’s room in a safe, operating condition are example of IJ 
situations.  The definition for non-Immediate Jeopardy priority rankings is in Attachment IV, which provides 
a listing of all priority rankings, and descriptions and required timeframes in which investigations have to be 
initiated once received based on the priority ranking.   
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COVID-19 Mitigation Plans and On-Site Survey Visits 
 
According to HFID, all 379 SNFs under the County’s purview submitted their Plans to 
HFID for review and approval by June 1, 2020, as required, and as of August 25, 2020, 
HFID finalized the approval of all 379 SNFs’ Plans.  Currently, HFID utilizes a spreadsheet 
to schedule their COVID-19 Mitigation visits for the 379 SNFs under their purview.   
 
In our October 5, 2020 Interim Report, we reported that the State agreed to complete 30 
of the required 379 COVID-19 Mitigation visits and there was confusion about the 
completion of one.  However, HFID and the State subsequently provided documentation 
that demonstrated the State’s staff completed the COVID-19 Mitigation visit.   
 
To avoid scheduling overlaps and/or conflicts with the State, we assessed HFID’s 
communication protocols.  HFID now updates their schedule at least weekly, to include 
necessary information, such as COVID-19 Mitigation visit dates, organization (i.e., HFID, 
CDPH) assigned, and names of the Evaluators who conducted these visits.  HFID also 
assigned a liaison who is responsible for meeting with CDPH weekly to discuss both 
HFID’s and CDPH’s COVID-19 Mitigation visit schedules, identify which survey visits 
need to be completed by HFID or CDPH, and discuss any changes to the list of SNFs 
COVID-19 Mitigation visits CDPH has agreed to conduct indefinitely.     
 
Since our review, HFID has taken the necessary steps to ensure all required COVID-19 
Mitigation visits are completed as scheduled, and the risk of possible duplication of work 
by HFID and the State is reduced.  HFID recently implemented a protocol to compile the 
results of their COVID-19 Mitigation visits.  However, HFID could further enhance their 
management oversight by routinely analyzing the results of their COVID-19 Mitigation 
visits, coupled with the federal and State reports7 HFID already receives, to help identify 
trends and needs of the SNFs in the County in order to better and more quickly facilitate 
changes and/or provide critical assistance where needed.   
 

Recommendation 
 
1. Department of Public Health’s Health Facilities Inspection Division’s 

management consider routinely analyzing the results of their COVID-19 
Mitigation visits, coupled with the federal and State reports, to help 
identify trends and needs of the SNFs in the County in order to better and 
more quickly facilitate changes and/or provide critical assistance where 
needed. 

 
 
 
                                                 
7 As discussed later, under the “Other Oversight Activities - Analysis and Risk Assessments” section of our 
report, these federal and State reports, distributed to all State Survey Agencies to take corrective action, 
include CMS’ Special Focus Facilities Report, CMS’s weekly “3-5 Day Focused Infection Control Survey 
Report”, and the State’s Predictive Analytics Report.  
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Resources Required to Meet New COVID-19 Mitigation Plan Requirements 
 
HFID provided us with their projected COVID-19 workload calculation that indicated the 
required staffing hours necessary to complete the Plan activities, including COVID-19 
Mitigation visits.  Based on HFID’s calculation for FY 2019-20, they would need to 
complete between 2,496 and 3,328 COVID-19 Mitigation visits, every eight or six weeks 
respectively, requiring an estimated 38,458 to 51,277 hours (Table 2).  
 
Effective March 4, 2020, the Centers for Medicare and Medicaid Services’ (CMS or 
federal) Quality, Safety, and Oversight Memo (QSO) 20-12, a federal directive, 
suspended non-emergency inspections across the country, allowing inspectors to turn 
their focus on the most serious health and safety threats, and limited survey activities to 
the following (in priority order): 
 
 All IJ complaints and allegations of abuse and neglect; 
 Complaints alleging infection control concerns, including facilities with potential 

COVID-19 or other respiratory illnesses; 
 Statutorily required recertification surveys (Nursing Home, Home Health, Hospice, 

and Intermediate Care Facilities for Individuals with Intellectual Disabilities facilities); 
 Any re-visits necessary to resolve current enforcement actions; 
 Initial certifications; 
 Surveys of facilities/hospitals that have a history of infection control deficiencies at the 

IJ level in the last three years; and, 
 Surveys of facilities/hospitals/dialysis centers that have a history of infection control 

deficiencies at lower levels than IJ. 
  
According to CDPH and HFID management, it was agreed that HFID would only work on 
fulfilling COVID-19 Mitigation requirements and IJ investigation cases, suspending the 
remaining activities noted above.  As a result, the following line items in Exhibit A-1 of the 
State/County contract, which lists all of the required activities HFID is obligated to perform 
(as shown in Table 1), were suspended until further notice: 
 
 Open and Backlog Complaints and FRIs (non-IJ only) 
 Federal Recertifications 
 State Re-Licensure Survey  
 State Initial and Change of Service Surveys  
 Miscellaneous    
 
This resulted in the total workload remaining from the original State/County contract being 
reduced from 411,166 (from Table 1) to 166,060 hours in FY 2020-21 as illustrated in 
Table 2: 
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Table 2 
 

Resources Required to Meet New COVID-19 Mitigation Requirements and 
Amended Contract Workload 

Amended Contract Workload Hours Required  

  

Original Contract Workload (1) 411,166 
- Suspended Workload Due to 

Federal Directive (2) 
(245,106) 

Total Hours Required for Amended 
Contract Workload 

166,060 

  

Conduct COVID-19 Mitigation Visits (3) 
Every 8 Weeks Every 6 Weeks 

38,458 51,277 
Total Hours Required to Meet COVID-19 
Mitigation Requirements and 
Remaining Workload 

204,518 217,337 

(1)  Source: Exhibit A-1 of the State/County contract (also shown on Table 1). 
(2)  Sum of total hours required for the following required activities: Open and Backlog Complaints and 
FRIs, federal Recertifications, State Re-Licensure Surveys, State Initial and Change of Service 
Surveys, and Miscellaneous from Table 1. 
(3)  Calculations provided by HFID management. 

 
As shown in Table 2, the hours required to meet the COVID-19 Mitigation requirements 
and complete all amended8 work in the State/County contract for FY 2020-21 ranged 
between 204,518 and 217,337 hours.  Based on the range of total hours required to 
complete HFID’s total amended workload and their functional hours (1,7449), HFID would 
need between 117 and 125 full-time staff10 in FY 2020-21.  HFID currently has 289 full-
time staff assigned to perform the contracted required activities.  Therefore, HFID has 
sufficient staffing to meet the COVID-19 Mitigation requirements and their amended 
State/County contractual obligations, and should consider developing a plan on how they 
will effectively use the remaining staff hours as a result of the federal directive. 
 
Immediately prior to the issuance of this report, HFID management indicated federal 
directive QSO 20-31 (issued June 1, 2020 and revised January 4, 2021) also requires 
them to perform additional COVID-19 related activities in addition to the COVID-19 
Mitigation visits, which are required to be performed every six to eight weeks.  According 
to QSO 20-31, HFID is also required to perform the following on-site visits:  
 

                                                 
8 State/County contractual obligations were informally amended as a result of CMS’ QSO 20-12. 
9 According to HFID management, each staff has approximately 1,744 annual “functional” hours, which 
represent productive labor hours.       
10 Our estimated range of staff needed (ranging from 117 to 125) is inflated since our calculations included 
all complaint and FRI investigations even though the federal directive suspended HFID from conducting 
investigations not prioritized as IJ.  This was due to the State/County contract not differentiating between 
IJ and non-IJ investigations in their budget.   
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 COVID-19 Focused Infection Control (FIC) surveys of SNFs with previous COVID-19 
outbreaks. 
 

 FIC surveys of any SNF with three or more new COVID-19 confirmed cases since the 
last National Healthcare Safety Network’s (NHSN) COVID-19 Report11, or one 
confirmed resident case in a facility that was previously COVID-free. 

 
According to DPH management, in addition to the above, HFID performs other COVID-
19 related activities which are listed in Attachment VI.  However, HFID was unable to 
provide any documentation that tracked or quantified the total number of these other 
COVID-19 related activities HFID performed to date, or the estimated/actual hours 
incurred to complete these activities.  Therefore, we did not have sufficient data to 
determine whether HFID has the resources to meet all of the COVID-19 Mitigation 
requirements and their amended State/County contractual obligations.  According to DPH 
management, HFID has extended extraordinary efforts (i.e., working seven days a week 
and holidays, and utilizing staff from DPH’s other divisions) to meet their modified 
responsibilities given the resources provided in the contract.  As such, HFID management 
should consider conducting a time study of all COVID-19 and non-COVID-19 activities 
performed to assist in determining the allocation of their current resources and what 
additional resources, if any, are needed to meet all COVID-19 requirements and their 
State/County contractual obligations. 
 

Recommendations 
 
Department of Public Health’s Health Facilities Inspection Division’s 
management consider: 
 
2. Working with the State to formally amend their State/County contract to 

redefine their contractual obligations, as a result of CMS’ QSO 20-12 and 
QSO 20-31, for FYs 2020-21 and 2021-22. 
 

3. Conducting a study of all COVID-19 and non-COVID-19 activities 
performed to assist in determining the allocation of their current 
resources and what additional resources, if any, are needed to meet all 
COVID-19 requirements and their State/County contractual obligations. 

 
 
 
 

                                                 
11 The National Healthcare Safety Network (NHSN) is the Centers for Disease Control and Prevention's 
healthcare-associated infection tracking system that provides facilities, states, regions, and the nation with 
data needed to identify problem areas, measure progress of prevention efforts, and ultimately eliminate 
healthcare-associated infections.  The NHSN’s COVID-19 Report is a weekly federal report which assesses 
the impact of COVID-19 through facility reported information. 
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Total Hours Required to Meet Both Original State/County Contract and COVID-19 
Requirements   
 
According to HFID management, they developed comprehensive budgets for FYs 2019-
20 through 2021-22 that considered several factors, including projected growth and the 
related staffing needs.  HFID management compiled and summarized the actual workload 
data for FYs 2014-15 through 2017-18, and used the analysis to forecast their future 
workload requirements through FY 2021-22 and to determine the total full-time 
equivalents (FTEs) needed each FY to meet their contractual obligations.  In addition, 
HFID developed a budget template outlining the annual budget requirements for each 
year of the contract.  The budget template details the line items for all contracted services 
under the State/County agreement and the associated costs, including incremental FTE 
increases from Year 1 (FY 2019-20) through Year 3 (FY 2021-22).  The budget template 
also accounted for incremental increases based on cost of living adjustments, County 
employee step increases, and employee benefit expenses for each FY.  Based on the 
above, we determined HFID’s methodology was reasonable for developing their budget 
and staffing needs to meet the requirements in their original State/County contract, pre-
COVID-19 Mitigation requirements. 
 
As shown in Table 1, the County would need 411,166 staff hours for HFID’s total 
contracted (original) workload in FY 2020-21.  In addition, as noted in Table 2, HFID 
indicated they will need an additional 38,458 to 51,277 hours to complete the COVID-19 
Mitigation visits every eight or six weeks, respectively.  Using HFID staff’s functional hours 
(1,744), HFID would need between 22 and 29 additional staff, bringing HFID’s total 
number of staff to 311 (289 + 22) or 318 (289 + 29) to meet their original State/County 
contractual workload and the COVID-19 Mitigation requirements.   
 
We do not, however, recommend hiring additional staff until the following factors have 
been thoroughly considered: 
 
 How HFID is currently utilizing their staffing resources/hours as a result of CMS’ QSO 

20-12, which suspended all non-COVID 19 related complaint and FRI investigations 
that are not critical (non-IJ cases) and other oversight duties, such as federal 
Recertifications, State Re-Licensure Surveys, State Initial and Change of Service 
Surveys, and QSO 20-31, which required HFID to perform additional COVID-19 
related activities.   
 

 How long HFID will be required to conduct the COVID-19 Mitigation visits, and when 
these visits are no longer required, how HFID will utilize available staffing resources if 
additional staff were hired. 

 
 The impact the suspension of all non-COVID-19 related investigations that are not 

critical (non-IJ cases), and other required activities, will have on HFID’s total workload 
when all required activities are to be resumed. 
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 How HFID will utilize available staffing resources, if any, once a significant portion of 
the “Open and backlog Complaint and FRI” investigations, as indicated in Table 1 are 
completed.  According to CDPH, one objective of the State increasing their budget 
each year is to accommodate for the increases in staffing to take on higher 
percentages of the required activities, including the “Open and Backlog Complaints 
and FRIs”, which aims at reducing the total number of older backlogged investigations.   

 
 What the challenges and needs are, if any, within HFID, to help identify and determine 

the appropriate staffing positions and levels needed long-term (e.g., to address the 
number of open investigations, etc.). 

 
 The need to coordinate with the County’s Chief Executive Office and Department of 

Human Resources to determine the types and amounts of positions needed (regular, 
part-time, seasonal, or contract employees) to meet current and future workload 
requirements.  

 
In addition, as noted above and in the “Assessment of DPH’s HFID” section that follows, 
we noted various significant areas of concern and numerous opportunities for 
improvement.  For example, HFID did not demonstrate they adequately track the 
phases/stages of all current and backlogged investigations, complete investigations 
within established timeframes, or fully understand the State/County contractual 
requirements.  These issues potentially impact HFID’s need for organizational structure 
changes and adjustments to the number of required staff to ensure HFID adequately 
monitors and ensures compliance with all Plan requirements, while completing the 
required level of non-COVID-19-related investigations and meeting other critical oversight 
roles necessary to ensure the ongoing health and safety of residents and staff within the 
4,188 health care facilities in the County.   
 
We recommend HFID management consider internally conducting, or hiring a consultant 
to conduct, a comprehensive study, considering all recommendations addressed in both 
this and the OIG’s reports.  The study should determine the appropriate number of 
Evaluators, Supervisors, Consultants/Experts, Managers and Support Staff HFID needs 
to meet their current and/or future contractual needs and goals.  This study should 
consider all applicable issues/concerns identified in this report, and as such, please refer 
to Recommendation 18. 
 

Recommendation 
 
 Refer to Recommendation 18 

 
III. Assessment of DPH’s HFID 

 
DPH entered into a new contract in 2019 with CDPH to fully transfer responsibility of 
health care facility investigations and monitoring activities to the County, with the objective 
of creating more operational efficiencies and improving the quality of enforcement 
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activities.  Despite this new arrangement, thousands of complaints continue to be 
registered with the County each year.  Staff deployment to focus on COVID-19-related 
issues may be warranted given the severity of the current crisis.  However, other serious 
quality control issues within the health care facilities are growing and persisting without 
appropriate intervention.  It is critical that the County learns from this crisis and the range 
of internal and external factors that have contributed to ongoing inadequate conditions 
within the health care facilities, especially the SNFs.   
 
We reviewed the current State/County contract terms, and State and federal guidelines 
and requirements.  We also reviewed and assessed HFID’s policies and operational 
processes, including their processes for tracking, monitoring and managing, and timely 
completing all current and backlogged investigations.  We also reviewed their follow-up 
on the implementation of enforcement recommendations, and ensuring all State/County 
contractual obligations related to their overall workload and required activities are tracked 
and completed.   
 
According to DPH, CDPH is contractually obligated to provide monitoring reports to DPH, 
and CDPH’s reports, to date, have indicated HFID’s compliance with contractual 
obligations.  HFID management continues to assert that they have sufficient staffing to 
meet all of the COVID-19 Mitigation requirements in addition to their amended 
State/County contractual obligations.  However, based on our assessment, HFID 
management does not currently have the ability or capacity to adequately assume the 
additional responsibility of monitoring compliance with all Plan requirements should 
CDPH require HFID to complete their non-COVID-19-related essential functions as 
outlined in their original State/County contract.  According to DPH management, HFID 
has extended extraordinary efforts to complete their current modified responsibilities.  For 
example, HFID management indicated their staff are currently working seven days a week 
and holidays, and they are utilizing staff from DPH’s other divisions to meet their COVID-
19 Mitigation requirements.  During our assessment, we also noted significant areas of 
concern and numerous opportunities for improvement as follows:   
 
A. Actual Backlogged Investigations as of June 30, 2020 
 
The State/County contract requires HFID to conduct various required activities, such as 
complaint and FRI investigations, federal Recertification, State Re-Licensure Survey, and 
State Initial and Change of Service Surveys.  A significant portion of HFID’s contractual 
workload pertains to conducting complaint and FRI investigations related to all the LTC 
and Non-LTC health care facilities within the County’s purview.  We evaluated HFID’s 
policies and operational processes for ensuring their required workload is completed as 
specified in their State/County contract.   
 
Based on the datasets and documentation provided during our review, HFID did not 
demonstrate they adequately manage or track the various phases/stages of all their 
current and backlogged  investigations, including the 11,635 investigations backlogged 
as of June 30, 2020, or ensure corrective actions were implemented as required at the 
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health care facilities.  In addition, HFID did not demonstrate they have a clear 
understanding of their current total workload (including the other required activities), at 
the staff or divisional levels, or contractual obligations with CDPH.   
 
Table 3 illustrates the lengths of time the 5,407 SNF investigations have remained open 
(at various stages in their investigation process):   
 

Table 3 
 

Skilled Nursing Facilities 
Backlogged Investigations  

Length of Time 
Investigations Remained 
Open (as of 6/30/20)  

SNF 
Complaints 

SNF 
Facility Reported 

Incidents 
Totals 

Less than 1 year 816 874 1,690 
1 to less than 2 years 58 520 578 
2 to less than 3 years 56 460 516 
3 to less than 4 years 399 381 780 
4 to less than 5 years 193 661 854 
Over 5 years 627 362 989 

Totals 2,149 3,258 5,407 
 
As of June 30, 2020, HFID reported 547 (10%) of the 5,407 backlogged SNF 
investigations were prioritized at the level of IJ.  As previously mentioned, investigations 
prioritized as IJ are situations in which the facility’s non-compliance with one or more 
requirements has caused, or is likely to cause, serious injury, harm, impairment, or death 
to a resident.  Table 4 illustrates the lengths of time the 547 IJ SNF investigations have 
been in-progress (at various stages in their investigation process):   
 

Table 4 
 

Skilled Nursing Facilities 
Immediate Jeopardy Investigations  

Length of Time IJ 
Investigations Remained 
Open (as of 6/30/20)  

SNF 
Complaints 

SNF Facility 
Reported 
Incidents 

Totals 

Less than 1 year 304 134 438 
1 to less than 2 years 11 21 32 
2 to less than 3 years 8 39 47 
Over 3 years 20 10 30 

Totals 343 204 547 
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In addition to the 379 SNFs, HFID is responsible for overseeing 3,809 other LTC and non-
LTC health care facilities in the County.  In addition to the 5,407 backlogged SNF 
investigations, HFID reported an additional 6,228 backlogged investigations related to the 
other LTC and Non-LTC health care facilities, bringing the grand total number of 
backlogged complaints and FRI investigations to 11,635 as of June 30, 2020.  628 (547 
for SNFs and 81 for other LTC and Non-LTC health care facilities) of the 11,635 
backlogged complaints and investigations were determined to be at the IJ level.  Table 5 
illustrates the lengths of time the 11,635 investigations have remained open: 
 

Table 5 
 

All LTC and Non-LTC Health Care Facilities in the County 
Backlogged Investigations  

Length of Time 
Investigations 
Remained Open 
(as of 6/30/20)  

All 
Complaints 

All Facility 
Reported 
Incidents 

Totals 

Less than 1 year 1,515  1,732  3,247  
1 to less than 2 years 170  813  983  
2 to less than 3 years 83  632  715  
3 to less than 4 years 417 441 858 
4 to less than 5 years 210 725 935 
Over 5 years 2,409 2,488 4,897 

Totals 4,804  6,831  11,635  
 
As stated previously, in their current State/County contract, starting with FY 2019-20, 
CDPH agreed to accept responsibility for LTC complaint and FRI investigations received 
prior to July 1, 2015, and all Non-LTC complaint and FRI investigations received prior to 
July 1, 2019, and HFID is responsible for completing all other remaining backlogged 
investigations.  Based on the State/County contract guidelines and the datafile HFID 
provided of all backlogged investigations as of June 30, 2020, we determined HFID and 
the State are responsible for completing 6,219 and 5,416 backlogged investigations, 
respectively.  Table 6 illustrates the breakdown of the total number of complaints and 
FRIs related to the SNFs and for all of their other LTC and Non-LTC health care facilities 
that fall under HFID’s or CDPH’s jurisdiction:    
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Table 6 
 

HFID or State  
Breakdown of Total Number of Backlogged Complaints and FRIs  

Open # of 
Backlogged 
Investigations  
Assigned to 
(as of 6/30/20): 

SNF 
Complaints 

SNF 
Facility 

Reported 
Incidents 

SNF 
Totals 

Other 
LTC/Non-

LTC 
Complaints 

Other 
LTC/Non-
LTC FRIs 

Grand 
Totals 

    A B A+B=C D E C+D+E 
HFID (1) 1,522 2,896 4,418 723 1,078 6,219 
State (2) 627 362 989 1,932 2,495 5,416 

Totals 2,149 3,258 5,407 2,655 3,573 11,635  
(1) Represents the total actual number of backlogged investigations HFID is responsible for completing 
based on HFID’s agreement with CDPH to complete all backlogged LTC complaints and FRIs received on 
or after July 1, 2015, and all Non-LTC complaints and FRIs received on or after July 1, 2019. 
(2) Represents the total actual number of backlogged investigations CDPH is responsible for completing 
based on the State’s agreement with HFID to complete all LTC complaint and FRI investigations received 
prior to July 1, 2015, and all Non-LTC complaint and FRI investigations received prior to July 1, 2019.  

 
Tracking All Current and Backlogged Investigations 
 
HFID management did not demonstrate that they adequately manage or track the various 
phases/stages of all of their current and backlogged investigations, including the 11,635 
total backlogged investigations as of June 30, 2020.  At the time of our review, HFID 
indicated they utilized their Stages of Completion LTC Complaints and FRIs Report (SOC 
Report) to track some of the phases/stages of their current investigations related to their 
LTC health care facilities, such as when the complaints and FRIs were received, and 
whether the investigations are pending initiation, under investigation, under supervisory 
review, and are closed.  However, the SOC Report does not provide the status on 
complaint and FRI investigations related to Non-LTC health care facilities, and only 
provides the status for LTC related complaint and FRI investigations that have been 
received starting July 1, 2020.  As a result, the 11,635 total backlogged investigations 
(reported as of June 30, 2020 in Table 5) relating to all LTC and Non-LTC health care 
facilities were not included on HFID’s SOC Report.   
 
In addition to the SOC Report, HFID also now maintains an internal, separate log of all 
current investigations assigned to the State when HFID exceeds their current year 
contracted number of investigations for the FY12.  HFID ensures a State Evaluator has 

                                                 
12 Unlike the current State/County contract terms, the prior State/County contract terms did not specify 
annual contractual percentages of projected full caseload amounts HFID was required to complete, with 
the excess being the responsibility of the State.  As such, HFID entered all complaints and FRIs received, 
related to the health care facilities within the County, into ACTS as required, and assigned HFID’s 
Evaluators to the investigations when the 11,635 backlogged investigations were initially received and 
opened in prior fiscal years.   
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been assigned to the investigation in the Automated Survey Process Environment 
(ASPEN) Complaints/Incidents Tracking System (ACTS), a federal system used to track 
complaints and FRIs involving all health care providers (including SNFs), which reduces 
the likelihood of an HFID staff working on any current complaint or FRI investigation 
assigned to the State.  However, HFID does not maintain an internal log, or utilize another 
mechanism, to track the 5,416 of the 11,635 backlogged investigations (as shown in 
Table 6) that were re-assigned to the State, starting FY 2019-20, as part of the 
State/County contract.   
 
According to HFID management, they use ACTS to identify which specific backlogged 
investigations have been re-assigned to the State, by the dates specified in the 
State/County contract (prior to July 1, 2015 for all (non-IJ) backlogged LTC complaints 
and FRIs received, and prior to July 1, 2019 for all (non-IJ) backlogged Non-LTC 
complaints and FRIs).  However, ACTS is not capable of generating a report that lists the 
5,416 backlogged complaint and FRI investigations that were re-assigned to the State.  
As a result, there is a risk that HFID’s staff will complete investigations that were originally 
assigned to them but have been re-assigned to the State.  In addition, HFID does not 
follow-up and/or track the statuses of the investigations that were re-assigned to the 
State.  Although the re-assigned investigations are now the responsibility of the State, 
HFID should advocate for the State to, or provide HFID with additional resources 
necessary to, ensure all transferred complaint and FRI investigations, which were 
originally initiated by HFID staff and related to the health care facilities residing in the 
County are completed and resolved in a timely manner.  
 
Overall, HFID’s SOC Report and their internal tracking log, lacked critical information that 
could assist HFID to better track and manage all of their current and backlogged 
investigations.  For example, neither of these reports included or identified: 
 
 HFID’s total current and backlogged LTC and Non-LTC complaint and FRI 

investigations related to the health care facilities in the County;  
 The organization (HFID or State) responsible for completing each investigation;  
 Investigations that were granted extensions and reasons/justifications for the 

extensions (which will be discussed in the “Not Completing Investigations within 
Required Timeframes” section below);  

 Enforcement issuance dates and status of enforcement resolutions when enforcement 
remedies/citations are issued (which will be discussed in the “Enforcement Tracking” 
section below); or,  

 Dates exit meetings occurred, Statement of Deficiencies Notices13 were sent, and on-
site visits were conducted to verify that the facilities’ corrective actions were 
implemented.   
 

                                                 
13 Statement of Deficiencies Notice: An official notice, provided to the facility, that lists the deficiencies cited 
by an Evaluator during an investigation or survey that require correction. 
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Immediately prior to the issuance of this report, HFID management provided their 
unfiltered Complaints Tracker Report which inventories all opened and closed 
investigations, totaling over 70,000 cases, tracks the various phases/stages of their 
current and backlogged investigations, and identifies the dates extensions were granted 
and the dates and number of citations that were issued.  HFID’s Complaints Tracker 
Report does not, however, identify which cases were re-assigned to the State, report the 
disposition of the citations issued or the enforcement actions taken, if any.   
 
HFID management should consider establishing one comprehensive report that 
inventories, provides relevant information, and tracks the various phases/stages of all 
current and backlogged complaint and FRI investigations related to both LTC and Non-
LTC facilities.  This report should also include relevant information cited above.     
 

Recommendations 
 
Department of Public Health’s Health Facilities Inspection Division’s 
management consider: 

 
4. Establishing one comprehensive report that inventories, provides 

relevant information, and tracks the various phases/stages of all current 
and backlogged complaint and FRI investigations, related to both LTC 
and Non-LTC facilities. This comprehensive report should also include 
other relevant information as indicated in this report. 
 

5. Advocating for the State to, or provide HFID with the additional resources 
necessary to, ensure all complaint and FRI investigations that were 
transferred to the State, which were originally initiated by HFID staff and 
related to the health care facilities in the County, are completed and 
resolved in a timely manner.  

 
Completing Investigations within Required Timeframes  
 
HFID is required to comply with federal and State regulatory timeframes for completing 
various phases/stages of all LTC and Non-LTC complaint and FRI investigations.  For 
example, there are specific time frames for starting the investigation, notifying the facility 
of findings of non-compliance, obtaining the facility’s response, and completing the 
investigation.  The most significant time frame to note is related to the completion of an 
investigation.   
 

Starting FY 2017-18, federal regulations required investigations be completed within 90 
calendar days.  Beginning July 1, 2018, federal regulations reduced the completion 
requirement to 60 calendar days.  Federal regulations did not differentiate IJ and non-IJ 
priority levels when they established investigation completion timelines.  Additionally, an 
investigation may be extended up to an additional 60 days due to extenuating 
circumstances identified in Senate Bill 75, such as waiting for a death certificate, law 
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enforcement records, and/or to interview additional parties.  Senate Bill 75, however, does 
not address the number of extensions that may be granted by the State, but requires all 
State Survey Agencies to document the circumstances for the extension and notify the 
facility and the complainant in writing.  Table 7 illustrates the required timelines for each 
phase/stage of the investigation process:   

 

Table 714 
 

Required Timeframes for Investigations 
Starting July 1, 2018 

Investigation Process 
Type of Investigation 

Immediate Jeopardy (IJ) Non-IJ 

Initiate Investigation (upon receipt) 24 Hours 10 Business days 
Exit Conference with facility (1) (1) 

Statement of Deficiencies Notice 
issued to facility 

Two days after Exit 
Conference (Unless abated 
while the evaluator is onsite) 

10 days after Exit 
Conference 

Plan of Correction (due from 
facility) 

10 days after Statement of 
Deficiency Form Received 

10 days after Statement of 
Deficiency Form Received 

Complete Investigation 
60 days after Receipt of 

Complaint 
60 days after Receipt of 

Complaint 
(1) The Federal government, State, and HFID do not currently have established timeframes to exit the 
findings with the facility.   

 
We obtained HFID’s inventory of all closed complaint and FRI investigations for LTC and 
Non-LTC health care facilities between July 1, 2017 through June 30, 2020.  Charts 1a, 
1b, and 1c illustrate the number and percentage of total complaint and FRI investigations 
that were closed within or exceeded the applicable 90- and 60- day requirement during 
FYs 2017-18, 2018-19, and 2019-20 for HFID’s LTC health care facilities (i.e., the SNFs, 
Intermediate Care Facilities, and Congregate Living Health Facilities): 
 
 
 
 
 
 
 
 
 
 
 

                                                 
14 Required timeframes for investigations were obtained from the CMS’ State Operations Manual (SOM) 
and Senate Bill 75. 
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Chart 1 
 

  

 
 
According to the State/County contract, a specific percentage of HFID’s LTC and Non-
LTC investigations have to be completed within 60 days.  For example, in Year 1, FY 
2019-20, 75% of all LTC complaint investigations are required to be completed within 60 
days.  In Years 2 and 3, 90% and 95%, respectively, of HFID’s LTC complaint 
investigations must be completed within 60 days.   
 
HFID’s inventory of all closed complaint and FRI investigations for LTC and Non-LTC 
health care facilities between July 1, 2017 through June 30, 2020, did not identify which 
investigations were granted extensions or the new deadlines resulting from the 
extensions.  Therefore, we could not determine whether HFID met their FY 2019-20 
contractual obligation of closing 75% of their LTC investigations within 60 days.   
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Immediately prior to the issuance of this report, HFID management asserted there are 
different timeframes for completing FRI investigations, and the referenced 90- or 60- day 
timeframes (based on the fiscal year) above are for complaint investigations only.  Charts 
2a, 2b, and 2c illustrate the percentages of only completed complaint investigations within 
the required timeframes.  Although the percentages increased for each of the years 
reported, HFID did not meet the minimum requirement of closing 75% of complaint 
investigations within the 60-day timeframe in FY 2019-20.   

 
Chart 2 

 

 

 
 
According to CDPH, while there are no specific regulatory timelines for completing an FRI 
investigation, CDPH’s practice is to make every effort to follow the required regulatory 
guidelines and timelines for completing complaint investigations when completing FRI 
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investigations.  This is further substantiated by CDPH’s Field Operations Dashboard15 
(www.cdph.ca.gov/Programs/CHCQ), under the “Percent of Cases Completed Timely” 
module, when the State used the same completion timeframes for both complaint and 
FRI investigations when determining the performance outcomes for the County.  As such, 
HFID management should consider adopting the completion timeframes used by CDPH, 
and/or establishing internal timeframes for FRI investigations that are consistent with 
CDPH’s practice to ensure timely completion.   
 
CDPH can assess fiscal penalties and withhold the amount(s) from HFID’s budgeted 
funds if HFID does not meet the required contractual workload and performance 
requirements (as noted above).  In addition, HFID’s performance directly impacts CDPH’s 
performance thresholds with CMS, and the State can also face federal fiscal sanctions 
from CMS as a result of non-compliance by HFID.  The current State/County contract 
allows CDPH to pass on 100% of the sanctions attributable to the County’s non-
compliance and withhold the amount(s) on their fiscal year end invoice.   
 
HFID management asserted that, to date, they have met all of their contractual obligations 
and have not been sanctioned by CMS or the State, nor required to pay any penalties as 
a result of not meeting their contractual obligations or performance requirements.  
However, as shown on Table 5, there are over 11,000 backlogged investigations related 
to the health care facilities in the County, and many are over five years old.  According to 
HFID management, the delays in completing their investigations were caused by 
insufficient funding in the prior years, including limited staffing resources, which also 
affected HFID’s ability to meet the demands of the overall workload.  In addition, HFID 
indicated investigations can take longer to resolve depending on the type and complexity 
of the allegations in the complaint, and whether the complainants or facilities appealed 
the results.  It should be noted that HFID did not identify obtaining extensions from the 
State as one of the causes for exceeding the 60-day requirement to complete their 
investigations.     
 
To aid in ensuring all investigations are conducted and closed within the required 
timelines, as mentioned in Recommendation 4, HFID management should consider 
enhancing their tracking mechanism of their current and backlogged investigations by 
clearly identifying which investigations are pending extension approvals and/or were 
delayed due to extensions granted by the State, and their corresponding new deadlines 
resulting from granted extensions.  In addition, HFID management should consider 

                                                 
15 CDPH’s Field Operations Dashboard is a publicly available dashboard on the State’s website that 
provides various data on complaint and FRI investigations by priority level (i.e. IJ, non-IJ, etc.) for LTC and 
non-LTC facilities across all districts within California. The dashboard provides data by district, such as the 
number of complaint and FRI investigations received, number of deficiencies cited, percentage of 
investigations completed within required timeframes, and percentage of LTC complaint related citations 
issued within 30 days.   
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conducting a study, or hire a consultant to conduct a study, to identify the cause(s) and 
solution(s) for the significant delays in closing out investigations, and develop a plan, 
whether procedurally/operationally and/or modifying HFID’s organizational structure 
and/or staffing levels, to ensure all investigations are closed within established 
timeframes as required.   

 
Recommendation 
 
Refer to Recommendations 4 and 18. 
 
6. Department of Public Health’s Health Facilities Inspection Division’s 

management consider adopting the completion timeframes used by 
CDPH, and/or establishing internal timeframes for FRI investigations that 
are consistent with CDPH’s practice to ensure timely completion.  

 
Enforcement Protocols 
 
HFID is required to follow the CMS and State enforcement guidelines when they identify 
incidents of non-compliance with regulatory requirements during their COVID-19 
Mitigation visits and other required activities (as defined in Table 1), and make 
enforcement recommendations.  The guidelines also require HFID’s Evaluators to enter 
all incidents of non-compliance requiring enforcement under Federal and/or State 
regulations into ASPEN and/or the State’s Electronic Licensing Management System 
(ELMS).  Depending on the level of enforcement and whether the facility violated federal 
and/or State requirements, the incidents of non-compliance could be entered into one or 
both systems.  HFID Supervisors are required to review and approve the enforcement 
recommendations made by their Evaluators prior to submission to the State and CMS. 
 
According to CMS’ State Operations Manual (SOM), when a facility is found not to be in 
“substantial compliance” with the CMS requirements, HFID is required to cite the facility 
and initiate the relevant enforcement remedies.  The State and HFID are not required to 
recommend the type of remedies to be imposed but are encouraged to do so since they 
may be more familiar with a facility’s history and the specific circumstances of the incident.  
CMS reviews and considers the State and HFID proposed recommendations, and makes 
their final decision16 on the appropriate enforcement remedies to be imposed.  Once the 
final decision on the enforcement remedy has been made, HFID is required to issue a 
Formal Notice of Remedies (Notice) to the facility, which must include:  
 
 Nature of the non-compliance;  
 Remedy imposed;  
 Effective date of the remedy; 
 Rights to appeal the determination; and, 

                                                 
16 CDPH is authorized, however, to both recommend and impose one or more of the following remedies: 
directed in-service training, state monitoring, and directed Plan of Correction. 
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 That remedies will continue until substantial compliance has been met. 
 
Facilities are expected to correct deficiencies timely and HFID is required to follow up with 
the facility until all the deficiencies have been satisfactorily resolved.  Additionally, CMS 
establishes due dates for certain items, such as submission of Plan of Correction and due 
dates for CMS to approve, modify or deny the Plan of Correction.  If the facility does not 
take action according to its approved Plan of Correction and does not achieve substantial 
compliance by the end of the specified period, the CMS regional office may transfer 
residents, discontinue funding, and/or terminate a provider’s (i.e., health care facility) 
agreement for funding.    
 
CMS’ SOM also contains guidelines and required timeframes for certain critical phases 
of the enforcement process pertaining to IJ and non-IJ complaint and FRI investigations.  
In addition, CMS’ SOM provides guidelines and certain timeframes for conducting other 
required activities, such as federal Recertifications, State Re-licensure, and State Initial 
and Change of Services Surveys.  According to HFID management, their Evaluators, 
Supervisors, and Managers mainly utilize CMS’ SOM, which is approximately 5,000 
pages, for reference when conducting all of their required activities.  According to HFID 
management, their staff also reference the CDPH’s District Office Memorandums, 
CDPH’s Policies & Procedure Guides, California Code of Regulations Title-22, Health & 
Safety Code Regulations, and Life Safety Code Regulations, many of which are complex.  
HFID does not currently have any quick reference guides to assist their staff in effectively 
and efficiently conducting their work.   
 
We noted CMS’ SOM does not always provide the required timeframes for all phases of 
their required activities, or enforcement protocols for when deficiencies or issues of non-
compliance are identified during non-investigation related surveys.  For example, CMS’ 
SOM does not have procedures/guidelines/timeframes for when:   
 
 Deficiencies and issues of non-compliance are identified during their other surveys 

(i.e., federal Recertifications, State Re-licensure, and State Initial and Change of 
Services Surveys).  Specifically, there are no established timeframes for when these 
noted deficiencies and issues of non-compliance should be entered into ASPEN or 
ELMS, by what dates these incidents should be resolved, or when specific 
enforcement remedies should be issued when deficiencies are not resolved. 
 

 The Evaluator should submit IJ findings into ASPEN, when the Supervisor should 
review the IJ findings, or when the Statement of Deficiencies and Plan of Correction 
should be submitted to the facility for deficiencies and issues of non-compliance 
identified during their non-investigation related surveys.   

 
In addition, CMS' SOM does not have procedures/guidelines/timeframes specifying when 
HFID should: 
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 Notify the CMS Regional Office when the facility does not submit an acceptable Plan 
of Correction. 

 Exit the findings with the facility after the initial survey/investigation. 
 Follow-up with the facility and resolve the monetary and non-monetary penalties.   
 
According to HFID management, they are not required to establish key timeframes and 
milestones not already specifically addressed by CMS’ SOM.  However, HFID 
management should consider advocating for the State to, or provide HFID with additional 
resources necessary to, establish key timeframes and milestones not already specifically 
addressed by CMS’ SOM.  In addition, HFID management should consider developing 
and distributing a quick reference guide of the most applicable requirements from all 
relevant County, State and federal guidelines to ensure staff are effectively and efficiently 
completing their work.     
 

Recommendations 
 
Department of Public Health’s Health Facilities Inspection Division’s 
management consider: 
 
7. Advocating for the State to, or provide HFID with additional resources to, 

establish key timeframes and milestones not already specifically 
addressed by CMS’ SOM.  
 

8. Developing and distributing a quick reference guide of the most 
applicable requirements from all relevant County, State, and federal 
guidelines to ensure HFID staff are effectively and efficiently completing 
their work.   

 
Enforcement Tracking 
 
HFID is required to enter enforcement recommendations made to the State or CMS into 
ELMS or ASPEN, respectively.  HFID indicated they have a Citation Coordinator 
reviewing ELMS Citation Registration Logs (ELMS Logs) to monitor citation status, 
ensure timely processing of citations, and verify that all required 
information/documentation has been collected and forwarded to appropriate HFID staff 
and CDPH so citations can be closed in ELMS after the facilities have resolved the 
deficiencies.  The ELMS Log only reports monetary citations and does not include non-
monetary enforcement remedies issued.  In addition, a similar log/report or tracking 
process does not currently exist for federal enforcement citations/penalties assessed.   
 
The most recent ELMS Log, dated October 27, 2020, reported that during FY 2019-20, 
249 State monetary penalties17 were assessed, totaling approximately $1.8 million, of 

                                                 
17 According to HFID management, the State is responsible for collecting the monetary penalties.   
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which 76 (31%) penalties, totaling approximately $1 million, remained open/unresolved.  
Some of the open/unresolved citations dated back as far as July 3, 2019.   
  
In order to adequately track and monitor all State and federal enforcement 
citations/penalties imposed, and strengthen their oversight of the health care facilities in 
the County, HFID should consider developing and distributing a comprehensive report, 
comprised of the status/phase (e.g., open, unresolved, etc.) of each State and federal 
citation, and key dates, such as dates: 
 
 Citations were issued; 
 Facilities’ corrective action plans were received and approved; 
 Of re-visits to verify implementation and compliance with corrective action plans; 
 Citations were appealed and their results; and 
 Citations were resolved and closed.   

 
However, according to HFID management, they should not be required to track or ensure 
all State and federal citations/remedies are implemented and resolved timely since they 
are not responsible for imposing enforcement actions.  DPH management should 
consider advocating for the State to, or provide HFID with additional resources to, develop 
a better tracking/monitoring protocol to ensure all State and federal citations/remedies 
are implemented and resolved timely. 

 
Recommendation 
 
9. Department of Public Health’s Health Facilities Inspection Division’s 

management consider advocating for the State to, or provide HFID with 
additional resources to, develop a better tracking/monitoring protocol to 
ensure all State and federal citations/remedies are implemented and 
resolved timely. 

 
Continuous Increases in Complaints and FRIs  
 
The number of complaints and FRIs could continue to increase as they have over the last 
five fiscal years if deficiencies noted within HFID’s processes, and non-compliance issues 
identified during investigations and other required activities at the health care facilities, 
are not addressed timely.  Specifically, based on the actual number of complaint and FRI 
intakes HFID reported from FY 2015-16 to FY 2019-20, we noted increases each fiscal 
year, including an accumulated increase of approximately 39% from FY 2015-16 to FY 
2019-20, as illustrated in Table 9:  
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Table 9 
 

Total Number of Complaint and FRI Intakes Received by Fiscal Year 

Fiscal  
Year 

LTC Non-LTC Total LTC 
and Non-

LTC 
Complaints 

and FRIs 

Total % 
Increase 

from 
Prior 
Year 

Complaints FRIs 
Total LTC 

Complaints 
and FRIs 

Complaints FRIs 

Total Non-
LTC 

Complaints 
and FRIs 

2015-16           2,098  
  

3,078            5,176            1,040  
  

942            1,982  
  

7,158  - 

2016-17           2,424  
  

3,143            5,567            1,107  
  

997            2,104  
  

7,671  7% 

2017-18           2,901  
  

3,701            6,602            1,271  
  

1,001            2,272  
  

8,874  16% 

2018-19           3,125  
  

3,718            6,843            1,285  
  

1,117            2,402  
  

9,245  4% 

2019-20           3,308  
  

3,861            7,169            1,452  
  

1,310            2,762  
  

9,931  7% 
  Total % Increase from FY2015-16 to FY 2019-20 39% 

 
In addition to the continuing increases in the number of complaints and FRIs, over the 
last five fiscal years, the actual number of LTC and non-LTC FRI intakes have far 
exceeded HFID’s contractual percentage share of their projected full caseload amounts.  
For example, Exhibit A-1 of the State/County contract reported HFID was required to 
complete 2,306 LTC FRI investigations in FY 2019-20.  However, as shown on Table 9, 
the total number of actual LTC FRI intakes for FY 2019-20 was 3,861, a difference of 
1,555 (3,861 – 2,306) or 67%, which according to the State/County contract, would be 
the responsibility of the State.  However, according to CDPH management, after the 
current contract term expires, the State intends to require HFID to take responsibility for 
all current and backlogged investigations related to the health care facilities in the County, 
and not just to the annual contract percentage of the projected full caseload.   
 
We did not conduct an analysis to determine whether the increases in complaint and FRI 
intakes are attributed to the increasing number of patients at the health care facilities or 
complaints and FRIs not being investigated and resolved timely.  However, the number 
of complaints and FRIs could continue to increase if investigations are not completed and 
corrective actions are not implemented timely.  
 
Therefore, HFID management should consider conducting, or hiring a consultant to study 
improvements or changes in their processes that can be made to ensure deficiencies and 
other non-compliance issues are timely and effectively resolved.  In addition, the study 
should identify the common deficiencies and non-compliance issues identified during their 
complaint and FRI investigations and other required activities, to determine whether a 
systemic approach would help reduce the number of similar complaints.   
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Recommendation 
 
Refer to Recommendation 18. 

 
Understanding Contractual Responsibility of All Current and Backlogged 
Investigations 
 
HFID management initially asserted they are only contractually required to complete 
“current” investigations that have been received and opened during the current FY and 
they are meeting their contractual obligations; thus implying the 11,635 backlogged 
investigations are not part of their current three-year State/County contract, and that 
CDPH was taking the responsibility for all backlogged investigations.  However, according 
to their contract with CDPH, HFID is also responsible for all backlogged LTC complaints 
and FRIs received on or after July 1, 2015, and Non-LTC complaints and FRIs received 
on or after July 1, 2019.  This was solidified when CDPH added capacity for this work in 
Year 2 in Exhibit A-1 of their State/County contract (also shown in Table 1), under the 
“Open and Backlog Complaints and FRIs” line item, in which HFID would begin to assume 
some responsibility (25% in Year 2 and 43% in Year 3) of the backlogged investigations 
with complete responsibility to be transferred to HFID after the current three-year 
State/County contract.   
   
As a result of our inquiries and DPH’s subsequent discussions with the State, HFID 
management confirmed their responsibility to complete all backlogged LTC complaint and 
FRI investigations, as represented in this report.  
 

Recommendation 
 
10. Department of Public Health’s Health Facilities Inspection Division’s 

management consider developing a plan to actively and aggressively 
work on tracking, completing, and closing out their backlogged 
investigations to avoid further contributing to the increasing amount of 
incomplete investigations. 
 

B. HFID’s Other Required Activities  
 
As mentioned earlier, a federal directive suspended all non-COVID-19 related 
investigations that are not critical.  To assess whether HFID has the ability and capacity 
to monitor and ensure compliance with Plan requirements while maintaining the required 
non-COVID-19-related investigations and meeting other critical oversight roles, we need 
to fully identify and understand HFID’s total workload and oversight responsibilities and 
requirements related to the 4,188 healthcare facilities under their jurisdiction.   
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Tracking HFID’s Overall Workload 
 
HFID management did not demonstrate, or provide documentation to support, their 
understanding of each staff’s overall workload.  HFID uses their SOC Report to track the 
various phases/stages of their current investigations related to LTC health care facilities, 
and generates reports on current investigations by Evaluator for each of HFID’s four 
District offices, which are used by Managers and Supervisors to re-assign current 
investigations, based on each Evaluator’s workload.  However, as previously mentioned, 
the SOC Report does not provide the status on current or backlogged complaint and FRI 
investigations related to Non-LTC health care facilities, and appears to only provide the 
status for current LTC related complaint and FRI investigations that have been received 
starting July 1, 2020.  In addition, these reports do not clearly identify backlogged 
investigations that were recently transferred to the State as part of the State/County 
contract, or staff’s other workload (e.g., number of outstanding federal recertifications and 
State re-licensure surveys, etc.) that they are responsible for completing.  HFID 
management also did not provide documentation to support their understanding of HFID’s 
overall pending/incomplete workload to date for all HFID’s 289 employees.   
 
Instead, HFID provided numerous reports but none that inventory HFID’s complete total 
workload.  Specifically, the reports HFID provided did not inventory their in-progress or 
pending Licensing and Re-licensing Surveys, or the “State Initial and Change of Service 
Surveys” and other “Miscellaneous” activities, that are required to be completed by their 
State/County contract.  In addition, the reports did not inventory the other COVID-19 
related activities they asserted they are now performing in addition to the COVID-19 
Mitigation visits.  Without a complete inventory and status of HFID’s current and in-
progress workload, HFID management may not be able to effectively manage their 
resources.  Specifically, HFID management may not be able to evaluate staffs’ 
responsibilities, effectively re-distribute work, or identify and resolve inefficiencies or 
bottlenecks within their processes which could negatively impact the health and safety of 
residents at the health care facilities in the County.  For example, if a significant number 
of investigations are pending approval, HFID may want to identify the number of pending 
approvals per Supervisor and identify if any approvals can be re-assigned to another 
Supervisor to ensure timely completion.  In addition, analyzing the workload of each 
employee and the re-distribution of work may highlight areas for improvement in both their 
staffing and processes currently in place.    
 
In addition, when we reconciled CDPH’s report that identified the total LTC and non-LTC 
backlogged investigations for the County to HFID’s internal report, we noted a significant 
variance.  Specifically, CDPH’s report indicated the County had approximately 9,050 
backlogged investigations as of July 7, 2020.  However, HFID’s internal report indicated 
the County had 11,635 backlogged investigations as of June 30, 2020, a variance of 
2,585 investigations.  At the time of our review, HFID management did not know what 
caused the variance.  After working with CDPH, HFID management determined the 
variance was due to HFID including the investigations related to medical record breaches 
when CDPH’s summary report did not, and the timing difference (one week) of when 
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CDPH’s and HFID’s reports were generated.  It wasn’t until January 2021, that HFID 
management indicated that part of the variance was also attributed to CDPH’s report only 
including aged intakes (non-LTC intakes older than six months and LTC intakes older 
than 60 days), whereas HFID’s report included all open intakes.  HFID management has 
yet to provide documentation to support that these variances have been investigated and 
dispositioned.  Therefore, HFID management should consider routinely working with the 
State to determine and resolve the cause(s) for discrepancies timely to ensure both the 
State’s and HFID’s reports are complete and accurate.    
 

Recommendations 
 
Department of Public Health’s Health Facilities Inspection Division’s 
management consider: 
 
11. Routinely working with the State to determine and resolve the cause(s) 

for discrepancies within their reports timely to ensure both the State’s 
and HFID’s information is complete and accurate. 
 

12. Compiling and developing a comprehensive report that identifies HFID’s 
overall required workload, sorted by District Office, Manager, Supervisor, 
and Evaluator, and analyzing the data to assist HFID in effectively 
reevaluating each staff’s roles and responsibilities, re-distributing work, 
and identifying and resolving inefficiencies or bottlenecks within their 
processes to ensure timely completion of their required workload.   

 
Other Oversight Activities - Analysis and Risk Assessments 
 
HFID management indicated they currently do not compile or internally track and analyze 
the results of all incidents and deficiencies, including enforcement remedies issued to 
health care facilities in the County to identify trends and areas for improvement to 
appropriately address reoccurring and/or systemic issues.  In addition, HFID currently 
does not conduct their own risk assessments of their health care facilities or their activities 
required under their State/County contract.  Instead, HFID management utilizes the 
following CMS and CDPH reports they receive as a recognized State Survey Agency to 
identify trends and areas for improvement: 
 
 The CMS’ Special Focus Facilities (SFF) Report, a data analysis of deficiencies noted 

during all inspections, identifies trends and areas for improvement.  Results from 
approximately three years of inspections are analyzed based on the number of 
deficiencies cited and the scope and severity level of those citations.  Facilities ranked 
as higher risk in the State are candidates for the SFF program18.  HFID provided CMS’ 

                                                 
18 CMS’s Special Focus Facility (SFF) Program focuses extra attention on nursing homes with a record of 
poor survey (inspection) performance by requiring the State Survey Agency, on CMS’s behalf, to conduct 
a full, on-site inspection of all Medicare health and safety requirements every six months and recommend 
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SFF Report for October 2020, which included ten SNFs in the County eligible for the 
SFF program.   

 
 CDPH’s Predictive Analytics Report, which is based on data submitted by the SNFs 

to the State, assesses recent changes in SNF administration, past infection control 
deficiencies, past incidents, staffing, available personal protective equipment (PPE), 
location of SNF in proximity to other facilities with an outbreak, and number of beds.  
HFID management indicated they may conduct additional monitoring and/or follow-up 
at the SNF based on the risks identified by the State. 

 
 CMS’ 3-5 Day Focused Infection Control Survey Report, which is based on data 

collected for their COVID-19 Module Data Dashboard, identifies facilities, on a weekly 
basis, that require Targeted Infection Control Surveys19 to be performed.  As of 
October 26, 2020, the County had six facilities on CMS’ list and was designated as a 
“Hot-Spot County,” requiring HFID to conduct an on-site inspection within two days 
(vs. 3-5 days) from the report date.    

 
These reports do not assess non-COVID-19 related risks/issues, or identify COVID-19 
related risks/issues specific only to the facilities residing within Los Angeles County.  
 
HFID management should consider obtaining and internally analyzing the results of all 
incidents and enforcement remedies issued to health care facilities in the County to 
identify trends and areas for improvement to appropriately address reoccurring or 
systemic issues within the County.  In addition, HFID management should consider 
conducting their own internal risk assessments of their health care facilities and the 
required activities they are obligated to complete under their State/County contract to help 
prioritize and reallocate resources and help ensure high risk facilities and critical 
responsibilities are appropriately and timely completed.  
 

Recommendations 
 
Department of Public Health’s Health Facilities Inspection Division’s 
management consider: 

 
13. Obtaining and internally analyzing the results of all incidents and 

enforcement remedies issued to facilities residing within the County to 

                                                 
progressive enforcement (e.g., fines and denial of Medicare payment) until the nursing home either, (1) 
graduates from the SFF program or (2) is terminated from the Medicare and/or Medicaid program(s). 
19 Targeted Infection Control Surveys are additional on-site inspections/visits, using the “COVID-19 
Focused Survey for Nursing Homes” survey tool developed by CMS, to investigate compliance and 
determine whether the facility is implementing proper infection prevention and control practices to prevent 
the development and transmission of COVID-19 and other communicable diseases and infections. 
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identify trends and areas for improvement to appropriately address 
reoccurring or systemic issues within the County. 

 
14. Conducting their own internal risk assessments of their health care 

facilities and the required activities they are required to complete under 
their State/County contract to help prioritize and reallocate resources and 
help ensure high risk facilities and critical responsibilities are 
appropriately and timely completed. 

 
IV. Benchmarking Analysis 

 
The Board directed the AC to compare HFID’s staffing level, in terms of number of 
employees and classifications, to other counties in the State in proportion to the number 
of SNFs and relative to the State-contracted scope of work.  In addition, the A-C was 
instructed to work with the Chief Executive Officer, Director of the Department of Human 
Resources, County Counsel, and the Director of DPH to ensure there is the necessary 
staffing, expertise, training, enforcement protocols, and other functions required to 
support DPH’s monitoring and enforcement effort.   
 
As previously mentioned, Los Angeles County is the only county in California with a 
State/County contract to perform the required activities as shown in Table 1, for all of the 
health care facilities in the County, including SNFs.  In addition, in our discussions with 
CDPH, we were unable to identify any other comparable counties within the United States 
that had a similar State/County contract.  Therefore, we attempted to benchmark against 
CDPH, where possible.   
 
We compared HFID and CDPH’s staffing structures and evaluated, for each staff level, 
the levels of expertise, training, and roles and responsibilities.  We also compared the 
standard average hours it takes to complete the required activities for HFID and CDPH.  
However, CDPH was unable to provide the requested information on their total workload 
and management oversight responsibilities due to CDPH having to prioritize their 
workload to address COVID-19 responsibilities.  Therefore, we were unable to determine 
if HFID has the appropriate staffing structure and levels, in comparison to the State, or 
whether the State’s staffing structure and levels are the best model to emulate, since 
there are so many unknown factors.  However, comparing the two organizations provided 
insights and highlighted areas for further review.   
 
Number of Total Health Care Facilities – State vs. County  
 
In the State of California, there are 11,694 health care facilities, of which CDPH is 
responsible for overseeing 7,506 (64%) and DPH’s HFID is responsible for overseeing 
4,188 (36%).  The State currently has 1,208 SNFs, of which 379 (31%) are under HFID’s 
purview and 829 (69%) are under CDPH’s jurisdiction.  Chart 3 illustrates the total number 
of SNFs, and other LTC and Non-LTC facilities for both HFID and CDPH: 

 



Attachment I 
 Page 32 of 38 

 
 

 

A U D I T O R - C O N T R O L L E R  

C O U N T Y  O F  L O S  A N G E L E S  

Chart 3 
 

 
 
As shown in Chart 3, there are 2,555 total LTC health care facilities (SNFs and other LTC) 
in California, in which the State is responsible for 1,783 (70%) and HFID is responsible 
for 772 (30%).  There are 9,139 Non-LTC health care facilities in California, in which the 
State is responsible for 5,723 (63%) and HFID is responsible for 3,416 (37%).  In 
comparison, the total number of health care facilities the State is responsible for is 
approximately twice the number HFID is responsible for in each of the three categories.   
  
Staffing Structures and Levels – State vs. HFID  
 
HFID consists of four district offices with 289 staff, including 191 Evaluators assigned to 
perform the required activities as shown in Table 1 for the 4,188 health care facilities in 
the County.  In comparison, CDPH has 866 staff, including 568 Evaluators to perform 
similar required activities for 7,506 health care facilities.   Both CDPH and HFID use the 
same reporting hierarchy, such that the Evaluators report to Supervisors, and 
Supervisors/Consultants report to Management.  Chart 4 illustrates the staffing levels (as 
of August 7, 2020) of both HFID and CDPH: 

 
 
 
 
 
 
 
 

379 393

3,416

829 954

5,723

0

1,000

2,000

3,000

4,000

5,000

6,000

7,000

SNFs Other LTC Non-LTC

HFID vs. CDPH
Total Number of Health Care Facilities

HFID

CDPH



Attachment I 
 Page 33 of 38 

 
 

 

A U D I T O R - C O N T R O L L E R  

C O U N T Y  O F  L O S  A N G E L E S  

Chart 4 
 

 
 
In comparison, HFID has a similar percentage of Management personnel (3%) and 
Supervisors (12%) when compared to the State (5% and 11%, respectively).  However, 
we noted the following variances that could have contributed to the significant delays and 
increases in investigation backlogs: 
 
 HFID has a higher total staff-to-number of facilities ratio20 (1:14) than the State (1:9). 

 
 HFID has a higher Evaluator-to-number of investigations ratio21 (1:33) than the State 

(1:10). 
 
It is unclear at this time whether HFID’s higher ratios of total staff-to-number of facilities 
and Evaluator-to-number of investigations contributed to the 11,635 total outstanding 
investigations (as of June 30, 2020) and the significant delays in completing the older 
investigations as shown in Table 5.  As such, HFID management should consider 
conducting or hiring a consultant to study the most appropriate staffing structure and 
staffing levels to ensure the ongoing health and safety of residents and staff within health 
care facilities in the County.   

 
 

                                                 
20 Ratio is based on total number of facilities from Chart 3 to the total number of staff from Chart 4 for HFID 
and the State, respectively. 
21 Ratio is based on total number of investigations from Table 6 to the total number of Evaluators from Chart 
4 for HFID and the State, respectively. 
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Recommendation 
 
Refer to Recommendation 18. 

 
Roles and Responsibilities of Each Staffing Level – State vs. County 
 
We obtained the Duty Statements and Job Descriptions for both CDPH’s and HFID’s 
Managers, Supervisors, Senior Evaluators, Evaluators, and Consultants/Experts.  
Attachment V is a summary of each staffing level’s roles and responsibilities for both 
CDPH and HFID.  Based on the Duty Statements and Job Descriptions obtained, we 
determined that the roles and responsibilities of each staffing level between CDPH and 
HFID are comparable.   
 
Levels of Expertise – State vs. County 
 
We obtained the Job Specifications for both CDPH’s and HFID’s Managers, Supervisors, 
Senior Evaluators, Evaluators, and Consultants.  For both CDPH and HFID, at a 
minimum, a bachelor’s degree from an accredited college, university, or educational 
institution approved by the CDPH in a recognized health field (e.g., nursing or other health 
related field) is required for each staffing level.  In addition, below is a summary of the 
minimum experience requirements for each staffing level at both CDPH and HFID: 
 
 Managers – Two years of experience as a Supervising Evaluator. 

 
 Supervising Evaluators – One year of experience as a Senior Evaluator. 

 
 Senior Evaluators – One year of experience as an Evaluator.   

 
 Evaluators – One year of experience performing the duties of an Evaluator Trainee. 

 
 Consultants – A license to practice in their area of expertise, issued by the State of 

California, is required, along with all educational requirements for the license and two 
years of experience in their field of expertise. 

 
Based on the Job Specifications obtained, we determined the levels of expertise and 
minimum years of experience and licensure requirements between CDPH and HFID are 
comparable.   
 
Training Requirements – State vs. County 
 
Evaluators for both the State and HFID are required to complete the same basic federal 
and State training.  On average, it takes approximately six months for a newly hired 
Evaluator to prepare, pass, and obtain their Surveyor Minimum Qualification Test (SMQT) 
certification.  Specifically: 
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 It takes approximately eight weeks to complete all of the State licensing survey training 
courses, after which the Evaluator will be able to conduct State licensing surveys (e.g., 
COVID-19 Mitigation visits, complaint and FRI investigations, etc.). 
 

 A new Evaluator, also referred to as a Surveyor, must also compete the four-week 
New Surveyor Academy, a one-week Basic LTC training, and pass and obtain the 
SMQT certification in order to meet federal requirements.  The New Surveyor 
Academy prepares the new Evaluator to take the SMQT.  During the New Surveyor 
Academy, the Evaluator will learn about their roles, and how to navigate the ASPEN 
software, investigate, document gathered evidence, and write a deficiency citation 
(narrative report).  In addition, the Evaluators will learn about guidelines and duties 
related to oversight activities (e.g., the federal Recertification process, State Re-
licensure Survey Process, Immediate Jeopardy investigations, etc.).     

 
In addition, according to HFID management, all staff were provided with the “Immediate 
Jeopardy Process, and Severity and Scope Levels” training course, which provides a 
review of IJ components and how to determine if an IJ condition exists, including 
examples of past IJ cases.  However, we were unable to obtain a listing of the additional 
trainings CDPH requires for their Managers, Supervisors, and Evaluators due to CDPH 
having to prioritize their workload to address their COVID-19 responsibilities.  
 
Receiving the minimum amount of training required to perform their duties may not always 
be sufficient for staff to complete their job assignments in the most effective and efficient 
manner.  Therefore, HFID management should consider, at minimum, ensuring HFID staff 
receive the same amount and types of training the State’s staff receive.  In addition, HFID 
management should consider conducting an anonymous survey of all HFID staff to 
assess whether Managers, Supervisors, Evaluators, and their Consultants/Experts feel 
they have sufficient knowledge and expertise to appropriately perform their job duties, 
whether additional training should be provided, and if so, what types of training the staff 
believe are needed to perform their job functions in the most efficient and effective 
manner.   
 

 Recommendations 
 

Department of Public Health’s Health Facilities Inspection Division’s 
management consider: 
 
15. At minimum, ensuring HFID’s staff receive the same amount and types of 

training the State’s staff receive.  
  
16. Conducting an anonymous survey of all HFID staff to assess whether 

Managers, Supervisors, Evaluators, and their Consultants/Experts feel 
they have sufficient knowledge and expertise to appropriately perform 
their job duties, whether additional training should be provided, and if so, 



Attachment I 
 Page 36 of 38 

 
 

 

A U D I T O R - C O N T R O L L E R  

C O U N T Y  O F  L O S  A N G E L E S  

what types of training the staff believe are needed to perform their job 
functions in the most efficient and effective manner.   

 
17. Providing additional training to all staff, specific to their levels, as 

identified through the anonymous survey. 
 
Standard Average Hours Comparison – State vs. County 
 
HFID’s staff reports the hours spent on their required activities into the State’s Time Entry 
and Activity Management System, and CDPH utilizes this data to calculate the standard 
average hours for HFID and their regional offices.  CDPH calculated and provided the 
State’s and HFID’s standard average hours for each SNF oversight activity for FY 2018-
19 as illustrated in Table 10: 
 

Table 10 
  

Standard Average Hours 
CDPH vs. HFID 

Skilled Nursing Facilities 
FY 2018-19  

Oversight Activities 
Standard Average Hours 
CDPH HFID Variance 

Complaint (1) 19.75 17.02 2.73 
Initial Certification 416.20 142.31 273.89 
Life Safety Code (LSC) Initial 
Certification 

18.82 15.38 3.43 

Initial Licensure 104.73 47.69 57.04 
Licensure Visit 73.39 12.31 61.09 
Recertification 346.70 286.26 60.44 
Recertification - Follow-up 80.56 46.96 33.60 
LSC Recertification 26.70 34.19 (7.49) 
LSC Recertification/Follow-up 7.74 4.71 3.03 
Re-Licensure 87.78 90.38 (2.60) 
(1) The State did not provide the standard average hours for 
FRIs.  As such, we did not include this information on the 
Table.   

  
According to Table 10, only four (40%) of the ten activities listed had comparable (within 
five hours) standard average hours between CDPH and HFID.  Specifically, HFID’s 
Complaints, LSC Initial Certifications, LSC Recertifications/Follow-up, and Re-Licensures 
were within five hours to complete in comparison to CDPH.  In general, it appears HFID 
required less hours to complete the activities than CDPH with two exceptions (LSC 
Recertifications and Re-Licensure).  However, since assessing the quality of the required 
activities performed was not within our scope or area of expertise, we did not perform a 
review of the quality of the activities performed to determine whether HFID is performing 
more effectively and efficiently than CDPH.  As a result, HFID management should 
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consider conducting a study, or hiring a consultant to conduct a study, to determine and 
resolve the cause(s) (i.e., different Quality Assessment reviews of staff’s work, complexity 
of cases, etc.) for the significant variances in the standard average hours between the 
State and County, and to ensure HFID staff are performing their activities in the most 
efficient and effective manner.   
 

Recommendation 
 
Refer to Recommendation 18 

 
Total Oversight Responsibilities and Workload - State vs. HFID   
 
CDPH was unable to provide the requested documentation/information on their total 
workload and management oversight responsibilities due to CDPH having to prioritize 
their workload to address COVID-19 responsibilities.  Therefore, we were unable to 
complete our analysis on whether HFID has the appropriate staffing structure and levels, 
in comparison to the State, or whether the State’s organizational structure and staffing 
levels are the best model to emulate since there are so many factors that are unknown.  
For example, we do not currently have the information on, or understanding of the State’s:     
 
 Total management oversight responsibilities and workload. 
 Backlogs, if any, in the areas of investigations and other required activities.   
 Processes for how they manage and track their work, whether by facility or staff, for 

all required activities. 
 Enforcement protocols. 
 Lower ratios of total staff-to-number of facilities and Evaluator-to-number of 

investigations, in comparison to HFID, and how these variances contributed to 
enhancing, or hindering, their efforts in effectively and efficiently completing their 
required workload. 

 Practices, including timeframes, for performing quality assurance reviews of their 
staff’s work. 

 On-going efforts to provide additional training to their staff. 
 Reason(s) for why their standard average hours to perform certain activities is higher 

compared to HFID. 
 

HFID management should consider conducting their own study, or hire a consultant to 
conduct a study, to determine the most appropriate staffing structure and levels to ensure 
the ongoing health and safety of residents and staff within the health care facilities 
residing in Los Angeles County. This study should consider all issues/concerns identified 
in this report. 
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Recommendation 
 
18. Department of Public Health’s Health Facilities Inspection Division’s 

management should consider conducting, or hiring a consultant to 
conduct, a comprehensive analysis/study, that takes into account all 
issues/concerns identified in this report, to:  

 
a) Determine the appropriate and necessary staffing structures and 

levels (i.e., Evaluators, Supervisors, Consultants/Experts, Managers 
and Support Staff), and types of positions (i.e., regular, part-time, 
seasonal, and contracted employees) HFID will need to best meet their 
current and future contractual needs to ensure the ongoing health and 
safety of residents and staff within the health care facilities in the 
County. 

 
b) Identify the cause(s) and solution(s) for the significant delays in 

closing out investigations, and develop a plan, whether 
procedurally/operationally and/or modifying HFID’s organizational 
structure and/or staffing levels, to ensure all investigations are closed 
within established timeframes as required. 

 
c) Identify what improvements or changes in their processes are needed 

to ensure deficiencies and non-compliance issues are timely and 
effectively addressed and resolved. 

 
d) Determine whether a systemic approach/solution would help reduce 

the number of similar complaints and non-compliance issues being 
reported.   

 
e) Identify the cause(s) and solution(s) for the significant variances in the 

standard average hours between the State and County to ensure HFID 
staff are performing their activities in the most efficient and effective 
manner.    

 
f) Develop corrective action plans for addressing and resolving any 

other areas of improvements identified during their comprehensive 
study. 
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Glossary of Terms 
 
For purposes of this report the following words as used herein shall be construed to have 
the following meaning, unless otherwise apparent from the context in which they are used.  
 

“Backlog” is defined, for the purpose of this report, as any required activity (e.g., Long- 
Term Care (LTC) and Non-LTC complaint and Facility Reported Incidents (FRIs) 
investigations, etc.) that was opened/initiated in prior fiscal years but not yet 
closed/completed.  
 
“Change of Service Survey” is an onsite facility survey following a facility’s submission 
of a Change of Service application to report changes that require an updated license, 
such as a change of name, change of location, or change of capacity. Facilities are 
required to submit a Change of Service application for any changes that require an 
updated license and the State conducts the onsite facility survey to ensure the facility 
complies with the requirements necessary to make those changes.  
 
“Complaint” is an allegation of non-compliance by a health care provider with federal 
and/or State requirements made by a third party such as the resident, family member, 
friend, employee, members of the public, media, or other agencies (e.g., law enforcement, 
Fire Department, Department of Justice).  
 
“Current” is defined as any required activity (e.g., LTC and Non-LTC complaint and FRI 
investigations, etc.) that was opened/initiated in the current fiscal year but not yet 
closed/completed, and limited to HFID’s proportionate share based on the annual contract 
percentage of the projected full caseload amounts as outlined in Exhibit A-1 in the 
State/County contract (also shown in Table 1). 
 
“Deficiency” means a health care provider failed to meet participation requirements with 
federal regulatory requirements.  
 
“Enforcement Action” means the process of imposing one or more remedies, such as 
termination of a provider agreement, denial of payment for new admissions, or civil 
monetary penalties, for health care facilities found not to be in substantial compliance.  
 
“Facility Reported Incidents” (FRIs) are reported by a self-reporting facility or health 
care provider (i.e., the administrator or authorized official for the provider) that alleges 
non-compliance with federal and/or State laws and regulations.  Facilities are required to 
report unusual occurrences such as epidemics, outbreaks, disruption of services, major 
accidents or unusual occurrences that threaten the health and safety of patients, 
residents, clients, staff or visitors.  FRIs and complaints are investigated in the same 
manner. 
 
“Federal Certification and Recertification” surveys are conducted to ensure whether 
health care providers meet federal Centers for Medicare & Medicaid Services (CMS) 
regulations.  Health care providers must undergo an initial Certification survey to certify 
whether the provider complies with standards required by federal regulations.  State 
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Survey Agencies are also required to perform periodic Recertification surveys to certify 
whether the health care provider meets the applicable federal health and safety 
requirements for continued participation in the federal program.  
 
“Initial Licensing Survey” is on onsite initial facility survey following an approved 
application evaluating compliance with Health and Safety Codes and California Code of 
Regulations Title 22 regulations for a facility seeking initial licensure. Licensure is a state 
process establishing approval to conduct business as a health care facility. 
  
“Investigation” is the process of conducting fact finding surveys to determine and report 
whether a complaint or FRI is substantiated or unsubstantiated.  The investigation 
process includes intake, triage and prioritization, and follow-up.  State Survey Agencies 
investigate nursing home complaints and FRIs on behalf of CMS.  
 
“Required Activity” is defined in Exhibit A-1 of the State/County contract (also shown in 
Table 1) as LTC and Non-LTC complaint and FRI investigations, federal Recertifications, 
State Re-Licensure Surveys, State Initial and Change of Service Surveys, and 
Miscellaneous work. 
 
“Skilled Nursing Facilities” (SNFs) provide 24-hour nursing and support services for 
the elderly and disabled requiring skilled inpatient care on an extended basis.  SNFs are 
required by federal law to undergo an annual survey and certification process by its 
State’s health department to ensure compliance with federal requirements, as well as 
State law.  
 
“Standard Average Hours” (SAH) is the average hours each activity type takes to 
complete.  The SAH are developed from the State’s actual timekeeping data from the 
prior three years.  The State uses SAH as a metric for quantifying workload.  
 
“State Licensing and Re-Licensing” surveys are conducted to ensure health care 
providers are in compliance with all State laws and regulations. Initial Licensing surveys 
are conducted for facilities that have applied for licensure with the State.  State Survey 
Agencies are required to conduct periodic Re-Licensing surveys to ensure the provider 
continues to meet the applicable State regulatory requirements.  
 
“State Survey Agency” is the entity responsible for conducting most surveys, on behalf 
of CMS, to certify health care providers’ compliance with the federal CMS participation 
requirements.  They also investigate and validate complaints and FRIs.  
 
“Statement of Deficiencies Notice” is an official notice, provided to the facility, that lists 
the deficiencies cited by an Evaluator during an investigation or survey that require 
correction. 
 
“Surveys” are periodic inspections (i.e., federal Recertifications, State Re-licensure, and 
State Initial and Change of Services Surveys) conducted at the health care facility site 
that gather information about the quality of service to determine compliance with 
applicable State and federal regulations. 



Attachment III 
Department of Public Health 

Health Facilities Inspection Division (HFID) 
HFID vs. California Department of Public Health (CDPH) 

Total Number of Health Care Facilities by Type 
 

 

 



Attachment IV 
Complaint and Facility Reported Incidents Investigations 

 

 

Priority Ranking Descriptions (1) 

Priority Ranking  
(High to Low) 

Ranking Criteria Timeframes to Initiate Investigations 

Immediate Jeopardy 

Alleged non-compliance indicates there was serious injury, 
harm, impairment or death of a patient or resident, or the 
likelihood for such, and there continues to be an immediate 
risk of serious injury, harm, impairment or death of a patient 
or resident unless immediate corrective action is taken. 

Initiate an onsite survey within 2 business 
days of receipt. 

Non-Immediate Jeopardy, High 

Alleged non-compliance with one or more requirements may 
have caused harm that negatively impacts the individual's 
mental, physical and/or psychosocial status and are of such 
consequence to the person’s well-being that a rapid response 
by the State Agency is indicated. 

Initiate an onsite survey within 10 
business days of receipt. 

Non-Immediate Jeopardy, Medium 

Alleged non-compliance with one or more requirements 
caused or may cause harm that is of limited consequence 
and does not significantly impair the individual’s mental, 
physical and/or psychosocial status or function. 

No timeframe specified, but an onsite 
survey must be scheduled. 

Non-Immediate Jeopardy, Low 
Alleged non-compliance with one or more requirements may 
have caused physical, mental and/or psychosocial discomfort 
that does not constitute injury or damage. 

Must investigate during the next onsite 
visit. 

Administrative Review/Offsite 
Investigation 

Assigned if an onsite investigation is not necessary. 
However, the Survey Agency or Regional Office conducts 
and documents in the provider's file an offsite administrative 
review was conducted to determine if further action is 
necessary.  

Must investigate during the next onsite 
visit. 

Referral - Immediate 

Assigned if the nature and seriousness of a 
complaint/incident or State procedures require the referral or 
reporting of the information for investigation to another 
agency or board (e.g., Department of Justice, Ombudsman) 
without delay.   

Timeframes vary by investigation. 

Referral - Other 
Assigned if the complaint/incident is referred to another 
agency or board for investigation or for informational 
purposes.  

Timeframes vary by investigation. 

No Action Necessary 
Assigned if the Survey Agency or Regional Office determines 
with certainty that no further investigation, analysis, or action 
is necessary.  

Not Applicable. 

(1) As defined in Chapter 5 of the Centers for Medicare & Medicaid Services’ State Operations Manual.  

 



Attachment V 

 

Department of Public Health’s  
Health Facilities Inspection Division and California Department of Public Health 

Roles and Responsibilities of Each Staff Level 
 
 
 Managers – Assign, direct, and review the work of subordinate Supervisors and other 

personnel, including Consultants/Experts that exercise professional expertise in fields 
such as medicine, nursing, pharmacy, etc.  Managers are also responsible for assisting 
in planning and implementing operational policies and procedures, and for monitoring 
and evaluating program operations for compliance with licensure and regulatory 
standards.  In addition, Managers coordinate all enforcement actions for the Division, 
including processing license revocations, Medicare and Medi-Cal de-certifications, and 
criminal complaints. 
 

 Supervising Evaluators – Supervise the activities of Evaluators assigned to a District 
Office by planning, assigning and reviewing work, both administratively and in the field.  
Supervisors are responsible for evaluating performance by determining effectiveness in 
enforcing applicable medical care standards and regulations, counseling evaluators for 
purposes of improving performance and productivity, adjusting grievances, and 
recommending disciplinary actions.  In addition, Supervisors are responsible for 
evaluating facility records and other evidence and recommending enforcement 
proceedings. 

 
 Senior Evaluators – Supervise and evaluate the activities of the survey teams, and 

provide technical and administrative reviews pertaining to areas affecting total patient 
care, such as nursing, physician, pharmacy, etc.  Senior Evaluators are also responsible 
for preparing written submissions related to enforcement actions and recommending 
improved procedures to appropriate supervisory personnel.   

 
 Evaluators – Conduct surveys of hospitals, Skilled Nursing Facilities, clinics, and other 

providers in accordance with State, federal and local laws, regulations and departmental 
guidelines by visiting the facility, interviewing patients, evaluating the adequacy of patient 
care through direct observation, and inspecting the physical premises.  Evaluators are 
also responsible for conducting investigations of health care facilities based on 
complaints or on suspected violations of public health laws. 
 

 Consultants/Experts – Conduct surveys as a specialist surveyor to evaluate the quality 
of services provided by facilities in fields such as medicine, nursing, pharmacy, etc.  
Consultants/Experts also serve as consultants to District Office Evaluators by providing 
guidance and making recommendations on all aspects of services provided by facilities 
under their area of expertise. 

 
 



Attachment VI 

 

Department of Public Health  
Health Facilities Inspection Division  

Other COVID-19 Related Activities Performed 
 

On January 8, 2021, the Department of Public Health (DPH) management indicated their Health 
Facilities Inspection Division (HFID) currently performs the following additional COVID-19 related 
activities as referenced under the “Resources Required to Meet New COVID-19 Mitigation Plan 
Requirements” section of our report (Attachment I): 

 
 Monitoring and responding to California Department of Public Health’s (CDPH or State) 

Predictive Analytics Dashboard related to COVID-19 risk, which requires an on-site visit 
depending on the findings; 

 Responding to CDPH’s Urgent Needs Dashboard, which monitors critical situations related to 
staffing, personal protective equipment (PPE) and other vital resources, which may require 
follow-up with a facility and an on-site visit;  

 Conducting virtual tours for outbreak management, infection prevention, and technical support 
with DPH’s Acute and Communicable Disease Control Program (ACDC) staff;  

 Performing outbreak monitoring on-site visits with ACDC staff to investigate the source/cause of 
an incident; 

 Conducting Focused Infection Control (FIC) surveys, a streamlined inspection process to ensure 
providers are implementing actions to protect the health and safety of residents specific to 
infection control;  

 Communicating daily with facilities that have an active outbreak or urgent needs (e.g., staffing 
shortage or insufficient PPE), to determine if further action is required, including coordination of 
deploying external staffing resources;  

 Reviewing requests from General Acute Care Hospitals (GACH), Long-Term Care (LTC), and 
non-LTC facilities for lowering staffing to patient ratio, allowing areas not approved for patient 
use when facility is above capacity, use of tents for expansion of patient areas, etc.;  

 Analyzing and validating Skilled Nursing Facilities (SNF) Weekly COVID-19 Testing surveys for 
both CDPH and ACDC to monitor cases among SNF residents and staff;  

 Monitoring numerous State/local dashboards (e.g., CDPH’s Data Hub which includes urgent 
needs tools for SNFs and Intermediate Care Facilities, and COVID-19 SNF Survey validation) 
and surveys (e.g., Daily Capacity Surveys, Smart Surveys for Congregate Living Health 
Facilities); 

 Validating SNF reported data when there are notable changes (e.g., increase in COVID-19 
cases, urgent needs, change of administrator, etc.) to confirm actual needs, correct any potential 
errors in the data, and determine next steps such as, on-site visit, request staffing resources 
from the State, monitoring, etc.;   

 Ensuring implementation of Health Officer Orders; 
 Assisting SNFs with COVID-19 vaccine suppliers and distribution preparation; and,  
 Providing various trainings such as FIC Survey processes and requirements, how to complete 

the Centers for Medicare and Medicaid Services form 20054, COVID-19 updates for SNFs 
standard practices, inter-facility rules for GACH, hospital transfer and SNF readmission 
protocols, and other logistical requirements.  
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LOCAL NEWS • News 

Pasadena nursing home 
evacuated after failing to 
provide basic medical services, 
city says 

People come and go from the Golden Cross Health Care facility as it was evacuated 
because the operators were failing lo provide even the most basic health services in 
Pasadena on Friday, June 12, 2020. (Photo by Keith Birmingham, Pasadena Star
News/ SCNG) 

By BRADLEY BERMONT I bbermont@scng.com I Pasadena Star

News 
PUBLISHED: June 12, 2020 at 9:05 a.m. I UPDATED: June 12, 2020at10:59 p.m. 
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Patients at the ~~<il·~-~':1.0'..?.8.8.~:C~~l~~-~~:.~.':1.1:1E~i~11;'~()~!:1~ in Pasadena were 
evacuated from the facility late Thursday night, after officials say the facility's 

owners failed to heed the requests oflocal and state health officials, and failed to 

provide even the most basic care for some of their patients. 

It's the first time a nursing home in Los Angeles County has had its license 

suspended and residents removed during the ::'.?'..?..'.1.~Y.i.'..':1.5.Y~:ll.~.~~:!.~! a 
spokesperson for the California Department of Public Health told this newsgroup. 

Representatives from Golden Cross did not return phone messages this 

newsgroup left. 

The action was only due in part to the facility's response to the coronavirus 

pandemic, city spokeswoman Lisa Derderian said in an interview Friday 

morning. The City Attorney's Office is investigating the facility for violating local 

health orders, which leaves the door open for P'?.8..~!~?.!: '~Ei~~!,lill P.!:~'s~~1:1.!i<i.ll. 

Video from the scene showed dozens of ambulances lined up outside the facility 

at 1450 N. Fair \)aks Ave. about 11 p.m. Thursday and patients being placed inside 

the vehicles. 

Pete Demetriou 
@knxpete 

#Pasadena Fire & CAvDept of Justice at to Golden 
Cross Health Care torelocate 63 elderly residents to 
other facilities in LA County. DOJ says they have "de
liscensed "facility for reasons not made clear by 
investigators at scene. Calls & E-mails to DOJ went 
unanswered @KNX1070 

Q,1 0 nr. II I,·~ 11 '"'1f\'1A 
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The Pasadena Fire Department was asked by the California Attorney Generafs 

office to help move patients from the nursing home, Derderian said. 

Officials from the California Department of Public Health later confirmed that 

the facility's license was suspended "due to ongoing and serious quality of care 

concerns." 

Derderian said 63 patients, including many who have tested positive for the 

coronavirus, were evacuated and will be taken to various nursing homes around 

the region. None will require any hospitalization, she said. 

The city "repeatedly and relentlessly" pushed the state to act, Derderian said, 

based on what Pasadena's officials had seen on the ground and other reports 

delivered to local health officers. 

Pasadena Public Health Director Dr. Ying-Ying Goh had recently conducted an 

onsite patient assessment alongside ~C.!i.'.1:15. .. '.~'.."'..S'.J:!.".f...1.l.~Y..~'.1..E'..!.<e.<~.':''..~ and were 
dismayed at what they had seen, Derderian said. 

"The health care facility failed to do even just fundamental actions with the most 

basic care;' Derderian said, such as water and nutrition and basic medical 

services, such as offering oxygen and diabetic treatments. She added the city had 

found 10 violations of state and/or federal law, which have been reported to state 

officials. 

She did not outline the specific violations in detail, saying the matter was still 

under investigation, but did say one may be an infection control violation for 

failing to supply clean linens. Others may include violations pertaining to proper 

wound care, hydration and nourishment. 

Nursing homes, assisted living facilities and prisons across Los Angeles County 

have borne the brunt of the pandemic, accounting for one-fifth of the county's 

cases and about 42% of its deaths. 

That includes figures from Pasadena, which operates its own health department. 

However, Pasadena officials say they've been able to thoroughly test all of the 

city's nursing homes while Los Angeles County is still struggling to do so. Local 

officials have said the city has a more complete picture than the county, as result. 

Jn Pasadena, nursing homes and assisted living facilities are home to at least 63% 

of the city's coronavirus cases, though one-fifth of the city's cases are still being 

investigated and could possibly be linked to the elder care businesses. 
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While Pasadena health officials have some legal authority over the nursing homes 

in their city, the facilities' licenses are handled by the state, which contracts the 

work out to the Los Angeles County Health Department. 

It's been fl:~~~~i.~~~Y?i?~~(?l:~':''.1:1:~.~'.'~fl:~~ll.'l.~~~~~~~1':'~f.!:ilJ1.~, such as Vice Mayor 
Tyron Hampton and Councilman Victor Gordo, who have been .~~!lJ.?.~f':'.'...!.?.:'..fl:1. 

~~.":]~~ ~·t:f.i:i~!.~.:t':'ll:'.~'.~~~1?~~1.Y.!1.15'.'.'.!'.5'.l:. and take aggressive action against any 
violations from the elder care businesses. 

Federal inspectors, as well as their county or state counterparts, made two visits 

to the facility in March and found it in compliance with COVID-19 requirements, 

according to data supplied by the California Department of Public Health. 

On May 14, a complaint was filed against the facility for violating coronavirus

related health orders, but an investigation conducted by the state wasn't able to 

find any deficiencies. 

When a Pasadena Fire Department battalion chief visited Golden Cross on June 9, 

he asked the facility administrator if there were any "immediate jeopardy 

patients;' meaning residents whose immediate health and safety could be 

threatened by a facility's failure to meet the state's standards for care. 

According to emails acquired by this newsgroup, the administrator told the 

firefighter there were no patients who fit that criteria. He followed up, asking if 

there any patients with unstable vitals, and she again said no. 

When a nurse with the Pasadena Public Health Department visited the facility the 

next day, she learned there were "more than six" patients who were in. immediate 

jeopardy "that were not shared'' with the health department, according to an 

email sent to the state health department on June 10. 

The nurse requested reports on the patients in question, writing it "woul~ assist 

us to determine what measures we can act upon;' the email says. 

The email was later forwarded to city leadership by Frieders, who said there were 

"nine patients in immediate jeopardy." 

Calling the state for help 

According to an email sent to the Pasadena City Council and acquired by this 

newsgroup, City Manager Steve Mermell told local officials on Thursday, June 11, 

that the California Department of Public Health had served Golden Cross 

attorneys "with a temporary suspension order and accusation to revoke their 

license to operate:' 

https://www.pasadenastarnews.com/2020/06/12/pasadena-nursing-home-evacuated-after-fai!ing-to-provide-basic-medical-services/ 418 
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He continued: ''Although Golden Cross has appeal rights, (the California 

Department of Public Health) has the authority to start depopulating the facility 

and moving its residents to other facilities, which should begin today (Thursday):' 

Derderian said the Pasadena Public Health Department, City Attorney's Office 

and City Manager's Office had been involved for several weeks. 

At the city's prodding, a state team was brought in to run the facility about two 

weeks ago, Derderian said. The city helped house and feed the state workers, who 

would later transfer control of the facility to '.!:1.''.?.!<:":1. ~~":'.1.15.J'..''1.'.1 '.!!~~.":~!?.?.:":l 
9.1:1.":~?.: who were deployed to Golden Cross over the weekend. 

In an email sent to the Pasadena City Council on June 9 and acquired by this 

newsgroup, Mermell told officials the facility's management had failed to meet 

the minimum requirements to stay licensed. 

~-i-~'.1. .. 1:1.P for The Localist, our daily email newsletter with handpicked stories 

relevant to where you live. ~.1:1.l:>.5..~'..!J:>.~..1.1.~E:'.· 

Goh was onsite, Mermell said, helping to determine the best place to relocate 

these patients, "based on their clinical presentation and vital signs;' and whether 

they are coronavirus positive. 

He continued: "! am advised, however, that the facility's owner may be attempting 

to fight the relocation by pursuing a restraining order:' 

Recently, the facility has been more impacted by the coronavirus than many other 

elder care businesses in Pasadena, an analysis of city data shows. 

Even though new case counts had recently slowed at many of the city's nursing 

homes, after officials completed multiple rounds of systematic testing, cases have 

continued to slowly tick upward for Golden Cross. 

The city's '.'11ly_~:>.~?.'.1.":Y..i1y_5.:":5.~?".!":~~?.cl~'.'!l1t~f.s'.!:1'1.'.1.!l.1. was linked to Golden 
Cross and reported to local health officials on Sunday, June 7. 

Cases rapidly rose at the facility beginning in early May, around the same time 

officials began systematically testing all of the city's nursing homes, city data 

shows. Then, the facility was still under the reporting threshold, indicating they 

had 10 or fewer cases. 

By May 8, the facility was reporting 24 cases among residents, an undisclosed 

number of cases among employees and was linked to one death. 

By June 12, the facility has reported 72 cases among residents, 32 among 

employees and has been linked to eight deaths. 
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On June 8, Mermell had sent an email to the council, saying "the owners of the 

facility are apparently putting up a fight with state licensing (the California 

Department of Public Health) .... I fear this operator is precisely why additional 

state regulations are necessary when it comes to skilled nursing facilities:' 

A history of violations 

According to data supplied by the California Department of Public Health, Golden 

Cross has seen more than the statewide average number of deficiencies tallied by 

nursing home inspectors, but it received significantly fewer complaints than its 

peers. 

In 2018, the facility was cited after an allegedly drunk worker threw a juice box at 

a mentally ill patient's face. According to the state inspector's report, the patient 

had thrown the juice box across the room. The worker left the room, came back 

with a new juice box, and threw it at the patient. The worker was employed by a 

contract agency and barred from returning to Golden Cross. 

The facility has been cited for infection control violations three times between 

2017 and 2019 for separate incidents. In one case, workers were found to have 

handled and disbursed antibiotic medications improperly. In another instance, a 

patient's oxygen tube was left hanging on the ground in the middle of a state 
' inspection. 

During a routine inspection in 2019, inspectors found the facility had failed to 

asses and develop comprehensive care plans for 20% of the sampled residents. 

That led to mistakes, such as giving a patient the wrong amount of oxygen, or 

failing to record that one patient had lost 10 pounds in a month. 

Basic building maintenance seems to be an ongoing issue for the facility as well; it 

was cited multiple times between 2017 and 2019 for having dysfunctional fire 

sprinklers and other structural violations. 

In that same period, Golden Cross was cited once for failing to store food 

properly. Investigators noted butter had been left out on the counter while food 

was unlabeled and undated in the freezer; apples were stored in a milk crate. 

Containers of expired peanut butter were found in the pantry. 

Staffing has also been an issue: The facility was cited twice between 2017 and 2018 

for failing to have a surge plan in case of an emergency. Additionally, employees 

weren't giving patients the attention required by law - 3.2 hours a day, the report 

says. It's a figure that's calculated by dividing the total number of nurses' hours by 

the number of patients. 
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An undisclosed number of certified nurse assistants working for Golden Cross 

were found to have lapsed, suspended, expired or revoked certifications, it says. 

"It's a shame when the owners only look at it as a business;' Derderian said. 

"There's no care or compassion for these residents!' 

While this is the first nursing home in Los Angeles County to have its license 

suspended and its patients relocated, 83 patients were evacuated from .~J~i:Y.<J.'..~!.c.1.<J. 

!.:'.~.':~.i.!':!:? .. ?'.'.'.'.~~. after employees failed to show up to work. 

!:?~:::J.?~•a.1:t1.! ?.f~i~!3.:1~3.:'.~' ~?".'.' ~'.tl~!:?ff'1.:? tl!e.~t~.te. to review the that facility's 
license. 

EDITOR'S NOTE: This story has been updated. 
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conversations about issues in our community. Although we do not pre
screen comments, we reserve the right at all times to remove any 
information or materials that are unlawful, threatening, abusive, 
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or otherwise objectionable to us, and to disclose any information 
necessary to satisfy the law, regulation, or government request. We 
might permanently block any user who abuses these conditions. 

If you see comments that you find offensive, please use the "Flag as 

Inappropriate" feature by hovering over the right side of the post, and 
pulling down on the arrow that appears. Or, contact our editors by 
emailing moderator@scng.com. 
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NEWS• News 

Inside the 1anarchy' of 
Pasadena's evacuated nursing 
home 

Belle Piedrasanta, left, and Mira Alvarez remove belongings of a relative who worked 
at the Golden Cross Health Care facility as it was evacuated because the operators 
were failing to provide even the most basic health services in Pasadena on Friday, 
June 12, 2020. (Photo by Keith Birmingham, Pasadena Star-News/ SCNG) 

By BRADLEY BERMONT I bbermont@scng.com I Pasadena Star

News 
PUBLISHED: June 18, 2020 at 3:29 p.m. I UPDATED: June 19, 2020 at 6:59 a.m. 
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State nursing home investigators had been in and out of Pasadena-based Golden 

Cross Health Care for 11 days when they walked into a resident's room just after 6 

p.m. on May 26 to find him sitting alert in bed with dark red stains on his shirt. 

They were "old blood stains," the man told state investigators, stemming from a 

dialysis treatment some time earlier, though he couldn't remember the exact date. 

The man - who needed assistance to walk, bathe and change his clothes - said 

he hadn't showered in two weeks. 

He felt afraid and forgotten, he told investigators. His clothes were dirty because 

the nursing home staff wouldn't wash them, he said. 

By far, he was not the only one, investigators discovered. 

Facility staff were reluctant to even enter Golden Cross' .~.'1.~~'.'.'.::yiE_1.:.~. unit, which is 

where the man was living after he tested positive for the virus, according to 

investigative reports provided by the California Department of Public Health. 

Neither lawyers nor the facilitj's owners responded to multiple requests for 

comment from this newsgroup. 

The reports are the legal foundation for .t~~e. .. ~t~te.'.~?~''Y':'t'.'.t:~'.'~'~1'.1~e..t~1~f~~!'.!tX 
and suspend its operating license last week, a first for California during the 

coronavirus pandemic. 

The documents detail the alleged failings of a nursing home whose leaders didn't 

adequately train employees, refused to communicate with medical advisers and 

fell short providing the most basic levels of care for residents - not to mention 

significant infection control violations - leaving dozens of residents 

malnourished, dehydrated and vulnerable to COVID-19. 

Making matters worse, nursing home advocates say the state had known about 

systematic failings in the facility going back to 2011. 

Linens were often dirty, residents' clothing went unchanged and many were left 

laying in their own urine for hours at a time, the state's investigative reports say. 

Bed sores were a common sight and one resident was at risk for a limb 

amputation because his or her wounds were left untreated for so long. 

Other allegations of assault and abuse went unreported by facility leadership until 

the state intervened, including a nurse who was allowed to keep working after he 

allegedly "slapped and pushed" a resident into bed, one report says. 
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Fruit flies buzzed around the kitchen area where a full food cart was reportedly 

left next to an open door with a dumpster just beyond it; meanwhile, kitchen 

workers were observed failing to wash their hands before handling residents' 

meals. 

Later, those workers told investigators they didn't know the proper way to clean 

the food cart after it had been exposed to the facility's coronavirus wing. 

Patients across the facility complained food often arrived late and cold, if it 

arrived at all, and sometimes meals were taken away before they were able to 

finish, according to a written testimony from the facility's state-assigned 

temporary manager Karen Lapcewich, who was sent in June 2 to help fix the 

situation. 

She found the facility in disrepair with a dysfunctional air filtration system and 

blown circuits linked to an overuse of oxygen devices, leaving one patient 

hypoxic. 

Both systems are critical while managing coronavirus outbreaks, experts say, as 

the virus tends to travel on small droplets through the air and frequently attacks 

its hosts' respiratory systems. 

All but seven of Golden Cross' 64 residents were infected or awaiting test results 

when state investigators were onsite between May 15 and 28, according to an 

analysis of city data and state reports. Seven other residents had already died. 

By June 2, state health officials had taken over leadership at the facility, putting 

Lapcewich in charge, backed by state resources and a specialized team. 

Calling it a "grave concern;' Lapcewich wrote that the facility was lacking even a 

"basic functioning" infection control program. 

By the time the facility was evacuated on June 10, an eighth resident, a Latino, had 

died while infected with coronavirus. 

There are five other nursing homes in Pasadena that have seen similar case and 

death numbers as Golden Cross, but none has required this level of intervention. 

'Anarchy' and infection control 

If a facility is following state, federal and local guidelines, patients who have 

tested negative for coronavirus are allowed to live in one area of the facility while 

everyone else is supposed to be isolated or quarantined separately. 
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The ~'.!~~!~':<:.~!':''~ J:i~.t:.':'Y.'!".'.1 !~~,1.~~i.?'.1 ~':'.<:! g':l:~C.~1.11!'.1:: is common knowledge among 
medical workers who deal with infectious diseases: Isolation is for folks who are 

infected. Quarantine is for those who may be infected. 

Golden Cross didn't differentiate between the two, the state reports say, and the 

facility's interim administrator couldn't tell investigators what the difference was. 

She said people who tested negative were sent to one part of the facility -

including folks who tested negative, but were later exposed to the virus - while 

everyone else was on the other side, whether they were awaiting test results or 

already knew they were infected. 

Not to mention, the plastic barrier meant to separate the two zones had a broken 

zipper, and it was left "unzipped and open," the reports say. When asked when it 

would be fixed, the facility's activity director said she didn't know. 

Alongside several nurses and housekeepers working in the coronavirus wing, the 

interim administrator couldn't say which residents were positive and which were 

awaiting test results. 

Later that day, when investigators went into the facility's coronavirus wing, they 

found a hallway full of open doors. 

Against all government protocols, residents were allowed to walk around 

unencumbered, whether they had the virus or were awaiting test results, but the 

interim administrator hadn't been up there to see it. 

She was afraid to go into the coronavirus unit, she told inspectors. She didn't want 

to get infected herself. 

The facility leaders' fear of catching coronavirus "speaks volumes of the 

confidence they placed in their own systems to protect the staff and residents 

when they themselves refused to engage in it;' argued Tony Chicotel, a staff 

attorney for California Advocates for Nursing Home Reform. 

"I read bad reports all the time," Chicotel said in an interview Tuesday. "This goes 

beyond anything we've seen so far, especially COVID-19-related. It seems like this 

facility just disintegrated. It was anarchy." 

There was one instance in which a coronavirus-positive resident who suffers from 

schizophrenia cursed at workers and said he was leaving. He walked down the 

driveway, then back into the area meant for residents who had tested negative. 
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The facility's activity director told investigators they had no control over the 

resident and didn't know what to do with someone who didn't comply with their 

orders. She said she'd have to discharge him from the facility, though it's not clear 

that actually came to pass. 

'No leadership' 

When facility leaders found themselves short-staffed and needing nurses, they 

turned to a registry service that sends out nurses for hire. It's. a common practice 

used by many facilities which found themselves short-staffed during coronavirus. 

But in this case, those nurses were poorly trained by facility leaders, if they were 

trained at all, the reports say. 

The director of nursing acknowledged to investigators many of the nurses were 

new but couldn't say who trained them. There was no full-time staff developer 

helping train or monitor staff, the report says. 

In numerous cases, investigators heard contradicting accounts from staff when 

they asked about the facility's procedures, even those considered the most basic of 

practices, such as tracking medications or delivering food to residents. 

Some patients - including those suffering from cancer, schizophrenia, diabetes, 

bipolar disorder, anxiety, depression and a litany of other ailments - were given 

the wrong doses of their medications. Sometimes they received less than what 

physicians had requested, sometimes more. Sometimes none at all. 

There were times medications simply couldn't be located, according to the 

reports. 

The facility's medical director, who works offsite as a type of consultant, told 

investigators the facility was "in bad shape" and had "no leadership:' The interim 

administrator wouldn't communicate with him regarding current issues at the 

facility, he said. 

At least three workers, all hired from registries - two certified nurse assistants 

and one licensed vocational nurse - didn't have coronavirus training before 

heading to the facility to work with coronavirus patients. It's something for which 

the facility was supposed to screen before filling the positions, according to the 

reports. 

One of the assistants told investigators she never received any orientation for the 

facility. 
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Investigators witnessed multiple staff members improperly wearing personal 

protective equipment while working in the facility's coronavirus wing. They also 

took it off and put it on in inappropriate environments, often mixing dirty and 

clean gear together, they detailed in the reports. 

At least one certified nursing assistant told officials he didn't know how or where 

to change his protective equipment. 

Three others said they "had to reuse the disposable blue gowns (used as protective 

equipment) for an entire week;' one of the reports says. 

Meanwhile, some workers were seen taking shortcuts through the wing meant for 

coronavirus-negative patients without washing their hands or changing out of 

their potentially contaminated equipment. 

The lack of training and leadership support impacted significantly more than the 

facility's coronavirus response, however. It affected even the most basic levels of 

care, leaving patients dehydrated, malnourished and stewing in their own filth. 

A pattern of neglect 

When Lapcewich arrived at the facility, she found more than a dozen patients who 

were dehydrated to the point of needing intravenous fluids because the facility 

didn't have a program in place to track residents' hydration, she wrote in her 

testimony. 

One assistant told investigators that the "facility did not provide fresh water to the 

residents because the kitchen staff would not step inside the COVID area to bring 

water." 

The assistant said workers would fetch water from the sink when it was requested, 

but didn't have a response when investigators asked what they did for folks who 

couldn't get out of bed or call for assistance. 

One resident didn't like how the sink water tasted and asked investigators for a 

drink of cold, fresh water. She told them staff didn't routinely provide water, 

adding that she was "sad and stressed;' one report says. 

There was no weight management program either, Lapcewich said, noting that 

about nine out of 10 patients in the facility had recently lost weight because the 

facility's kitchen wasn't following menus or portion control, and they weren't 

offering evening snacks until the state took over on June 2. 
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Similarly, there was no "skin management program to prevent residents from 

getting pressure ulcers," she wrote, explaining that bed-ridden residents weren't 

getting turned on a regular basis and their bed sores were worsening. 

One resident, a quadriplegic with ~l':''.:.1.(l1.1.'.!~Y.'.l1<?.!~':'1.1.ti~:Il:'.cl(lp~i:i~(l1.?'.?1.1.8.~'.:''.! for 
care, had open wounds that were yellow and oozing. Gauze around the wound 

was dark brown and falling off, according to the reports. The director of nursing 

couldn't tell investigators how long the wound had been there; the patient's 

medical record was missing and no physician had been notified. 

When asked by investigators, facility staff couldn't say who was supposed to 

provide the wound treatments or why it hadn't been done. And it wasn't just this 

man, there were others too. 

The programs meant to monitor for these situations and ensure no one gets left 

behind "are the lifeblood of nursing homes," Chicotel said. "You're continually 

assessing and all that self-reflection was just gone here. The wheels completely 

fell off!' 

But this didn't come as a huge surprised for Chicotel or his colleagues at the 

California Advocates for Nursing Home Reform. The state had already 

investigated this facility once in 2011 ahd found many of the same issues. 

'A record of shame' 

With a program called Operation Guardians, the state sent doctors to make 

surprise visits at nursing homes around California in 2011. Golden Cross was 

among those they visited. 

Even then, investigators found issues with dehydration, nutrition, understaffing, 

medical record inconsistencies, medication mix ups and more. 

The report, which was acquired by the advocacy group through a public records 

request and made available to this newsgroup, concluded there were "significant 

and troubling" findings that had harmed residents. 

It's infuriating for Chicotel, who wanted to blame state officials as much as the 

people running the facility. 

The state saw these issues in 2011, he said, "butthey went unexplored!' 

While the California Department of Public Health is responsible for oversight and 

enforcement of these facilities across California, Los Angeles County is different. 

Here, the state contracts with the county's health department to handle nursing 

home inspections. 
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"There's a lot to be desired from the state" when it comes to nursing home 

enforcement, he said, "but Los Angeles County has a record of shame. They do a 

very poor job of enforcing our quality-of-care standards, and they're notorious for 

doing it poorly." 

Officials from Los Angeles County's health department did not respond to 

multiple requests for comment from this newsgroup. 

Although the responsibility to inspect these nursing homes falls on the county, 

there's no record indicating that county officials took action to help the residents 

in this facility. 

Chicotel questioned the efficacy of recent inspections in March and May, 

conducted by Los Angeles County officials, which found no deficiencies in Golden 

Cross' coronavirus management practices or its overall management. 

Pasadena officials have said they were the ones who sounded the alarm and 

alerted state officials to the problems they were seeing. It took weeks of prodding 

and cajoling with multiple complaints, city officials say. 

"They were trying to utilize the system, but the system wasn't responsive;' 

Chicotel said. 

There were systems in place meant to prevent this level of deterioration, he said. 

Representatives for the state health department told the Legislature they were 

calling every facility every day, forcing them to fill out surveys and sending 

inspectors to the sites. 

''All these systems were in place to prevent this from happening, and yet it 

happened;' he said. 

Officials' defense 

A spokesperson for the state health department responded to Chicotel's critiques 

via email. 

''At the start of the pandemic, we were onsite at Golden Cross Health Care and 

identified quality-of-care issues that needed to be immediately addressed;' the 

spokesperson wrote. "Throughout the following weeks, we were in 

communication with Golden Cross Health Care daily and revisited the nursing 

home 18 additional times. We attempted to work with their management team to 

improve care for their residents. These critical improvements were not being 

made, and this was putting residents in danger." 
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The spokesperson continued, arguing they provided resources and staffing "for 

weeks)' but despite "significant levels of support from the state, this nursing home 

was not meeting quality-of-care standards!' 

That's why they brought in a temporary manager - "the most significant 

enforcement action we have," the spokesperson said. That manager was meant to 

stabilize the facility or advise officials if they should relocate the patients. 

But Chicotel said the action should have come sooner, especially because state 

officials knew about the more serious quality-of-care issues back in 2011. The 

spokesperson, however, did not respond to questions about the 2011 investigation. 

Even though the Pasadena Public Health Department isn't responsible for 

inspecting nursing homes in the city, y1~:~Jl:i!~Y~'~:.:il.1:~'.'.'..!1.':'.'.'.Pt.?.1'.~>.<CJl!E>Y."8.. locals 
also should have acted more quickly. 

The city does have the legal authority to prosecute these facilities and their 

owners, but it doesn't have the authority to suspend its license or evacuate its 

residents. That lies solely with the state. 

Even so, ~a.'.~P!.~'11..~~8..C:'~~~~~f'>.'.:~!ty?:<1!t~'.''.!!~i~l~ to be on the ground, in these 

nursing homes and assisted living facilities -1_1.?.t.}.L.t~.t !1.':~P<S'~t!'.':\l..t:J:i~'!'.Yi.~t':1~!ly
documenting failures and pushing the state to act. 

Health officials have consistently pushed back on his requests, arguing that's 

exactly what they've done, holding up Golden Cross as an example of their 

efficacy. Hampton still says it should've come sooner. 

When asked for a response, city spokeswoman Lisa Derderian replied via email: 

"We reject any effort to politicize the tragedy of COVID in skilled nursing facilities 

by blaming the Public Health Department and damaging the credibility of those 

working the hardest for the most vulnerable within our community. The Health 

Department has been front and center in protecting our residents and in helping 

address systemic problems that are being seen nationwide!' 

Derderian argued that the city had visited the facility in-person "over a dozen 

times)' starting in January, but "mostly in May!' 

She said the local health department had "provided extensive, hands-on technical 

assistance on COVID-19 prevention and control to Golden Cross!' 

Health officials trained the facility workers "regarding implementation of 

infection control best practices, including proper use of personal protective 

equipment and testing for COVID-19." 
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She continued: "Pasadena public health nurses and (health Director Dr. Ying-Ying 

Goh) were onsite and aggressively advocated for action to protect the residents, 

and facilitated communication with the (state health department) and the Office 

of the Ombudsman in the interest of residents. 

''Were it not for the joint' effort of Public Health and the Fire Department, it is 

probable that this facility would not have been shut down or that depopulation 

would not have occurred so quickly and professionally)' Derderian added. 
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The Golden Cross Health Care facility in Pasadena. (Raul Roa / TCN)

BY ALEX WIGGLESWORTH  | STAFF WRITER 

JUNE 13, 2020 UPDATED 2:54 PM PT

More than 60 residents were evacuated from a skilled nursing facility in Pasadena late

Thursday after the state suspended the facility’s license because of “ongoing and serious

quality of care concerns,” including some related to the coronavirus outbreak, officials

said.

But other issues at the Golden Cross Health Care facility concerned routine patient care,

said city spokeswoman Lisa Derderian.

“They had several COVID-positive patients, but they were stable,” Derderian said. “But

other concerns included elder abuse allegations that our police department is
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investigating and neglect.”

Golden Cross has reported a total of 72 coronavirus cases among residents, and eight

have died, according to the most recent data from the Pasadena Public Health

Department. In addition, 32 staffers have contracted the virus.

Derderian said the city had identified at least 10 possible violations of state or federal

laws at Golden Cross, including allegations the facility was failing to provide adequate

nutrition and basic medical care to residents. The state is expected to play a major role

in investigating and possibly prosecuting the facility, she said.

Golden Cross administrators also attempted to conceal information about vulnerable

patients from city officials, Derderian said.

In emails provided by the city, a fire battalion chief wrote Wednesday that he’d visited

Golden Cross the day before and asked whether there were any patients in “immediate

jeopardy,” and whether any had unstable vitals. Staff told him no, the chief wrote.

On Wednesday morning, an official with the city’s Public Health Department visited the

facility and learned that there were more than six “immediate jeopardy” patients, the
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emails state. Later Wednesday, a fire official wrote that there were nine such patients.

“We found the facility outright lied to us about the condition of some of the patients

there,” Derderian said.

A message left for an administrator of Golden Cross was not immediately returned

Saturday.

The city became aware of the situation several weeks ago, when inspections indicated

that Golden Cross was not abiding by coronavirus-related health officer orders issued

for senior care facilities, Derderian said.

City officials immediately started working with licensing agencies and the state to try to

rectify the concerns, but Golden Cross failed to take corrective action, she said.

“They had numerous opportunities to correct several issues, and these issues included

the most fundamental functions of caring for these patients: sufficient nutrition and

water, and basic medical needs,” she said.

About two weeks ago, a medical assistance team with the state Emergency Medical

Services Authority was sent in to help run the facility, followed by a National Guard

medical team, Derderian said. Both teams “reported concerns about the poor quality of

care and lack of improvement when the state issued multiple plans of correction,” she

said.
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The situation came to a head on May 7, when Pasadena’s fire chief and health officer

visited Golden Cross to assess the residents and “personally saw that if we didn’t take

action swiftly, some of these patients could decline quickly,” Derderian said.

“So that’s when we were more aggressive with our reaction with the regulatory agencies

to say, ‘We need to move these patients out,’” she said.

The California Department of Public Health issued a temporary suspension order for

Golden Cross on Wednesday, the department confirmed. It was the first time a skilled

nursing facility in the state had its license suspended since the coronavirus outbreak

began, a representative said.

The department declined to provide additional information about the specific

allegations that prompted the suspension.

The state also served the facility with an accusation to revoke its license to operate,

Derderian said. Golden Cross can appeal the suspension order, but it gave the state the

authority to depopulate the facility in the meantime, she said.

The state attorney general’s office ordered that residents be evacuated Thursday, she

said.

It took 12 hours to find new facilities for all 63 residents and prepare them for transfer,

and more than 30 private ambulances to transport them, Derderian said. The effort was

coordinated by the city fire department, and a representative for the Department of

Justice was also onsite, she said.

Though a large percentage of patients at Golden Cross had tested positive for the

coronavirus, none required hospitalization, Derderian said.
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All residents have now been removed from the nursing facility, though some staff may

have remained, she said.

The facility has a history of complaints stretching back over a decade.

ADVERTISEMENT

A health inspection report from April noted more than a dozen deficiencies, including

failing to obtain informed consent from residents before giving out medication, to

provide appropriate ulcer care, to implement plans to prevent falls, and to properly

label and store medicine.

In one instance cited in the report, a resident had a catheter inserted, and the facility

failed to follow up with the urologist to have it removed, risking a decline in or loss of

the patient’s bladder function, inspectors wrote.

Similar deficiencies were noted during inspections conducted in 2018 and 2017,

according to reports released by the U.S. Department of Health and Human Services.

In March 2018, the facility was cited after a caregiver, who appeared to be drunk, threw

juice at a resident’s face, according to an inspection report.
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Authorities also cited Golden Cross Health Care in 2012 after state investigators found

the facility failed to treat and prevent wounds, offered poor psychotic drug practices and

failed to note cases of dehydration. An open wound on one resident was found to

contain maggots, according to a report issued at the time.

In 2008 and 2010, state officials substantiated complaints regarding issues including

patient care and treatment of sores.

“It’s a shame when the owners look at it as a business and have no care or compassion

for these residents,” Derderian said. “They were basically heartless when it came to

these residents that are under their care.”
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Dozens of Patients Removed From Pasadena Nursing Home

Dozens of residents of a Southern California nursing home were evacuated to other facilities
after local authorities alleged it failed to provide proper care.

By Associated Press

June 12, 2020
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The belongings of a worker are removed from the Golden Cross Heath Care facility, Friday, June 12, 2020, near Pasadena,
Calif. Dozens of residents were moved out of the nursing home late Thursday after it was stripped of its state license amid
a coronavirus outbreak there. (AP Photo/Mark J. Terrill) 

PASADENA, Calif. (AP) — Dozens of residents of a Southern California nursing home were
evacuated to other facilities after authorities alleged it failed to provide proper care.

Ambulances lined up late Thursday to take patients away from Golden Cross Health Care in
Pasadena.
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Sixty-three patients were moved to other nursing homes, city spokeswoman Lisa Derderian told
the Southern California News Group on Friday. None of the patients required hospitalization.

“The health care facility failed to do even just fundamental actions with the most basic care,”
Derderian said.

Golden Cross did not respond to an email seeking comment on the city’s allegations.

The Pasadena Public Health Department and the o�ces of the city attorney and city manager
were involved for weeks, and the action was only in part due to the facility’s response to the
coronavirus pandemic, she said.

Southern California News Group reported that an email sent to the City Council by the city
manager on Thursday said the state Department of Public Health had served Golden Cross
attorneys “with a temporary suspension order and accusation to revoke their license to
operate.” It said Golden Cross can appeal but the state “has the authority to start depopulating
the facility.”

Derderian said the city pushed the state to act and a team was brought in to run the nursing
home about two weeks ago. It then transitioned to medical teams from the National Guard last
weekend.

Early last month the facility was reporting 10 or fewer cases of COVID-19 and now has 72
cases among residents, 32 among employees and has been linked to eight deaths, the news
group reported.

More than 2,000 residents of skilled nursing facilities have died with the virus in California,
accounting for 41% of the state’s virus deaths, according to state data.
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