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| The following refiects the findings of the
i Californla Department of Public Health during g
. Recertification Survey conducted fram Novembaer

. 4, 2024 to November 7, 2024. The facilty was ) CA DEPT OF PUBLIC HEALTH
found to ba ot in comptiance with 42 CFR CHCQ Field Operations North Division- Chico
: 483.56-483.75 - Subpart B - Requirements for
Long Term Care Facillties. Received Date: 12/03/2024
! The facllity census was 100, . Compliance Date: 12/5/24
: Sample size: 30 Approved Date: 12/5124

F 580 ; Notify of Changes (Injury/Decline/Raom, ele.) F 580

Approved By: initang, PHlactnady

S8=D ; CFR(a): 483,10(g)(14}()-(v}15)

; §483.10(g)(14) Natlficatlon of Changes.

(i} A facllity must immediately inform the resident;
consutt with the resident's physician; and notify,

* consistent with his or her authority, the resident
representative(s) when there is-

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

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

* glinical complications);

i {C) A need to alter treatment significantly {that is,
: aneed to discontinue an existing form of
treatment due to adverse consequences, orio
comimence a new form of treatment); or

(D) A decision to transfer or discharge the

: resident from the facility as specified In

! §483.15(c)(1)G).

(I8 When making notification under paragraph {g)
- (14)() of this section, the facility must ensure that
call pertinent Information specified in §483.15(c){2)

TLE {X8) DATE

\ 2624,

7

LABORATORY ‘ I

C@R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

ith Mmms a deficlency which the instilition may be excused from correciing providing it is detemfiined that
ciher safeguards provide sufficient protection to the patients . (Sea Instructions.) Except for nursing homes, the findings stated above are disglosable 90 days
tollowing the dale of survey whetier or not a plan of comastion is provided, For tursing homas, the above findings and plans of correction sre disclasable 14
days fellowing the date these dacumants ere made avallable to the faciilty, If deficiencies are cited, an appraved plan of comection is requisite to continuad
progrem particlpatian.
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is avallable and pravided upon request to the
- physiclan,

i (i) The facility must also promptly notify the
resident and the resident representative, If any,
" when there is-

! (A} A changs in room or roommate assignment i
| as specified In §483.10()(6); or }
, {£8) A change in resident rights under Federal or !
: Btale law or ragulations as specified in patagraph
i (e){10} of this section.

! (iv} The facility must record and periodically

} update the address {mailing and emall) and

{ phone number of the resident

! raprasentative(s},

_§483.10(g)(15)
- Admission to a composite distinct part. A facllity ’
| that is a composite distinct part {as defined in

{ §483.5) must disclose in Its agmission agreement
. Its physical configuration, including the various |
incations that comprise the composite distinct i
part, and must specify the policies that apply to
room changas betwean its different locations

: under §483.15(c){9).

: This REQUIREMENT is not met as avidenced
by:

Based on interview, record review, and facility
policy raview, the facility failed to notiy the
physician when a medication was not avaiiable :
far administration for 1 (Resident #58) of 6 i
residents reviewed for unnecessary medications.

; Findings included:

A facility policy titled, "Medication Orders," dated
04/2008, specified, "The prescriber is contacted
for diraction when the madication will not be
avallable "
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* An "Admission Record” indlcated the facility

. admitted Residenl #58 on 08/17/2022, According
| o the Admisslon Record, the residerd had a

" medical history that included a diagnosis of
 bipolar diserder.

: A quarterly Minimum Data Set (MDS}, with an

* Assessment Reference Date (ARD) of

: DB/27/2024, revealad Resident #58 had a Brief
 Interview for Mental Status (BIMS} acore of 14,

: which indicated the resident had intact cognition.

| Resldent #58's care plan included a focus area

 Initlated 05/31/2023 that indicated the resident

" used psychotropic medications related to bipolar

| disorder. Interventions directed staif to administer

| paychotrapic medications as ordered by the

{ physlician and manitor for side effects and
effectiveness every shift.

| Resident #58's September 2024 "Medication

' Administration Record [MAR]" revealud a

. transcription of an order for Depakole tablet

: delayed releass 250 milligramy {mg) with

! fnstructions to give 250 mg by mouth at bedtime

! for bipolar disorder. The MAR revealed that on

- 09/29/2024 and 09/30/2024 Depakote was codad
i "gr (otherfsee progress notes),

| Resident #58's "Progress Notas" revealed an
"Orders-Administration Note" dated 09/28/2024

: that indicated the resident's Depskote was not

i available In the facility. An Orders-Administration

| Note dated 09/30/2024 indicated the resident's

: Dapakote was reardered and was not available in

_the facliity.

Resident #58's October 2024 MAR revealed a
| transcription of an arder for Depakate tablet
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: delayed releass 250 mg with instructions to give
: 250 mg by mouth at bedtims for bipolar disorder, |

The MAR revealed that on 10/07/2024,
10/08/2024, 10/10/2024, and 10/12/2024 through : :
10/17/2024 Depakote was coded "9" (other/ses
: progress noles).

. Resident #58's "Progress Notes" revealed an
: "Orderg-Administration Note" dated 10/07/2024 . i
‘ and 10/08/2024 that indicated the resldent's
| Depakoie was not available in the facility, :

Resident #58's "Progress Notes" revealed an
“Orders-Administration Note" dated 10/10/2024
that indicated the resident's Depakote was
reorderad and had not been received.

Raesident #58's "Progress Notes" reveated an

*QOrders-Administration Note” dated 10/12/2024
that indicated the resldent's Depakote was :
‘ reordered. !

Resident #58's "Progress Noles" revealed an |
- "Orders-Administration Note” dated 10/13/2024 :
- that Indicated they were waiting on delivery of the
" resident’s Depekote from the pharmacy.

' Resldent #58's "Progress Noles" revealed an

| "Orders-Administration Mote® dated 10/14/2024
that indicated the resident’'s Depakate had not ;
heen recelved. i

Resident #58's "Progress Noles" revealed an
" *Orders-Administration Note™ dated 10/15/2024
that indicated the Depakote was unavailable.

Resident #58's "Pragrass Noles" ravealad an
"Orders-Administration Note® dated 10/16/2024
i that Indicated they were walting for delivery of the
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: resident’s Depakote.

' Resldent #58's "Progress Notes" revealed an

: "Orgers-Administration Mote” dated 10/17/2024
that indicated the resident's Depakote had not

i been received,

" Ragidant #58's "Progress Notes" for the

. timeframe from 09/28/2024 through 10/47/2024

| ravealed no evidence that staff contacted the

i physician about the resident's Depakote not being
avaitable from the pharmacy and not belng
administered.

During an intarview on 11/06/2024 at 2:52 PM,
" Ligensed Vocational Nurse {LVN} #2 stated If !
. medication were not avallable during the

i madication pass, she would fax the physiclan and
| et him know. She stated the faxes should bo kept
| In the resident's madical record. LVN #2 stated
she did not recall if she notified the physician
about Resldent #58's Depakois not being
available but stated If she did, she would have

- sent him a fax and those were kept in medical ;
. records,

! During an interview on 11/06/2024 at 3:03 PM,
LVN #3 stated she would fax the physician to

i notlfy him ¥ a resident's medications were not
available from the pharmacy to administer, and
 the fax should be kept in the resident'’s madical
- racord,

During an interview on 11/07/2024 at 11:01 AM,
LVN #4 stated If a resident missed a dose of
; medication, she would call the physiclan and the
! responsible parly, and it should be dogumentad in
| a progress nats.
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F 580 . Continued From page 5
' During an interview on 11/07/2024 at 13:06 AM,
i LVN #5 stated the physician should be nefified
: any time a resident missed a dose of medication,
i and if L ware due ta not being available from the

! pharmacy, she would get an order to administer
the madication when it arrived from the facility.

: During an interview on 11/07/2024 at 11:07 AM,

i LVN #6 stated if a medication was not available

| from the pharmacy to administer, they should call

the physician and let them know, document itin a

! progress note, and place the resident on alert

- charting. She stated in Resident #58's situaiion,
the pharmacy, physiclan, and the Director of
Nursing (DON) shoutd have been called, and the

: resident should not have gone that many days

: without the medication,

i During an intsrview on 1107/2024 at 11:31 AM,
i the Medical Records Supervisor stated they did
i not have any taxes to the physician regarding
! Resident #58's Depakote not being available,

. During an interview on 11/07/2024 al 11:54 AM,

| the Madlcal Director stated he would gel over 50

' faxes a day and did not racall recelving

| Infarmation that Resident #58 did not raceive thelr
i Depakote,

| During an interview on 11/07/2024 at 1:11 PM, the

. DON stated if the nurse was not able to receive

| and administer a medication by tiie end of their

| shift, then they should let the physician know. She

! stated she was not aware of Resident #58's

" Dapakote not being available. She stated the
physician should have been natified and it should
have been documanted,

During an intarview on 11/07/2024 at 1:50 PM,

F 380
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- the Administrator stated if & medication was not
" available from the pharmacy, they should notify
; the physician and the DON but deferred any
specifics to the DON,
F 641 Accuracy of Asgessments F 641

88=D | CFR(s): 483.20(g)

: §483.20(g) Accuracy of Assessments.

: The assessment must accurately reflact the

{ resident's status.

| This REQUIREMENT is not met as evidenced

| by

Based on observation, record review, interview,

and review of the Centers for Medicare &

| Medicaid (CMS) Resident Assessment

" Instrument (RA¥) 3.0 User's Manual, the facility
failed to ansure staff acourately coded a Minimum

; Data Set (MDS) for 4 {Residents #3, #25, #44,

- and #52) of 22 sampled residents.

Findings included:

| The "Centers for Medicare & Medicald Resident

! Assessment Instrument 3.0 User's Manual®

: version 1.19.1 dated 10/2024 Indicated, "1.3

" Completion of the RAI" included "Over time, the
various uses of the MDS have expanded. While
its primary purposa as an assessment instrument

, i to identify resident care problems that are

- addressed in an Individualized care plan, data

: collected from MDS assessments are also used

far the Skilled Nursing Facility Prospective

Payment System (SNF PPS} Madicare

reimbursement system, many State Medlcald

reimbursement systems, and monltoring the

quality of care provided to nursing home

residents." The manual indicated, "The RAI

process has muttiple regutatory requirements”
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that require "(1) the assessment acourataly

- reflacts the resident's status.” The manual

Hindicated, "Glven the requirements of pariicipation

i of appropriate health professionals and direct

_ care staff, completion of the RA{ is best

: accomplished by an interdisciplinary feam (iDT)

! that Includes nursing home staff with varied

clinical backgrounds, inciuding nursing staff and

Ihe resident's physiclan.” The manual indicated,

| "In addition, an accurate assessment requires

' collecting information from multiple sources,

- some of which are mandated by regulations.” Per
the manual, "It is important to note here that

. Informatien obtalned should cover the same

. observation period as spacified by the MDS Items

i on the assessment and should be validated for

i accuracy {what the resident's actual status was

during that observation perlod) by the 1DT

completing the assessment. As such, nursing

homes are responsible for ensuring that all

participants in the agasaessment process have the

! requisite knowledge to complete an accurate

' assessment,”

1. An "Admission Record"” indicated the facility

admitted Resident #8 on 07/21/2024. According
 fo the Admisslon Record, Resident #8 had a
. medical history that included diagnoses of
unspecified diastolic (congestive) heart fallure,
type 2 diabetes mellitus without complications,
other ohsessive-compulsive disorder, and other
abnomatities of gait and mobility,

A quarterly MDS, with ant Assessment Reference
Date (ARD) of 07/30/2024, revealed Resldent #8
had a Brief Interview for Mental Status (BIMS)
scora of 14, which indicated the resident had
Intact cognitlon. The MDS also indicated that they
used another physical restraint in chair or out of
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 bed,
" Resldent #8'%s care plan did not include any
¢ information regarding the use of a restraint.

! An observation on 11/04/2024 at 2:19 PM,

’ revealed Resident #8 was in thelr wheelchair at
i activities watching movies with five ather

| residents ealing from a snack bag of sour cream
; and onlon chips. Mo restraints were chsarved.

- An observation on 11/06/2024 at 2:31 PM,

: revesled Resident #8 was in thelr wheelchair in
their room geing through some of thelr personal
iterns and surrounded by persanal clutter. No
restraints were observed,

During an interview on 11/06/2024 at 2:35 PM,
Certiflad Nursing Aide (CNA) #11 stated that she
was not aware of any type of restraint used on
Resident #8. She further stated that Resident #8
: tfransferred themself and took themself about the
* facility,

_ During an Interview on 11/06/2024 at 2:40 PM,

- the MRS Coordinator stated that the facllity did

. not have anyone utllizing any typa of resiraint,
After Jooking at Resident #8's MDS with an ARD
of 07/30/2024, she stated that she mist have
entered rastraints by mistake, She stated that It
was important that the MDS ba acaurate bacause
it helped guida thelr care plan interventions, She
stated that she was responsible for ensuring the
MDSs were acclirate.

During an interview on 11/07/2024 at 1:27 PM,
the Director of Nurses (DON) stated that she
expacted that the MDSs be accurate, She stated
that it was impartant for the MDS to be accurate
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hecausa it needed to ba an accurate reflection of
the resident, a snapshot of how they were taking

: care of that person and what their needs ware.

: She statad that the MDS nurse was responsible

: for ensuring the MDSs were accurate. Sha stated
- that her expectation was the MDS Coordinator

" puli the resident's diagnosls, thelr care plans, and
! orders, da a head-ta-toe agsessment at their
bedside, and all information should match.

i An interview was held with the Administrator on

| 10772024 at 1:55 PM, She said that she

" sxpected the MDSs to be accurate because it

" gffected patient care. She stated that she
axpected staff to follow all facllity policy and
procedures and regutatory guidance.

| 2, An "Admissicn Record” indicated the facllity

| admitted Resident #44 on 12/12/20619, According
i fo the Admission Record, the resident had a

i medical history that included diagnoses of

| abstructive slesp apnea and dependence on
supplemental oxygen.

" An annual MDS, with an Assessment Reference
Date {ARD) of 09/02/2024, revealed Resident
#44 had a Brief Interview for Mental Status
(BIMS) score of 9, which Indicated the resident

- had moderate cognitive impairment. The MDS did

: not Indicate the resident used a non-Invasive

: mechanical ventilator.

i Residant #44's cara plan included a focus area

! revised 10/08/2022 that indicated the resident

| used oxygen therapy. Interventiane directed staff
fo apply supplemental oxygen as ordered and

| montitor oxygen saturation and liters per minute
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every shift. Further review revealed the residemt
ofid not brenve a sare plan for the use of coninuaus:
positive air preseura (CPAP) therapy (a lyps of
nan-nvasiva machenical vantitation).

Resigent #44's "Order Recap [Recapiiulation]
Repokt” for ercers from CBAT/2024 thraugh
NMTI20284 revealed an arder dated T0/0%2024

+ far CPAF therapy continuous &t night for sleep

. apnea The order indicated the settings o the

} GPAP maching should be at 420 cantimeter of

| water {crmH20) and the water chamber should ba

j emplied and filed with distifed watar every night

_ at badtime,

_
| Reeident #44's "Progress Notes™ reveaied a i
| "Long-Term Cars Evaltation” dated 08/30/2024

| thet indicated #he resident received sup |
© axygen via OPAP. ’

An observalion an 11/04/2024 at 10:52 AM
reveslad a CPAP machine on Resident #44's
; nightstand with the tublng and mask attached and
i lying on top of the smachina with dried debris in

Curing an ivlerview on 11072024 at 9:22 AM,

1he MDS Caordinator stated the MDS showed a

} picture of be person, and their care: Han was

i basad upon it. She stated the information came

1 from the char} history and interviews with the

; pagient, staff, end therapy. She stated she was

i rasponsitia for the socuracy of the MDS. Sha

! gtated if a resident used & CPAP maching, it
should be coded on the MDS. She stated

" Resident #44 did use & CPAP machine, and i
shoutd iave been coded on the MDS if they used
it during that fime frame.
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; During an interview on 11/07/2024 at 1:11 PM, the

" Director of Nursing (DON) stated the accuracy of
the MDS was important hecause It was a picture
of what was going on with the resldent and any
type of assessmant on the resident needed to be

- acourate. She stated it was a snapshot of the

, resident for a period of time, She stated the MDS

i hurse was responsibfe for the accuracy of the

: MIDS.

! During an interview on 11/07/2024 at 1:50 PM,

| the Adminlstrator stated she expected the MDS to
| be ascurate because it affected all resident care

{ and communication of care but deferred any

| specifics to the DON. She stated she expected

! the staff to follow all rules and regulations and

i thelr policy and progedures,

| 3. An "Admisslon Record" Indicated the facility

i edmitied Resident #26 on 03/16/2023. According
f to the Admission Record, the resident had a

! medical history that included diagnoses of bipolar
1 disorder, unspeclfled psychosls, and major

| depressive disorder,

« An annual MDS, with an Assessment Reference

. Date (ARD) of D3/23/2024, revealed the resident

: had modified independence in cognitive skills for
dally declsion-making and had a short-term and

_forg-term memory problem per a Staff

. Assessment of Mental Status (SAMS). The MDS

"indlcatad the resident was not considered by the
state Level ll Preadmission Screening and

Resident Review (PASRR) process to have a

; serious mental illness and/or inteflectual disability
or a releted condition.

Resldant #25's *Preadmission Screening and

i Resident Review (PASRR) Leval | Screening”
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 dated 03/16/2023 indicatad the results of the
. soyaening were positive for suspacted mental
ffiness,

Resident #25's "Preadmisslon Screening and
Resident Raview {PFASRR) Individualized
Datermination Letter,” dated 03/24/2023,
indicated speciallzed services were
recommended that included services and
supports that supplement nursing facility care to
address mental health needs, The letter indicated
recommendations included medication education
and training, activities of dally living (ADL)
tralning/fralnforcement, supportive services,
neuropsychofogy consultation, psychiatry
consultation andior follow-up care, safety

" monitors, and hehavior monitors, The [stters
indicated additional functional/medical
recommendations included an internal medicine
cansultation, pain services education, physical

 therapy, occupational therapy and speech therapy

. consultations, a dletary consultation, soclal

" services consultation, and a continence
eveluation,

‘ During an Interview on 11/07/2024 at :22 AM,
the MDS Coordinator stated the MDS showed a
pleture of the person, and their care plan was
hased upon #t. She stated the Information came
from the chart history and interviews with the
patient, staff, and therapy. She stated she was
responsible for the accuracy of the MDS, She
siated if the resident had a Level I PASRR it was
Included on the MDS. The MDS Coordihatot
confirmad the Level i PASRR was nol coded on
the MDS for Resident #25 but should have been.
; Bhe stated the Level [| FASRR was supposed to
: be downloaded in the electronlc health record or
: was kept in the back of their hard paper chart.
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During an interview on 11/07/2024 at 1:11 PM, the
| Director of Nursing {DON) stated she expected

! the MDS to be acourate in relation to the PASRR.
' 8ha stated if the resldent had a level I PASRR it
! should be coded on the MDS. She staled the

: acouracy of the MDS was important because it

! was a picture of what was golng on with the

i resident and any type of assessment on the
 resident needed 1o be acturate. The DON stated
| the MDS was a snapshot of the resident for a

| pariod of time, She stated the MD$ nurse was

: responsible for the accuracy of the MDS.

" During an interview on 11/07/2024 at 1:50 PM,

| the Administrator stated she expected the MDS to
: be accurate bacause it affected all resident care
and communication of care but deferred any
spedcifics to the DON, She stated she expected
the staff to follow alt rules and regulations and
thelr policy and procedureas,

4. An "Admission Record” Indicated the facility
admitted Resident #52 on 03/30/2022. According
: to the Admission Record, Resldent #52 had a

i medical history that included unspeciflad anxiety
disorder, recurrent major depressive disorder,
post-fraumatlc stress disorder (FTSD),
unspecified obsessive-compulsive disorder, and
unspecified bipalar disorder,

- An annual MDS with an Assessment Reference

: Date {ARD) of 07/08/2024, revedled Resident

! #52 hat a Brief Interview for Mantal $tatus

. (BIM3) score of 15, which indicated the resident
. had intact cognition. The MDS did not reveal

* Resident #52 had a Level 1| Preadmission

: Sereening and Residant Review (PASRR). The
 MDS ravealed Resident #52 rejected care one ta

| three days during the assessment period. The
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MDS revealed the resident had diagnoses that
included anxlety disorder, depression, bipotar
disorder, and PTSD.

Resident #52's "Praadmission Screening and
Resldent Review (PASRR) Lavel | Scraaning”

! dated 09/13/2022, revealed Resident #52 had

; serlous mental filness and had baen prascribed
psychotropic medications for mental iliness, The
scraening revesled that due to the positive Level |
PASRR, the state agency determined a Level Il
mental health evatuation was required.

Resident #52's "Praadmiasion Scresning and
Resident Review (PASRR) individuallzed

! Determination Report,” dated 10117/2022,
ravaaled there were personal goals
recommended for specialized services for
Resldent #52. i

During an interview an 11/07/2024 at 8:55 AM,
the MDS Coordinator stated that Resident #52's
deslgnation as a resident with a Level Il PASRR

i had pot been included on the annual MDS
assessment and should have been included. The
MDS Coordinatar stated when coding the MDS
she reviewed the resident's electronic medical

! record and the hard chart for information

. regarding the PASRR status. The MDS

: Caordinator stated she was responsible for the

. comipletion of the sestion of the MDS where that
- PASRR was codad.

- The Director of Nursing (DON) was interviewed |
; on 11/07/2024 at 1:24 PM. The DON stated she

| expected the MDS$ {0 be accurate and record a

; resident’s Lavel Il PASRR in the correct area, The
| BON stated the accuracy of the MDS was
important because the MDS painted a picture of
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i the resident..

, The Adminietrater was terviewed on 11/07/2024
: at 1:50 PM and stated she expected accuracy in
documentation on the MDS duse to the MDS
affected resident care,
F 645 PASARR Soreening for MD & ID F 845
83=D CFR(s): 483.20{K)(1)-(3}

§483.20(k) Preadmission Screening for
individuals with a mental disorder and Individuals
+ with intellectual disability,

§483.20(k){1) A nursing facility must not admit, on
or after January 1, 1989, any new residents with:
~ (i) Mental disorder as defined in paragraph (k)(3)
- (1) of this section, unless the State mental heaith
" authority has determined, based on an
- independent physical and mental evaluation
: performed by a person or entity other than the
: Btate mental health authority, prior to admission,
: (A) That, because of the physical and mental
; condifion of the individual, the individual requires
i the lovel of services provided by a nursing facility;
: and
: (B} If the individual requires such level of
; services, whether the individual requires
; spectalized services; ar
 (iiy Intellectual disability, as defined in paragraph
+ {(K){3){i) of this section, unless the State
: intellectual disability or developmental disabllity
- autharity has determined prior to admission-
. (A) That, because of the physical and mental
. cohdition of the individual, the individual requires
- the level of services provided by a nursing facility;
and
(B) if the individual requires such level of
- services, whether the individual raquires
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specialized services for Imellectual disability.

§483.20(k)(2) Exceptions., For purposes of this
section-
{i)The preadmission screening program under
paragraph(k}(1} of this section need not provide
¢ for determinations in the case of the readmission
' to a nursing facility of an Inglvidual who, after
| being admitted to the nursing facility, was
{ transferred for cars in & hospital.
i} The Stale may choose not to apply the
i preadmissicn screening pragram under
i paragraph {k)(1) of this section to tha adrission
! {e a nursing facility of an Individual-
- (AY Who is admitted to the facility directly from &
: hospital after recsiving acute Inpationt care at the
hospitat,
(B) Who requires nursing facllity services for the
conditiot for which the individuat received care in
: ther hospital, and
i {C) Whose attanding physiclan has eartifled,
befors admission to the faciiity that the individua
is Iikely fo require less than 30 days of nursing
facility services.

§483.20(k)(3) Definition. For purposes of this
saction-

{i) An Individual is considered to have a mental
: disorder if the Individual has a serlous mental

| disorder defined in 483.102(b)(1).

: (I} An individual is Gonsittered to have an

" Inteltactual disabliity if the individual has an

. intellectual disability as defined in §483.102(b){3)
i or is a person with a related condition as

- describad In 435.1010 of this chapler,

i This REQUIREMENT is not met as evidenced
i by:

' Basead con interview, racord review, and facility
; policy review, the facility falled to accurately
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complete a Level { Pre-Admission Screening and
. Resident Review (PASRR) for 2 (Resident #6 and
i Resident #18) of § residents reviewed for
PASRR.

Findings included:

A facility policy titled, *P-NP04 Admission
Sereening Resident Reviaw (PASRR)," revised on
04/24/2024, ndicated, "5. The Facllity MDS
{Minimum Daia Sef] Coordinator will be
responsible for accessing and ensure updates to
the PASRR are completed per MDE guldelines.”

1. An "Admigsion Record" revealed the facilily
admitted Resident #6 on 07/21/2023. According
to the Admisslon Record, the resident had a
medical history that included diagnoses of
unspecified blpolar disorder {onget date
Q7/31/2023), mild recurrent major depressive
disorder {(onset date 07/31/2023), and
generalized anxiety disorder {onsef date
Q7/31/2023).

An annual MDS, with an Assessment Reference
Date (ARD) of 08/07/2024, revealed Resident #6
i had a Bief Interview for Mental Status (BIMS)
score of 10, which indicated the resident had

i maderate cognitive impaiment. The MDS

| indicated Resident #8 reJected care one to three
: days during the assessment period, The MDS

: atso revealed the resident had dlagnoses of

- anxlety disorder, depression, and bipolar

" disorder.

. Resident #6's "Preadmission Screening and

! Resident Review (PASRR) Level | Screening”
! dated 07/20/2023 revealed the screening was
- "Negative" due to "Ne Serious Mental lliness."
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: Buring an interview on 11/07/2024 at 8:40 AM,
" the Business QOffice Manager {BOM) stated
- residents’ PASRRs were completad by the
_hospital and sent over with tha refesral or the
facillly was able to print the PASRR from a
. website. The BOM stated she was unsure who ;
. was responsible for checking the PASRR for ;
- accuracy. The BOM stated afler admission it was i
i the rasponsibility of the MDS nurse to check the |
[ PASRR to ensure all diaghoses had been
| Incuded.

. Tha MDS Coordinator was interviewed on
11/07/2024 at 8:55 AM. The MDS Coordinator
stated the PASRR was completed at the hospital
prior to the resident’s admisslon, the facility
printed tha PASRR, and she was responsible for
making sure the PASRR was completed. The
MDS Caordinator stated she was also
responsible for making sure all needed diagnoses
were included ang accurate and if the PASRR
was not accurate she completed a new one. The
MDS Coordinator stated she was unsure who had
put the codes for the psychiatric diagnoses into
the electronic medical record after Resldent #6
was admitted, but statad a new PASRR should
have been completed. The MDS Coordinator
stated she had not completed a new PASRR for
the regldent. The MDS Coordinator stated the
care Resident #§ received was patient centered

: and knowing the resident’s psychlatric diagnoses
; could have helped to have mare resident

i cantared appreaches in caring for the resident.

The Director of Nursing (DON) was Interviewed
{ on 11/07/2024 at 1:11 PM. The DON stated she
| sxpected tha PASRR {o be accurate and inciude
! accurate diagnoses. The DON stated If Resident
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6's PASRR Lovel ! had besn accurately
completad, a Level H PASRR would have been
lggered. The DON stated she did not think
aving & Level il PASRR would have had
fiusnce in the care received by Resident #6.

| The Administrator was interviewed on 1107/2024
at 1:50 PM and stated she expected
docurnentation o be acgurate since the
documentation affected resident care.

2. An "Admission Record” revealed the facility
admitted Resident #18 on 05/14/2014 and most
recantly on 05/11/2023, According to the
Admisslon Record, the resident had a medical
history that included diagnoses of unspecified
bipolar disorder (onset date 10/03/2018},
recurmrent major depressive disorder (onset date
10/04/2014), and unspecified anxiety disorder
{onzet date 10/04/2014).

i A quarterly MDS, with an Assessment Refarence
: Date {ARD) of 08r18/2024, revealzd Restdent

" #18 had & Brief Interview for Mental Status

. {BIMS) score of 00, which indicated the resident
| had severe cognitive impairment. The MDS alzo
: rovealed the resident had diagnoses of anxiety
disorder, depression, and bipolar disorder.

: Resident #18's care plan inciuded a focus area

i revised on 08/14/2024, that Indicated the resident
teceived an antldepressant medication related to
depregsion as evidenced by verhalizations of
sadness. The care plan included a focus area
revised on 09/18/2024, that Indicated Residant
#18 received an antipaychotic medication far a
diagnosis of bipolar disorder as evidence by the
resident continuously shouted out when needs
were mef, The care plan included a focus ares
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) ravised on 08/14/2024 that indicated the resldent

_ was on a medication for mood stabilization
related to behavlaral disturbances that inciuded

- striking out,

- Resident #18's "Preadmission Screening and

; Rasident Review (PASRR) Level | Sareening

: Document,” dated 11/06/2020, revealed the
screaning was "Negative;" there was no reason
documented as to why the screening was
negative. Further review revealed the area to
dacument mental illness, and psychotropic
medications had not been completed.

During an Interview on 11/407/2024 at §:40 AM,
the Business Cffice Managsr (BOM) stated
residents’ PASRRs were completed by the
hospital and sent over with the referral or the
facility was abla to print the PASRR from a
websife. The BOM stated she was unsure who
was respongible for checking the PASRR for
accuracy. The BOM stated after admission it was
the responsibility of the MDS nurse 1o check the
PASRR to ensure sll diagnoses had besn
included.

The MDS Coordinator was interviewed on
11/0712024 at 8:55 AM. The MDS Coordinator
stated the PASRR was completed at the hospltal ;
prior to the resident's admission, tha facility i
printed the PASRR, and she was responsible for
making sure the PASRR was completed. The i
MDS Goordinator stated she was also
responsible for making sure all needed diagnoses
were Included and accurate and If the PASRER
was not accurate she completed a new one. The
MDS Coerdinator reviewad Resident #18's ;
PASRR and stated without the resldent's ) !
psychiatric diagnoses the Level | PASRR for the :
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 resldent was inaccurate and therefore a Level
: PASRR had nct been completed.

{ The Director of Nursing (DON} was interviewed i
: on 11/07/2024 at 1:11 PM. The DON stated she
xpactad the PASRR to be acourate and to !
| include accurate diagnoses, The DON stated if }
: Resident #18's PASRR had been acourate the
resident would have triggered for a Level |
PASRR to be completed. The DON stated she did
not think having a compleled Lavel i PASSR ;
would have had influence in the care provided for !
Resident #18, '

The Administrator was interviewed on 11/07/2024
at 1:50 PM and stated she expected ‘
documentation to ba accurata since the
dosumentation affected rasident care.

F 6566 | Develop/implement Comprehensive Care Plan 6656
s8=0 | CFR(s): 483.21(b)}1)(3)

§483.21(b) Comprehensive Care Plans i
§483.21(b)(1) The facility must develop and :
implement a comprehehsive person-centersd :
care plan for each resident, consistent with the i
rasident rights set forth at §483.10(c)(2} and '
§483.10(a)(3), that includes measurable
chjectives and timeframes o maet a resident's
medical, nursing, and mental and psychosoacial
neads that are identifled In the comprehensive
assassment. The comprehensive care ptan must
describe the foflowing -

{i} The services that are to be furnished to attain
or malntaln the residents highest practicable
physical, mental, and psychosoclal well-being as
required under §483.24, §483.26 or §483.40; and
| {Ii} Any services that would otherwlse be required
| under §483.24, §483.25 or §483.40 but are not
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'

' provided due to the resident's exercise of rights

| under §483.10, including the right to refuse
| treatment under §483.10(c)(6).

(ili) Any specialized services or specialized
rehabifltative services the nursing facility wil
provide as a rasult of PASARR
recommendations. if a facilily disagrees with the
findings of tha PASARR, it must indicate its
rationale in the resident's medical record.

{iv)In consultation with the resident and the
rasident's represantative(s)-

(A) The resident's goals for admission and
deslred outcomes,

{B) The rasident's preference and potentlal for
{uture discharge. Fagilities rust document
whether the resident's desire to return te the
community was assessed and any referrals to
local contact agencies and/or other appropriate
antities, for this purpose.

(C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
requiraments sef forth in paragraph {c) of this
section,

§483.21{b)(3) The services provided or arranged
by the facllity, as ouliined by the comprehensive
cara plan, must-

i (lif) Be culiuraliy-competent and trauma-informed.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, racord review,
and facllity policy review, the facllity falled to have
& person-cantared comprshensive care plan for 2
(Resident #44 and Resident #52) of 22 sampled
residents, Specifically, the facllity falled to inciude
the use of a non-invasive mechanical ventilator
for Resident #44 and Level il Preadmission
Scraaning and Resident Review {PASRR} results
for Resident #52 on the comprahensive care
plan,
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Findings included:

A facllity policy titted, "Care Planning,” revised
03/01/2014, indicated, *tt Is the policy of this

i Facility to provide person-centared,

: comprehensive and Interdisciplinary care that
 reflects best practice standards for mesting

. heslth, safaty, psychosocial, behavioral, and
environmental needs of resltdents in arder to
obtain or raaintain the highest physical, mental,
and psychosccial well-being.”

1. An "Admission Record" Indicated the faciity
. admitted Resident #44 on 12/12/2019, According
. {o the Admission Record, the rasident had a
i medical history that included diagnoses of
: obstructive sleep apnea and dependence on i
i supplemental oxygen. '

An annual Minimum Dats Set (MDS), with an
Assassment Reference Date (ARD) of
09/02{2024, revealed Reslkient #44 had a Brief
interview for Mental Status (BIMS) score of 9,
which indlcated the resident had moderate
cognitive impairment. The MDS did not indicate
the resident used a non-invasive mechanicat
ventilator.

Resident #44's care plan included a focus area
fovised 10/06/2022 that indicated the resident
used oxygen therapy. Interventions directed staff
to apply supplemental oxygen as ordered and
manitor oxygen saturation and liters per minute
every shiff. Further review revealed the resident
did not have a care plan for the use of cantinuous
pusitive air pressure (CPAP) therapy (a type of
non-invasive machanleal ventliation),
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Continued Fram page 24
Resident #44% “Order Recap {Recapitulation]

i Repoit” for arders from 08/01/2024 thraugh

' 1140712024 reveated an order dated 10/02/2024
for CPAP therapy continuous at night for sleep

' apnea, The order indicated the settings on the

. CPAP machine should be at 4-20 centimeter of

- water (cmH20) and the water chambar should be
- amptied and filled with disfilled water every night
" at bedtime,

- Rasident #44's Qctober 2024 and November

' 2024 "Medication Administration Record [MAR]"
: revealed staff documented that the residents

: CPAP machine was used every night shift.

| Resident #44's "Prograss Notes" revealed a

"Long-Term Care Evaluation” dated (8/30/2024,
09/06/2024, 08/13/2024, 10/04/2024, 10/25/2024,
and 11/01/2024 that Indicated the resident

i received supplamental oxygen via CPAP,

 An observation on 11/04/2024 at 10:52 AM

revealed a CPAP machine on Resident #44's

: nightstand with the tubing and mask attached and
i Iying on top of the machine with dried debrls in
: the mask.

Duwiring an interview on 11/07/2024 at 9:22 AM,
the MD$S Guordinator stated she did most of the
care planning. She stated the ¢are plan should
include anything to let the staff know how to
understand and care for a rasldant. She stated
the use of 8 CFAP machine should be included
on the care plan.

During an interview on 11/07/2024 at 11:01 AM,
Licansed Vocational Nurse (LVN) #4 stateci ifa
resldent used a CPAP machine, it shoutd be
Included on the care plan.

F 656
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i During an Inferview on 11/07/2024 at 14:05 AM,

: LVN #5 stated the use of a CPAP machine should
! be included on the care plan, and the care plan
was the respansibiiity of the MDS Coordinator,

During an intarview on 11/07/2024 at 1:11 PM, the
Director of Nursing {(DON) stated she expected
the use of a CPAP machine to be included an the
cars plan,

During an intarview on 11/07/2024 at 1:60 PM,
the Administrator stated the use of CPAP should
be included on the care plan. She stated she
expecied har stalf to follow all rizles and
regulations and the facility's policy and
procedures.

2. An "Admisslon Record” indlcated the facility
admitted Resident #52 on 03/30/2022. According
to the Admission Record, Resident #52 had a
medical history that included diagnoses of
unspecifled anxlety disorder, recurrent major

| depressive disorder, post-traumatic stress

| disorder {PT8D), unspecified
baessive-compulsive disorder, and unepeacified
i bipolar disorder.

An annual Minimum Data Sat (MDS), with an
Assessment Referenca Date (ARD) of
07/08/2024, revealed Resident #52 had a Brlef
Interview for Mental Status (BIMS) score of 15,
which indicated the resident had intact cognition.
The MDS did not reveal Resident #52 had a Level
! 1 PASRR, The MDS revealed Resident #52
 rejected care ane to three days during the

! assessment period. The MDS revealad Resident
! #52 had diagnoses that included anxiety disorder,
! depreasion, bipolar disorder, and PTSD.
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Resident #52's "Preadmission Screening and

Resldent Review (PASRR)} Individualized

Determinaiion Report,” dated 10/17/2022,

! revealed that personal goals were considered in

: making recommendations far specialized

 aarvices and included increased contact with the
resldant's family, address the resident's weight
concems, improve the resident's dentition,
improve hearing and moehbility, request in home

. care asslstance, podlatry services, improve

: mamory, reduce deprassion, iImprove well-baing,

. and provide a neuroiogical assessment.

: Residani #52's care plan revealed no evidenca of
' a focus area for Resident #52's Level I PASRR

' and the personal goals and individualized

i recommendations given for specialized services
cluded on the resident's 10/17/2022
Preadmission Screening and Resident Review
FASRR) Individualized Determination Report."

The MDS Coordinator was interviewed on

; M407/2024 at 8:55 AM. The MDS Coordinator

i stated because Resident #52 had a Lavel H
FASRR with additional services, the Leval I

: PASRR designation and the additional services
should have been care planned. The MDS
Caoordinator stated she was responsible for most
of the care plans, and it was her fault Resident
#62's Level Il PASRR had not been included in
the resident's care plan.

The Director of Nursing (DON) was interviewed

: on 11/07/2024 at 1:24 PM. The DON stated If

i Resident #52 had a Leval )} PASRR with speaciflc
recornmendations from the reviewer she
expectad both the Level H designation, and the
recommendations wouid be care planned.
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58=0 | CFR(s): 483.25(f)

i § 483.25(1) Respiratory eare, including
 tracheostomy care and tracheal suctioning.

" The facitity must ensure that a resident who

- needs respiratory care, including tracheostormy
- vare and tracheai suctioning, is provided such :
* carg, congistent with professional standards of
" practice, the comprehensive parson-centered :
. care plan, the residents’ goals and preferences,

: and 483,65 of this subpart.

: Thiz REQLIREMENT is not met as evidenced

- by

: Based on obaarvation, Interview, recard review,
i and facllity policy review, the facility falled to
ensure non-invasive mechanical ventilation
equipment was cieaned and stored properly for 1
{Resident #44) of 3 residents reviewed for
respiratory care.

Findings included:

A facility palicy fitted, "BiPAP [bilevel positive
airway pressura] and CPAP [continuous positive
afrway prassure],” dated 0%/10/2020, specified,
"Continuous Positive Airway Pressure (CPAP) is
delivered In a single constant pressure during
inhalation and exhalation. BIPAP is the Bilavel
Positive Airway Pressure or Non-invasive Positive
Pressure Ventilation (NPPV) that delivers two
pressures, lesser pressure dellvered on
exhalation and a second greater preasure on
inhalation.” The policy also Indicated, *vill.
Cleaning” included "A. Keep the autside of the
machine free from dust and debris. Clean using a
¢oth and disinfectant weekly and as needed, B,
Repiace the hose waeekly and as needed. C.
Disassemble the CPAR/BIPAP mask by removing
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| the head hear (straps) and cushion from face D.
oplace head gear (straps) weeldy or as needed
or solling. E. As needed, wash mask with warm
oapy water (no fragrance or colored soap), rinse
nd dry F. Daily and/or after every use, wash

| humidification charnbar with warm scapy water
{no fragrance or colored soap) G. Alt equipment

i should be keptin @ plastic bag or container

: labeled with the Resident's name when not in use
; M. Flitars should be changed every two weeks or
: as specified by the manufacturer."

: An “Admission Record” indicated the facility

- admilted Restdent #44 on 12/12/2018. According
"o the Admission Record, the regident had a

: medical history that included diagnoses of

: obstructive sleep apnea and dependence on

" supplemental oxygen,

: An annual Minimum Data Set (MDS8), with an

' Assessment Reference Date (ARD) of

- 09/02/2024, revealed Resident #44 had a Brief
. Intervlew for Mental Status (BIMS) score of 8,

- which Indicated tha resident had moderate

. cognitive Impairment. The MDS did not indicate
- the resldent uged a non-nvasive mechanical

. ventilator,

. Resident #44's care plan Included a focus area

* revised 10/06/2022 that indicated the resident
used oxygen therapy. Interventions directed staff

- to apply supplemsental oxygen as ordered and

_ moritor oxygen saturation and liters per minute

" avery shift. Further review reveslad the resident

- did not hava a care plan to address the use of

- CPAP therapy.

Resident #44's "Order Recap [Recapituiation)

. Report" for orders from 08/01/2024 through
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_11/0712024 revealed an order dated 10/02/2024
. for CPAP therapy continuous at hight for sleep

at bedtime.

i Regident #44's October 2024 ang Novembar

: 2024 "Medication Administratlon Record [MAR]"
i revealed sfaff documented that the residents

' CPAP machine was used every night shift.

- An observation on 14/04/2024 at 10:52 AM

" ravealed a CRAP machine on Resident #44's

. nightstand with the tubing and mask attached and
- lying on tap of the machine with drled dabtis In

. the mask.

| Observations on 14/05/2024 at 11:54 AM,
| 11/06/2024 at 8:32 AM, and 11/07/2024 ai 9:11
| AM, rovealed Resident #44's CPAP machine on

apnea. The order indicated the settings on the
CPAP machine should be at 4-20 centimeter of
water (cmH20) and the water chamber should be
emptied and filled with distilled water evary night

the nightstand had no water In the humidifier
chamber, and the mask and tuhing were attached
lylng on top of the machine with dried debris in
the mask. :

During ah interview on 11/07/2024 at 11:01 AM,
{lcensed Vocational Nurse (1L.VN) #4 stated
regplratory equiprment should be stored Ina
plastic bag that kept tt free from bacteria for
infection conirol. She stated the resident should
have a holder to keep the equipment in and the
equipment was changed once a waek by
whatever shift it was scheduled on the MAR.

During an interview on 11/07/2024 at 11:05 AM,
LWVN #5 stated that when respiratory equipment

was not in use it should be stored in a bag for
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" infection control purposas,

" During an interview on 11/07/2024 at 11:07 AM,
¢ LVN #6 stated the CPAP mask should be stored
; insida a bag when not in use and the mask

i should be wiped off after sach use. She

: confinned thal Resident #44's CPAP mask was
rot clean or being stored appropriately. She

i stated they should be using distilled water in the
! hurnidifier chamber, and it was kept in the

| medication room.

: During an interview on 11/07/2024 at 1:11 PM, the

. Diractor of Nursing {DON) stated respiratory

" equipment should be cleanad after each use, and

- the residents had microbial bags to store them in.
8he stated the CPAP mask shauld be cleaned
daily after use, the whoie heatgear should be
tleaned waekly, and the filter changed every twa

: weeks,

: During an interview on 11/07/2024 at 1:60 PM,

: the Administrator stated the staff should be
following the facility policy and procedures and
thought the respiratory equipment should be
stored In & bag but defarred all nursing and care
related subjects to the DON,

F 755 | Pharmacy Srves/Procedures/Pharmacist/Records
5S=D | CFR(s): 483,45(a)(b}(1)~(3)

§483,45 Pharmacy Services

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

F 695

F 755
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. §483.45(2) Pracedures. A facility must provide

. phamaceutical servicas (Including proceduras
that assure the accurate acquiring, receiving,

" digpensing, and administering of all drugs and

blologicals) to meet the needs of each resident.

§483.46(b) Servica Consultation. The facility
" must employ or obtain the services of a licensed
pharmacist who- i

_§483.45(b)1) Provides consultation on all
- aspects of the provision of pharmacy services in
the facility.

§483.4b(b)(2) Establishes a system of records of g
. recaipt and disposition of all controlled drugs in :

sufficient detail to enable an accurate
- reconcillation; and

' §483.45(b)}(3) Detarmines that drug recerds are in

: arder and that an account of all controlled drugs

. s maintained and perlodically reconcitad,

! This REQUIREMENT Is not met as evidenced

! by:

© Based on interview, record review, facllity

; document review, and facility policy review, the

: fagility failed to ensure medications were received

, from the pharmacy in a timely manner for 1

. {(Resident #58} of 6 residents reviewed for
unnecessary medicationa. !

Findings included:

A facility palicy titied, "Medication Ordering and
Receiving From Phamacy," dated 02/2008,
indicated, "Medicatlons and related products are
received from the dispensing pharmacy on a
timely basis." i

FORM CMS-2667(02-80) Previgus Varslons Obsclete Event {D:AATET Faciiy I0: CA230000030 I gontinuation shoef Page 32 of 42




From: 1250272024 18:27 #332 P.O34/068

PRINTED: 11/21{2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN CF CORREGTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
056258 B. Wik 11/07/2024
NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP COUE
RIVER YALLEY MEALTHCARE & WELLNESS CENTRE, LP 2490 COURT STREET
! REDDING, CA 96001
X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES i PROVIDER'S PLAN OF CORRECTION P ‘
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACGTION SHOULD BE GOMPLETIBN |
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE !
DEFICIENCY) ‘
F 755 Gontinued From page 32 F 758
f i

An “Admission Record" indicated the facility i
admilted Resident #56 ah 08/17/2022, According
to the Admissicn Record, the resident had a
madical history that included & diagnosis of
bipolar disorder.

A guarterly Minimum Data Set (MDS), with an
Assessmant Reference Date (ARD) of
08/27/2024, ravealed Resident #58 had & Brief
Interview far Mentai Status (BIMS) score of 14,
which indicated the resident had intact cognition.

| Resident #58's care plan included a focus area

| initiated 05/31/2023 that indicated the resident
used psychotropic medications related to bipolar
disorder. Interventions directed staff to administer
psychotropic medications as ordered by the
physician and monior for side effacts and

i effectivenass every shift,

| Resident #68's Seplomber 2024 "Medication

| Admivsiration Record IMART revealed a

: transcription of an order for Depakote tablet

: delayed release 250 milligrams (mg) with

: instruciions o give 250 mg by mouth at bedtime

i for bipolar disorder, The MAR revealed that on

| 09/20/2024 and 09/30/2024 Depakote was coded
: "9" (othetisee progress notes).

| Resident #58%s “Progress Notes® revealed an
"Orders-Adminlstration Note" datad 09/29/2024
that indicated the resident's Depakote was not
available in the facility, An Orders-Administration
Nate dated 09/30/2024 Indicated the resident's
Depakote was reordered and was not available in
the facility.

Resident #58's October 2024 MAR revealed a
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: transaription of an order for Depakote abist

: dalayed release 250 mg with insfructions to give
! 250 mg by mouth at bedtime for bipolar disorder,
' The MAR revealad that on 10/07/2024,
10/08/2024, 10/10/2024, and 10/12/2024 through
10/1712024 Depakete was caded "9" (othet/see
prograss notes),

Residenl #58's "Progress Notes" revealed an
"Qrders-Administration Note" dated 10/07/2024
and 10/08/2024 that indicated the resident's
Depakote was not available in the facility.

Resident #58's “Progress Notes" rovealed an
"Orders-Administration Note" dated 10/10/2024
i that indicated the resldent's Depakote was

; reordered and had not been recelved.

| Resldent #58's "Progress Notes" revealed an

| "Qrders-Administration Note” dated 10/12/2024
: that Indicated the resident's Depakote was
 reordered.

Resident #58's "Progress Notes” rovealed an

: "Orders-Administration Note" dated 10/13/2024

* that indicated they were waiting on delivery of the
; resident's Depakole from the pharmacy.

i Resident #58's "Pragress Noles" revealed an

' "Orders-Administration Note” dated 10/14/2024
: that indicated the resident's Depakote had not

: been recefved.

! Residant #5&'s "Progress Noles" revealed an

| "Orders-Adminisiration Note” dated 10/15/2024
: that indicated the resident's Depakote was

: unavaliable.

Resident #58's "Progress Notes® ravealed an
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Continued From page 34
"Orderg-Adminisiration Note® dated 10/16/2024

; that indicated they were walting for delivery of the
- resident's Depakots,

‘ Resident #58's "Progress Notes” revealed an

. "Qrders-Admintstration Note™ dated 10/17/2024
. that indicated the resident's Depakote had not

: been recelved.

A "Packing Siip," dated D8/28/2024, Indicated
Resident #58 had 30 tablets of divalproex
{Depakota) 250 mg delivered from the pharmacy
and signed for by fagility staff,

! A"Packing Slip," dated 10/18/2024, Indicated

| Resident #58 had 30 tablets of divalproex

| {Dapakote) 250 mg delivered from the pharmacy

and signed for by facility staff.

: During an interview on 11/08/2024 at 2:41 PM,

* Licensed Vocational Nurse (LVN) #1 stated if a

: medication were not available while passing

¢ medications, she would jaok for the madication in
i the cart and throughout the facllity, She stated

- she would check the kit that they had for

! amargehcy madications to see if it was available.

She stated if the medications were not in the
facllity, she would notify the resident, the resident
representative, physiclan, and pharmacy. She
stated she would call the pharmacy to find out
when it was coming and let the physictan know
and get orders from the physiclan to hold the
medication untll it arived. She stated If she came
in the next day and the medication was still not
there, she would repeat the process. She stated it
would be up to the physician to determine if a
new order was needed. She stated she only
worked every two weeks and did not specificaily
remember the Depakote not being available for

F 765
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Resident #58 or what she did about It

- Buring an interview on 11/06/2024 at 2:52 PM,
VN #2 stated if 2 madication wera not avallable,
i she would look at the overflow madications and

: Ihen ghe would check (o see If it was reordered.

: She stated, if it were reorderad, she would call

! the pharmacy to find out where it was and when it

| was going fo arrive. She stated she would fax the

i physkclan and tet him know. She statad the faxes

* should be kept in the resident's medical record.

' LVN #2 stated a resident should rot go longer
than 24 hours without recelving thair medication.
Sha slated she was having a lot of trouble gefting

. Resident #568's Depakoie from the pharmacy and

: had to keep calling them. She stated she did not

i notify any of the nurse managers or Director of

. Nursing (DON). She stated she did not recall if

! she notified the physician but would have sent

{ him a fax, and those wera kept In medical

i records.

| During an interview on 11/06/2024 at 3:03 PM,

| LVN #3 staled If a medicafion were not available,

: she would look in the cart and the overflow

 medications and check other residents'
medications to make sure it did not get mixed up
with them. She stated if she were not able to find
the medication then she would call the pharmacy,
fax the physiclan that the medication was not

. available, nofify the family or responsible party,

. and monitor for side affects. She stated she could

" not remember if she nofified the physician but

! gtated if she did, the fax should be in the

residant's medical record.

During an interview on 11/07/2024 at 11:01 AM,
i LVN #4 stated if a medication was not available,
: she would fook in the cart and the medication
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: raom, check the emergency medication kit, and
: call the pharmacy, and If 2 dose was missed,

- then she would cal the physician end the

. responsible parly. She stated a resident should
- not go longer than 24 hours without their

- madication and the DON should be nolifled right
. away sa she could follow up eon It

: Duting an interview on 11/07/2024 at 11:05 AM,
: LVN #5 stated if a medication ware not avaitable
| during medication pass, she would lock in the

| overflow medications, medication room, and

i other caris. She would check to see If It was

; available in the emergency kit, and if It was still i
! not avallable, she woukd call the pharmacy to see
L If it was ordered and when It could be delivered.

i She stated the physician should be notifled if the !
resident miasad a dose and to get an order to
administer the medication whan it arrived from !
the pharmacy. Sha stalad a resident should not ‘:
go longer than a day without their medication. :
She stated if she had difficulty gelting the |
medlcatlon, she would notify the DON and the

| physician, because thay may want to change the
medication,

During an interview on 11/07/2024 at 11:07 AM,
LVN #6 stated if 2 medication was not avallable,
she would check inside the medication room, see
if it was avallable in the emergency kit, and if it
was not there, then she would call the pharmacy
and have them deliver It. She stated If she came
back the next day, and the medication was still
not availakie, she would call the pharmacy back
and call the physlcian, responsible party, and the
DON to lot them know. She stated a resident
should not miss any doses of medications but
definitely not go longer than a shift without the
medication being abtained. She stated she would
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i document the missed dose in a progress note

- and place the resident on alert chatting to monitor
. for adverse affects. LVN #6 stated the DON

: should have been notified when the nurse was

" not able to get Residant #658's Depakote from the
- pharmacy, and the resident should not have gone
_ that many days without the medication.

| During an interview on 11/07/2024 al 11:31 AM,
the Medical Records Supervisor stated they did
not have any faxes o the physician regarding
Resident #58's Depakote not being available,

During an interview on 11/07/2024 at 11:54 AM,
the Medical Director stated he would get over 50
faxes & day and did not recall recelving !
information that Resldent #58 did not receive their ‘
Depakote. He stated he did not know why the
medication would not be available from the
phamacy. He stated the resident took the
Depakote as a mood stabilizer and since they did
. not get It, they could possibly have an unstable ;
mood, The Medlesl Director stated If the resident i
was stabie after missing the doses, it would have
actually been a good gradual dose reduction.

. During an interview on 11/07/2024 at 1246 PM, a
" Pharmacy Reprasantative stated they got a fax

“ on 1011812024 for a request for the Depakate for

: Rasident #68, and it was delivered that day. She i
 stated ctherwise they did not have a way of telling !
i when the facility orderad a medication, only when |
: it was delivered.

During an Interview on 11/07/2024 at 1:11 PM, the
: DON stated the process the nurses should follow
. when a madication was not available was to call
: the pharmacy, and If they were not able to gst the
! madication during their shift, they should let the
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F 755 ! Continued From page 38
- physician know. She stated they may be able to
* get ihe medication from the emergency
- medication kit or get the physicians ta change the
: order to something else that was avaitable in the
| amargancy kit if needed, She stated a missad
| dose was a missed dose and should be followed
' up onimmedlately. She stated she was not aware
of Resident #58's Depakote not being available
and had not beeh nollfied by any of the staff,

DBuring an interview on 11/07/2024 at 1:50 PM,
the Administrator stated if 2 medication was not
available, the nurse should notify the physician
and the DON but deferred specifics to the DON,
F 756 . Drug Reglmen Review, Reporl Irregular, Act On
55=0D | GFR{s). 483.45(c)(1)(2)(4)(5)

£483.45(c) Drug Reglimen Review.
§483.45(c)(1) The drug reégiman of sach resident
| must be reviewed at Ipast once a month by a

! licenssd pharmacist,

§483.45(c)(2) This review must include a review
of the resident's medical chart.

£§483.45(c)(4) The pharmacist must roport any
irregulariies to the attending physician and the
facility's medicat director and director of nursing,
and these reports must be acted upon.

{i) lmegularities include, but are not limited to, any
drug that meets the criterla set forth In paragraph
{d) of this seciion for an unnecessary drug.

(i) Any lrregularities noted by the pharmacist
during thig review must be decumented on a
separate, written report that is sent to the

. attending physician and the facility's medical

: director and director of nursing and lists, at a

; minimum, the resldent's name, the relevant drug,

F 765

F 758
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i and the Iregularity the pharmacist identifled. i
! (Iif) The attending physlclan must document in the i
: resident's medical racard that the identified |
: irregularity has been reviewed and what, if any,

; action has been taken to address . If there Is to
. be no change in the medication, the attanding

. physician should decument his or her rationale in
i the resident's medical record,

§483.45(c)(5) The facllity must develop and
maintain policies and procaedures for the monthly
drusg reglimen review that include, but are nat
limited to, time frames for the different staps In
the process and steps the phermacist must take :
when ha or she identifies an iregularity that 1
requires urgent action to protect the resident. :
Thiz REQUIREMENT Ia not mat as evidenced
by:

Based on interview, record review, and facitity
policy raview, the facllity failed to notify the
physiclan of pharmacy consultant
: recommendations for 1 {Resident #56) of 6
. residents reviewes for unnecaessary medications,

Findings included;

A facility policy titled, "Consultant Pharmacist
- Reporis" "ll|Al: Medication Regimen Raview,”
- revisad 01/2018, indicated, *All findings and
- recommendations are reported to the director of
- nursing and the attending physician the medical ;
- director and the administrator.” The pollcy alse -
. indlcated, *G. Recommendations are acted upon ‘
: and documented by the facility staff and/or the
| prescriber.”

. An "Admission Record” indicated the facility
| adrmitted Resident #56 on 07/11/2022. According
| to the Admisslon Record, the resident had a
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" medical history that included a diagnosis of major
' depressive disorder,

1 A quarterly Minimum Data Set (MDS), with an

: Assessment Referance Date (ARD) of

i 10/21/2024, revealed Resident #56 had a Brief
! Interview for Mental Status {BIMS) score of 11,
i which indicated the resident had moderate

| cognitive impairment. The MDS indicated the

! resident received an antidepressant during the
 last sevan days of the assessment perind.

Resident #56's care plan included a focus area
revised 10/27/2024 that indlcated the resident
used an antidepressant medication for
depression as avidenced by withdrawal from
activities of Interest. Interventions directed staff to
administer antideprazsant madications arderect
by the physician and monitor and document side
effects and effectiveness avery shift.

. Resident #56's physiclan orders revealed an

: order dated 08/24/2023 for escitalopram oxalate
* & milligrams (mg} by mouth one time a day for .
; depression.

Rasldent #58's August 2024 "Madication

! Adwministration Record {MAR]" revealed staff

| documented that the resident received
escitalopram oxatate § mg by mouth every day at
8:00 AM.

Resident #56's “Consultant Pharmacist’s Repor”
| dated 08/26/2024 indicated the resident had been
: recaiving escilalopram 5 mg by mouth every day
since 07/11/2022, The report recommended

: evaluating this therapy to determine if symptoms,
: condltions, or risks eould ba managed by a lower
- dose or If the medication could be discontinued.
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*The report indicated to doturnent if a gradual
dose reductien (GDR) or discontinuing the

" medication was clinlcally contraindicated, Further

: review revealed the report had not been signed or

: dated by the prascribar.

During an interview on 11/07/2024 at 1:11 PM, the
Director of Nursing (DON) stated It was har
responsibility lo follow up on the pharmacy
recommendations, $he stated they were not able
to find the follow up for the recommendations for
Rasident #56's GDR for the month of August
2024. She stated the pharmacy consuliant
reviewed reconds morithly, and they were to be
faxed to the DON the following day and then she
would foltow up on them Immediately, i

During an Interview on 11/07/2024 at 1:50 PM,
the Administrator deferred all nursing and refated
subjects o the DON but stated she expected the
staff to follow alf rules and reguiations and thelr
pelicy and procedure.
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Starting 12/02/24, The RQMC or RAI specialist staff will conduct an audit of P0110,
00110 G and A1500 the for scheduled MDS assessments. Any findings identified will
be corrected according to the RAlI manual before closing the MDS assessments, weekly
x 4, then monthly x 2 manths or substantial compliance maintained.

Measures that will be implemented to monitor the continued effectiveness of the
corrective action taken to ensure that this deficiency has been corrected and will
not reccecur:

The MDS Coordinator will report the findings of the MDS Assessment Accuracy Audits
to the Quality Assurance and Performance Improvement Committee Meeting every
month for three months. After that, the report shall be presentad quarterly until the
facility attains substantial compliance.

River Valley Healthcare & Wellness Centre

F 645 PASARR Screening

“Preparation and/or execution of this plan of correction does not constitute admission or
agreement by the provider of the truth of the facts alleged or conclusion set forth on the
statement of deficiencies. This plan of correction is prepared and/or executed solely
because it is required by the provisions of health and safety code section 1280 CFR 483

et seq”

F645
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River Valley Healthcare & Wellness Centre

F 641

“Preparation and/or execution of this plan of correction does not constitute admission or
agreement by the provider of the truth of the facts alleged or conclusion set forth on the
statement of deficiencies. This plan of correction is prepared and/or executed solely
because it is required by the provisions of health and safety code section 1280 CFR 483
et seq”

F 641: Accuracy of Assessments
Corrective action for residents found to have been affected by this deficiency:

On 11/06/2024, the MDS assessments completed on 7/30/24 for Resident #18, was
modified and transmitted by the MDS coordinator to reflect the correct coding of P0110-
restraints

On 11/06/24, the MDS assessment completed on 9/02/2024 for the resident #44, was
modified and transmitted by the MDS coordinator to reflect the CPAP use correctly
coded of QO 00110 G3 :

On 11/09/24, the MDS assessment completed on 03/23/24 for resident # 25,and MDS
assessment completed on 7/08/24 for resident # 52, was modified and transmitted by
the MDS coordinator to reflex level 2 PASRR, of A1500

On 11/27/2024, the Regicnal Quality Management Consultant( RQMC) provided in-
service training to the MDS Coordinator The training covered coding accuracy and MDS
coding of Restraints, CPAP, and PASARR's as per the RAI manual.

Corrective action for residents that may be affected by this deficiency:

On 11/06/24, the DON conducted an audit of the MDS assessments in the last 90 days
for Restraints, P0110, and O 00110 G3 where coded per the as per the RAI manual,
no other inaccurate coding was noted.

On 11/09/24, the RQMC conducted and audit of Level 2 PASRR, and 2 additional
modification where made.

MDS coordinator completed a new PASARR on residents with DX of Schizophrenia, by
11/15/25

Measures put into place or systematic changes that facility will make to ensure
that the deficient practice does not occur again:

Starting 11/10/2024, The MDS Coordinater will review the scheduled MDS assessments
and ensure that P0110, 00110 G and A1500 is coded appropriately on MDS before
transmitting the assessment.
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How corrective action(s) will be accomplished for those residents found to have
been affected by the deficient practice.

MDS coordinator complete a on 11/9/24 for PASRR for resident # 6 with DX of Bipolar
to ensure they accurately reflect resident current status.

MDS coordinator complete a on 11/9/24 for PASRR for resident # 18 with DX of
Bipolar to ensure they accurately reflect resident current status.

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.

All residents have potential to be affected by the deficient practice

1.RQMC provided Inservice Training to admissions coordinator, DON, MDS,
Administrator, on PASRR process and level 2 review

3. Facility will complete a PASRR resident review for all residents in facility and will
update as appropriate to reflect residents’ status, during chart review/admission
process, with new DX and annually

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

1.Upon admission /readmission Admissions Coordinator/ Designee will complete
PASRR within 24 hours of admission and scan into the electronic health record

2.Medical Records Director /Designee will complete monitoring tool for accuracy and
completion of PASSRR upon admissions and readmission and report any negative
findings 1 x week to Administrator in the daily in stand up

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 plan of correction is integrated into the
quality assurance system.

1.Medical Records /Designee will report any negative findings to the QAA committee on
a quarierly basis for the next two quarters for review and recommendation. This process
will be monitored by the Administrator and DON
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“Preparation and/or execution of this plan of correction does not constitute admission
or agreement by the provider of the truth of the facts alleged or conclusion set forth on
the statement of deficiencies. This plan of correction is prepared and/or executed
solely because it is required by the provisions of health and safety code section 1280
CFR 483 et seq™

POC FOR F656 SS=D
Develop/Implement Comprehensive Care plan CFR(s): 483.21(b)(1)(3)

1. Resident #44 and #52 have been reassessed by the IDT on 11/7/24. Patient #44 care
plan was updated to include Cpap usage as well as maintenance of machine. Patient
#52 care plan was updated to include a level 2 passar. Both patients are at baseline
with no change in condition.

2. Audit was performed using order listing report with two additional patients identified
as triggered for a level 2 passar with care plan updated 11/27/24. One additional patient
was identified with cpap care plan being updated to include maintenance and care on
11/7/24. The Clinical Meeting held Monday through Friday under the guidance of the -
Director of Nursing will review all patients with new orders for CPAP, new admission
audit to include passar accuracy.

3. Education was provided on 11/7/24 to IDT team on assuring compliance of initiation
of passar level care plan as well as cpap care plans. Education was provided on the
importance of implementing a cpap care plan on the day of order as well as passar
changes. Nursing educated o implement care plans was provided by the Director of
Nursing and Director of Staff Development and Assistant Director of Nurses. Additional
training will be provided as needed.

4. During Clinical Meeting held Monday through Friday, will review order listing report as
well as new admission audits for any needed care plan revisions. Any trends or
concerns identified will be addressed immediately and additional education provided
and counseling if appropriate. Monitoring of the results of findings will be presented by
the Director of Nursing at the monthly Quality Assurance Meeting for three months. If
identified, additional recommeandations will be made under the guidance of the
Executive Director and committee and implemented until substantial compliance is met
and sustained.

5. Completion Date: 12/12/24
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“Preparation and/or execution of this plan of correction does not constitute admission

‘or agreement by the provider of the truth of the facts alleged or conclusion set forth on

the statement of deficiencies. This plan of correction is prepared and/or executed
solely because it is required by the provisions of health and safety code section 1280
CFR 483 et seq”

POC far F695 Raspiratory /Tracheostomy Care and Suctioning CFR{s):483.25(1)

Rasident#44 Cpap mask was cteaned and placed in an antimicrobial bag with date for
11/7/24. Orders were placed in computer for weekly cleaning of mask, daily cleaning of
humidifier chamber to use digtilled water and to be placed in antimicrobialbag when notin
use.

No other residents have been identified through order listing report as well as building
sweep for any additional cpap machines notidentified. The Clinical meeting held Monday-
Friday under the guidance of the Director of Nursing Services will identify any new orders
for Cpap or new admissions with cpap usage.

Education provided to the Licensed nurses and the IDT team on assuring compliance with
proper care of Cpap machinas by 12/18/24. Training included review by IDT in clinical
meeting of all new admissions for need for Cpap as well as reviewing of order listing report
to ensure all proper orders are obtalned for cpap maintenance on 11/7/24. Alt
malntenance orders will be implemented for Sunday Noc shift with IP checking each
Maonday morning for comptiance. This training was provided by DON, DSD and ADON.
Additionaltraining will be provided as indicated.

Medical records to audit completion of weekly maintenance orders for cpap weekly and
present to IDT team Monday-Friday during clinical standup weekly for 4 weeks, then
monthly x2 until satisfactory compliance is met and sustained. Any concerns or trends
identified will be addressed immediately and additional education provided and
counseling if appropriate. Monitoring of the results of findings will be presented by the
Diractof of Nursing atthe monthly Quality Assurance Meeting x3 months. If identified,
additional recommendations will be made under the guidance of the Executive Diractor
and committee and implemented until substantial compliance is met and sustained.

Completion date

1 21}52'!24

RECEIVED

03 December 2024, 1:44 pm

CA DEPT OF PUBLIC HEALTH
Licensing & Certification - Chico
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“Preparation and/or execution of this plan of correction does not constitute admission
or agreement by the provider of the truth of the facts alleged or conclusion set forth on
the statement of deficiencies. This plan of correction is prepared and/or executed
solely because it is required by the provisions of health and safety code section 1280
CFR 483 et seq”

POC F755 Fharmacy Svs/procedures/Pharmacist/Records CFR(s).483.45(a)(b)(1)-(3}

Resident #58 has been receiving medication since delivered on 11/17/24, MD
notification, and labs done on 11/4/24. '

Audit and review of all patients, using the order listing report on 11/7/24, all medications
available. No additional patients affected.

, (Z(S)2Y
Education provided to Licensed Nurses and the IDT clinical igdm on assuring
compliance on ensuring medications availability by« " The policy for medication
administration was provided to licensed nurses with emphasis on procedure for
medication unavailable to include, call to pharmacy fo request medication if unavailable
in Ekit, call to MD for possible alternative medication, SBAR with notification to RP and
DON. 1DT clinical review will occur Monday-Friday to review all medications unavailable
and ensure compliance. The training was provided by the Director of Nursing, Staff
Development Director and Assistant to Director of Nursing. Additional training wili be
provided as indicated.

Clinical review and care audits will be done by medicatl records daily to ensure all
medications avallable. Clinical IDT will review all notes related o medication not
available to ensure medication delivered. Any concerns or trends will be addressed
immediately and additional education provided and counseling if appropriate. Monitoring
of the results-of findings will be presented by the Director of nursing at the monthly
Quality Assurance Meeting x3 months. If identified, additionatl recommendations will be
made under the guidance of the Executive Director and committee and implemented
until substantial compliance is met and sustained.

Completion date

RECEIVED

03 December 2024, 1:44 pm

CA DEPT OF PUBLIC HEALTH
Licensing & Certification - Chico
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“Preparation and/or execution of this plan of correction does not constitute admission
or agreement by the provider of the truth of the facts alleged or conclusion set forth on
the statement of deficiencies. This plan of correction is prepared and/or executed

solely because it is required by the provisions of health and safety code section 1280

CFR 483 et seq”

F756 Drug Regimen Review, Report irreguiar, Act on CFR(s):483.45(c)(1)(2)(4)(5)

Resndent #56 pharmacy recommendations provided to MD with all recommendatlons
and orders completed on

Pharmacist reviewed all residents on 10/28/24 and again on 11/21/24 for any required
recommendations. All recommendations provided to MD of patient for review with
orders completed.

Educations provided to licensed nurseg as well as IDT related to pharmacy
recommendations and process by 12/18/24. Recommendations emailed to Director of
Nursing and Assistant Director of Nursing. Recommendations will be printed and
provided to physicians and to be returned to Director of Nursing. Assistant Director will
process all orders with copy to be kept in Director of Nureing office in binder with
original to be in patient chart. The training was provided by the Director of Nursing and
Assistant Director of Nursing. Additional training will be provided as indicated.

Assistant Director of Nursing will assure compliance through audit of all
recommendations for the menth being returned and marked as complete. . Any trends
or concerns identified will be addressed immediately and additional education provided
and counseling if appropriate. Monitoring of the results of findings will be presented by
the Director of Nursing at the monthly Quality Assurance Meeting for three months. if
identified, additional recommendations will be made under the guidance of the
Executive Director and committee and implemented until substantial compliance is met
and sustained.

Completion Date:; 12!3724

RECEIVED

03 December 2024, 1:44 pm

CA DEPT OF PUBLIC HEALTH
Licensing & Certification - Chico
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“Preparation and/or execution of this plan of correction does not constitute admission
or agreement by the provider of the truth of the facts alleged or conclusion set forth on
the statement of deficiencies. This plan of correction is prepared and/or executed
solely because it is required by the provisions of health and safety code section 1280
CFR 483 et seq” '

F580 Notify of Changes (Injury/Decline/Room,etc) CFR(s).483.10(g}{14)(i)=(iv){15)

Resident #58 Depakote received 10/18/24 and administered daily with no further
missed doses. Patient is at baseline without any change of condition.

No other residents have been identified through order listing report, MAR audit as well
as progress notes. The Clinical Meeting held Monday through Friday under the
guidance of the Director of Nursing Services will identify any missed medication doses.

Education was provided to licensed nurses as well as IDT team on assuring compliance’
with medication administration, process related to medications when unavailable by
12/10/24. In addition, training included medication administration policy provided to all
IDT team members as well as licensed staff, pharmacy after hour's numbers provided,
process to include notification to pharmacy request for medication, if medication not
available in Ekit MD to be called with notification and request for alternate as
appropriate, SBAR in PCC, call to RP and Director of Nurses. The IDT clinical meeting
held Monday through Friday will review all SBAR related to missed doses of
medications. The training was provided by Director of Nursing, Director of Staff
Development and Assistant Director of Nurses. Additional training will be provided as
indicated.

Daily review of all SBAR will be done Monday through Friday to ensure all medications
have been administered and process followed. Any trends or concemns identified will be
addressed immediately and additional education provided and counseling if appropriate.
Monitoring of the results of findings will be presented by the Director of Nursing at the
monthly Quality Assurance Meeting for three months. If identified, additional
recommendations will be made under the guidance of the Executive Director and
_committee and implemented until substantial compliance is met and sustained.

5. Completion Date: 12/12/24




