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

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

555450 

NAME OF PROVIDER OR SUPPLIER 

AMERICAN RIVER CENTER 

(X4)ID 
PREFIX I 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

I 

F 000 I INITIAL COMMENTS 

I The following reflects the findings of the
I California Department of Public Health during a 

Federal Recertification survey. 

I Representing the Department of Public Health: I 
Health Facilities Evaluator Nurse (HFEN), 46242 

1 

HFEN, 49814I HFEN, 46995
HFEN, 48860 
HFEN, 48140 

I HFEN, 49821 
Dietician Consultant, 40830 

�;� facility census was 99. The �ample size was I 
F 8031 Menus Meet Resident Nds/Prep in Adv/Followed 
SS=E CFR(s): 483.60(c)(1)-(7) 

\ I §483.60(c) Menus and nutritional adequacy.
Menus must-

§483.60(c)(1) Meet the nutritional needs of I residents in accordance with established national

[ 
guidelines.;

I §483.60(c)(2} Be prepared in advance;

§483.60(c)(3) Be followed;

I §483.60(c)(4) Reflect, based on a facility's
reasonable efforts, the religious, cultural and 
ethnic needs of the resident population, as well as 

I
input received from residents and resident I groups; 

§483.60(c)(5) Be updated periodically;
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F 0001 The preparation and execution of this 
Plan of Correction do not constitute 
admission of agreement by the 
Provider of true facts alleged or 
conclusions set forth in the statement of! 

I deficiencies. This Plan of Correction is
prepared and/or executed solely 
because the provision of the Federal jI and State law require it. 

I 
This Plan of Correction constitutes 
the Facility's credible allegation of 
compliance. 

F 803 F 803 

[ 1. Corrective Action: 

The District Manager for Healthcare 

I 
Services Group and the Regional
Dietician initiated re-education on Tray 
Accuracy and Portion Control to the 
dietary staff on 3/21/2024. 

11. Residents who may be affected by thEl
deficient practice:

NO ill effect noted on the residents as a 
result of the observed deficient practice. 

(XS) 
COMPLETION 

DATE 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'§...§!_GNATURE TITLE (X6) DATE 

/¼vtA.::�-. >J-v.-. ROMI NISTl(fl-TOR 
Any deficiency statement ending with an asterislsl(•) denotes a defipien�which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See inslructions.) Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation. 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:2ISS11 Facility ID: CA030001004 If continuation sheet Page 1 of 18 

POC & EOC Received 4/9/24
Approved 4/19/24
BIC = 4/3/24 per ADJ



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

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

555450 

NAME OF PROVIDER OR SUPPLIER 

AMERICAN RIVER CENTER 

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

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 803 ] Continued From page 1 

I
§483.60(c)(6) Be reviewed by the facility's
dietitian or other clinically qualified nutrition

I 

I
professional for nutritional adequacy; and

I §483.60(c)(7) Nothing in this paragraph should be I
construed to limit the resident's right to make

\
I
personal dietary choices. 
This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, and record I 

I
review, the facility failed to ensure that the menu 
was being followed for the therapeutic diet for 

I 
lunch on 3/20/24 when: 

.-, I •::�:��
e

8r;·t::;�
e

;�; �:;ii1:i!:i�t1�1;!t�.,i9a �t.·•·: ,.,. .. ,; ... 

Dysphagia mechanical soft (a diet for people with II mild to moderate chewing and/or swallowing 
difficulty) and Dysphagia advance (a diet for 
people with mild chewing and/or swallowing 
difficulty and usually more soft and moist for food I tolerance) who received no gravy for the meat 
entree instead of receiving gravy as indicated on 
the menu; 

I 
1

2. Two residents (Resident 403 and 405) on TLC
(Therapeutic Lifestyle Change, a diet for people
who are trying to reduce blood cholesterol levels
and risk of heart disease, diet with limited addedI sugar, saturated fat, and reduced sodium) diet
who received gravy on the pork chop instead of

I no gravy as indicated on the menu;

3. Three residents (Resident 14, 303, and 553)

I
who were on Renal diet (diet to treat chronic or

Iacute kidney disease) and CCD (control
carbohydrate diet - diet to treat diabetes and

I control blood sugar level)/Renal diet received
cake instead of cookie for dessert, and received I
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Ill. Systemic changes to prevent 
recurrence: 

I 
On 3/21/24, the District Manager for 
Healthcare Services Group and the 

IRegional Dietitian initiated re-education 
on Tray Accuracy & Portion Control for 
the dietary staff. 

The Dietary Manager or designee will 
tray accuracy audit with the 
dietary staff at least 3 times a week to 
review the menus and expectations of 

:J1ow..to prepare and serve the meals. 
. •. .. I ... 

(Copy of the In-service attached) 

IV. Monitoring:

The Dietary Manager or designee will 
conduct tray accuracy audits 3 times a 

I
I 

week for 3 months. 
I 

The results of the audits will be reported 
to the QAA Committee for 3 months and 
then reevaluated thereafter. 

V. Completion Date:

03/29/2024 I 
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I F 803 Continued From page 2 

1 

gravy on the pork chop instead of no gravy, and 

4. Two residents (Resident 65 and 402) who were I
on CCD diet received sweet potato instead of 

1 

I mashed potato per the menu. 

These failures had the potential to result in 
compromising the medical and nutrition status ofI those 14 residents. 

Findings: 

During an observation of lunch meal service on I 
3/20/24 beginning at 12:10 p.m., it was noted as 
followed:· • , . • .• ,,.,., .... ·, .. .,p .. ,t,:·.,.,. -.: ·::,;:,.i,itr-H•:

•. . 
: ;,, .. ,;_ ·,. :. • . ··A"--�· 

1 1. Residents 2, 4, 6, 16, 20, 41, and 408 were on· 1
dysphagia mechanical soft and dysphagia 
advance diets who did not received gravy for the 
meat entree. A concurrent review of the undated
facility document titled, "2023-2024 Diet Guide 
Sheet," showed that dysphagia mechanical soft
and dysphagia advance diet should receive two
ounces (oz.) of gravy for the meat entree. 

2. Residents 403 and 405 were on TLC diet wo
received gravy on the pork chop. A concurrent 
review of the undated facility document titled, 
"2023-2024 Diet Guide Sheet," showed that TLC
diet should not receive gravy for the pork chop. 

3. Residents 14, 303, and 553 were on Renal diet
and CCD/Renal diets who received cake for 
dessert. A concurrent review of the undated 
facility document titled, "2023-2024 Diet Guide I 
Sheet," showed that Renal and CCD/Renal diets 
should receive cookie as dessert. 

4. Residents 65 and 402 were on CCD diet who I
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F 8031 Continued From page 3 
received sweet potato. A concurrent review of the 

I
undated facility document titled, "2023-2024 Diet IGuide Sheet," show that CCD diet should receive 
mashed potato. 

I During an interview with the Regional Registered [ 
Dietitian (RRD) on 3/20/24, at 1 :33 p.m., she 

I acknowledged and the residents who were on 
Itherapeutic and/or modified texture diets received 

the incorrect food items and stated the staff 
needed to pay attention and the staff needed to 

[ I follow the menu/spreadsheet when they prepared 
meals for the residents. 
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I 

I 

03/22/2024 

(XS) 
I COMPLETION 

DATE 

I 

I 
I 

I DI.iring an interview With the,Re�iJter�d Dietiti�n . 'I
(RD) on 3/21/24, at 9:10 a.m., she stated the·staff 
should have followed the menu or spreadsheet I 

I.,._"; -
I 

I
-.. ;_ . 

-V:��'-.; • ::: /,·1:·:·· 

during preparing meals which may make the 
meal under- or over- nutrition and affect the 
nutrition needs for the residents. 

A review of facility document, titled "Job 
Description: Cook," showed" ... The Cook 
prepares and serves food including texture 

I 
modified and therapeutic diets according to the 

I facility menu ... adhere to menus and portion 
control stands, including those for special diets 
when preparing and serving meals ... " 

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

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

\ §483.60(i)(1) - Procure food from sources 
\ approved or considered satisfactory by federal, 

state or local authorities. 
I (i) This may include food items obtained directly

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:2ISS11 
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I. Corrective Action:

I
1. The ice machine was immediately Ishut down on 3/19/24 and ice was
obtained from the facility's secondary
ice machines.

I 
Facility ID, CA030001004 If continuation sheet Page 4 of 18 



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

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

555450 

NAME OF PROVIDER OR SUPPLIER 

AMERICAN RIVER CENTER 

(X4)ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

I 
I 

F 8121 Continued From page 4
from local producers, subject to applicable State I and local laws or regulations. 
(ii} This provision does not prohibit or prevent 

I facilities from using produce grown in facility 

I gardens, subject to compliance with applicable 
safe growing and food-handling practices. 
(iii) This provision does not preclude residents I from consuming foods not procured by the facility.

I §483.60(i)(2) - Store, prepare, distribute and
[ I serve food in accordance with professional

standards for food service safety.

1 
This REQUIREMENT is not met as evidenced
by:

PRINTED: 04/03/2024 

FORM APPROVED 

0MB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A. BUILDING _______ _ 

B.WING 03/22/2024 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

3900 GARFIELD AVENUE 

CARMICHAEL, CA 95608 

I 
PROVIDER'S PLAN OF CORRECTION 

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

DEFICIENCY) 

F812[ F812 

I 2. New storage racks were ordered on I03/20/2024.

3. The log for the resident food
refrigerators was immediately revised
on 3/19/24 to include a column for

I 

recording the temperature of the freeze�
1

. 

A thermometer was already in place in
each freezer. All frozen items were
immediately checked on 3/19/24 and

(XS) 
COMPLETION 
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1
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prepare, and distribute food in accordance with 
professional standards for food service safety 
when: 

all items were found to be frozen and
temperature readings were at zero
�.egrees.· , . - - ..

�1Coli�,C1i� :. - , . � • .. ·- l�1lJJ I 

11:Residerits who may be a�ected by 'j 
the deficient practice: 

I 1. Maintenance Director checked all I
secondary ice machines on 03/20/2024 

1. Ice machine was not clean,

2. The food storage racks were not well

1 

maintained in the walk-in refrigerator and walk-in
freezer, and

13. The temperature of the freezer sections of the
resident's food refrigerators located in nurse

I station one (1) and two (2) were not monitored.

I These failures had potential to cause food-borne 
illness in a highly susceptible population of 97 out 

I of 98 residents who consumed meals or food in 
the facility. 

Findings: \ 

1 1. During an initial kitchen tour on 3/19/24, at 9:30
a.m., a concurrent interview and observation of [

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:2ISS11 

1 

and no deficiency was noted.

2. New storage racks were delivered on[ 

04/03/2024 and were immediately

I
installed.

3. On 03/19/2024, the DSD checked
the refrigerators on both stations and

; 
I no food items were stored in the freeze'!"There is no resident affected by the 

observed deficient practice. 
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F 812 j Continued From page 5 I I the ice machine was conducted. The 
Maintenance Supervisor (MS) stated he was I 
responsible for the cleaning and sanitizing the ice 

I machine. He stated he would take the parts out
from the machinery part of the ice machine to \ clean and sanitize weekly. The MS stated he did 
the deep cleaning monthly and quarterly which 

I included cleaning and sanitizing the machinery I 
parts, running the chemical cycles, and the ice 
storage bin. Upon the ice machine dissemble, 

I there were significant black and brown stains with 
\ scratches observed on the bottom of the 

evaporator unit (the part where conducts the heat 
exch ar19e with-water. and. freezes ,the. water, into·, ·" 
,ic;e <::ul;>es),1Tfie MS confirmed .and. he stated·he 

1
·. scrubbed'the bottom of the evapdrator,unit<-every 

time when he cleaned the machinery part of the 
ice machine, but the stains did not come off. He 
stated the scratches were old and the surface I 
was not smooth, and the machinery part of the 
ice machine was old which might need to replace. 

During an interview with the Registered Dietitian 
(RD) on 3/21/24, at 9:10 a.m., she stated the 
scratches on the bottom of the evaporator unit 
surface could be easily harbor microorganisms 
which could contaminate the ice. The RD added 
the food contact surface should be smooth and 
could be cleaned easily. 

A review of departmental policy and procedure, I titled, "Equipment," dated 9/2017, it stated, 11 

• • •  all I 
foodservice equipment will be clean, sanitary, and 
in proper working order ... " 

I A review of departmental policy and procedure, I 
titled, "Ice," dated 9/2017, it stated, 11 

• • •  Ice will be 
prepared and distributed in a safe and sanitary 

1 manner ... " 1 
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Ill. Systemic changes to prevent 
recurrence: 

I 
I 

\ 1. A revisit of the policy on Ice MachineJ
was done by the Regional Maintenance 

I Director to the Facility's Maintenance
I Director on 03/20/2024. 

I 

(XS) 
COMPLETION 

DATE 

2. New storage racks were ordered
03/20/2024 and Registered Dietician
revisited the policy on the Equipment

1 
:-,and Food Storage with the certified ·····1 .... -

•�, .. , .. ..,"•' 1 ;pietary Manager on-03/20/4024: -- �. �::· , .. . 

I 3. The log for the resident food refrigera ors
was immediately amended on 3/19/202.1 
to include a column for recording the 
temperature of the freezer. 

I (copies of invoices and revised log attacred)

IV. Monitoring Process

I 
1. The maintenance Director or designer
will inspect the inside of the ice machine
for cleanliness on a weekly basis. In
addition, the dietitian or dietary manager
will perform a monthly check of the ice
machine for cleanliness as part of their
kitchen sanitation rounds.

The results of the audits will be reported 
to the QAA Committee for 3 months and 
then reevaluated thereafter or until 
substantial compliance is achieved. 
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I F 812 Continued From page 6 I 
I According to FDA (Food and Drug Administration) \ 
Food Code 2022, Section 4-202.11 Food-Contact I Surfaces, it stated, " ... The purpose of the 
requirements for multiuse food-contact surfaces J 

is to ensure that such surfaces are capable of 
being easily cleaned and accessible for cleaning. I Food-contact surfaces that do not meet these I
requirements provide a potential harbor for 
foodborne pathogenic organisms. Surfaces which 
have imperfections such as cracks, chips, or pits 
allow microorganisms to attach and form biofilms. 
Once established, these biofilms can release 
.pathogens.to food. Biofilms are highly resistant to 

,, ,
1 ,cl,eaning ·ll'-'ld.s�n_itizing efforts ... " �nd" ... Multiuse J I Food.:.contactSurfaces shall be: 1. Smooth; 2. 

Free of breaks, open seams, cracks, chips, 
inclusions, pits ... " 

2. During an observation in the walk-in freezer
and walk-in refrigerator on 3/19/24, at 9:12 a.m.
and 9:16 a.m., observed there were two food
storage metal racks in the walk-in freezer and two \racks in walk-in refrigerator with brown I substances. A concurrent interview with the Food 
and Nutrition Service Director (FNSD), she 
confirmed the brown substance was rust on the 
food storage metal racks. The FNSD stated she I was aware of the rust and was working on the 
replacements. 

A review of departmental document, titled I
"Kitchen Sanitation Checklist," completed on 

1 1/2024 by the Regional Registered Dietitian 

1 

(RRD), it indicated the RRD commented the 
walk-in refrigerator food storage metal racks 
showed signs of rust. 

J A review of departmental policy and procedure, I
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I 

2. The dietitian or designee will conduct
monthly kitchen sanitation checks to
include inspecting storage racks to
ensure they are free from rust or
other residue.

I 
The results of the audits will be reported 
to the QA Committee for 3 months and 
then reevaluated thereafter or until 
substantial compliance is achieved. 

I 3. The DSD or Designee
•• will. conduct arr-audit at least three·day•

per week for 3 months to ensure that
the temperature of the resident ••

1 

refrigerator freezer is logged daily.

The results of the audits will be reporteo 
to the QA Committee for 3 months and

\ then reevaluated thereafter or until 
substantial compliance is achieved. 

V. Completion date:

03/29/2024 
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