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Initial Comments

The following reflects the findings of the California
Department of Public Health during the investigation of
one complaint and one facllity reported incident.

Complaint number: 2632222
Incident number: 2649854

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

Deficiencies were cited for complaint number 2632222 at
€0820, C0825, C0900, C1630, C2185, C4985, C4990, C5135,
and C5215.

Deficiencies were cited for incident number 2649854 at
C0990 and C4490.

Nursing Service--General
CFR(s): T22 DIV5 CH3 ART3-72311(a)(1)(A)

{a) Nursing service shall include, but not be limited
to, the following:

(1) Planning of patient care, which shall include at
least the following:

(A) Identification of care needs based upon an initial
written and continuing assessment of the patient's
needs wilh input, as necessary, from health
professionals Involved in the care of the patient.

Initial assessments shall commence at the time of
admission of the patient and be completed within seven
days after admission.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on interview and record review the facility did

not ensure the accuracy of the admission Minimum Data
Set (MDS, a resident assessment tool) for one out of
three sampled residents (Resident 1) when the admission
MDS indicated Resident 1's hearing was adequate (no
hearing difficulty).
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This failure had the potential to place Resident 1 at
risk for social isolation and mood or behavior
disorders,

Findings:

A review of the Resident Assessment Instrument Manual
(RAI, the instruction manual assisted the MDS nurse
with completing an accurate MDS to provide the
residents with high quality plan for care), dated
10/1/25, indicated, “Problems with hearing can
contribute to sensory deprivation [being deprived of
stimulation such as sound), social isolation, and maod
and behavior disorders. Unaddressed communication
problems related to hearing impairment [difficulty with
hearing] can be mistaken for confusion or cognitive
impairment [memory, ability to pay attention, and
problem solving]. The RAIl Manual indicaled, hearing
assessment information would be utilized to assist with
developing the residents plan of care (care plan, a
document that described resident goals and the care
instruction for staff to assist residents in achieving
their goals). The RAIl Manual indicated, the MDS nurse
would interview and observe the resident for hearing,
perform a record review, and “Consult the resident's
family, caregivers, direct care staff, activities
personnel, and speech or hearing specialisls” (a speech
specialist was also known as a speech therapist).

A review of the "Admission Record," dated 7/3/25,
Indicated, Resident 1 was admitted to the facility on
7/3/125 with the diagnoses of presence of left

artificial hip joint (left hip replacement) and

dependence on supplemental oxygen (extra oxygen that
was breathed in along with normal air to help people
breathe). Resident 1 was not his own responsible party
(RP, decision maker).

During an interview on 10/9/26 at 3:30 pm, Resident 1's
family member (FM) stated, “there was a clip board in
the room that should have some information, but it was
always blank and there was nothing that said he was
hard of hearing and couldn't hear out of his right ear.
When staff talked to him, it didn't appear they knew he
was hard of hearing.”

During a concurrent interview and record review on
10/22/25 at 8:19 am, with Director of Nursing (DON),
Resident 1's refarral packet (documentation sent to the
facility that contained medical information and was
reviewed by the facility prior to facility admission)

was reviewed. DON confirmed, the undated document
titled, “PT, OT, ST," indicated, Resident 1 was hard of
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hearing. DON reviewed the “IDT Discharge Summary RPA,"
dated 8/15/25, and confirmed, under the sectlon titied,
"Social Services," the document indicated Resident 1

was hard of hearing. DON reviewed all care plans dated
713125 through 8/18/25,

During a concurrent interview and record review on
10/22/25 at 9:20 am, with Direclor of Rehab (DOR),
Resident 1's “Speech Therapy SLP Evaluation and Plan of
Treatment” (ST eval), dated 7/7/25 was reviewed. DOR
confirmed, the ST eval indicated, Resident 1's hearing
was functional with increased volume and could not

state what thal meant. Speech Therapist (ST) arrived to
clarify the meaning and confirmed, ST had performed the
ST eval. ST stated, "he was able to hear if you

increased your volume.”

During a concurrent interview and record review on
10/22/25 at 11:05 am, with Activities Director (AD),
Resident 1's “Activities Initial Assessment," dated

717/25 was reviewed, AD slated, “[Resident 1] had
trouble communicating and | did the assessment with his
[RP]. AD confirmed, the assessment indicated, Resident
1 had trouble hearing out of the right ear,

During a concurrent Interview and record revisw on
10/22/25 at 11:08 am, with MDS Coordinator, Resident
1's admission MDS, dated 7/10/25, was reviewed. MDS
Coordinator confirmed, MDS “Section B-Hearing, Speech,
and Vision," indicaled, Resident 1 had scored a 0"

which indicated Resident 1 had no hearing difficuilies.
MDS Coordinator was asked where the information was
obtained for completing the hearing section of the MDS
and stated, "we review all charting from nurses and
therapies, we interview the resident, and assess the
hearing ourselves.” MDS coordinator reviewed the RA|
Manual dated 10/1/25, the ST eval dated 7/7/25, and the
“Aclivities Initial Assessment," dated 7/7/25, MDS
Coordinator stated, “based on the RA|, ST eval, and the
AD's assessment, the admission MDS was inaccurate” and
confirmed, the admission MDS should have reflected
Resident 1 was hard of hearing.

Cc0825 Nursing Service--General C0825
CFR(s): T22 DIV5 CH3 ART3-72311(a)(1)(B)

() Nursing service shall include, but not be limited
to, the following:

(1) Planning of patient care, which shall include at
least the following:

(B) Development of an individual, wrilten patient care
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plan which indicates the care to be given, the
objectives to be accomplished and the professional
discipline responsible for each element of care.
Objectives shall be measurable and time-limited.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on Interview and record review the facility did
not develop a care plan (resident goals and written
instruction for required care) for one out of three
sampled residents (Resident 1) with hearing loss.

This failure had the potential to place Resident 1 at
risk for social isolation and mood or behavior
disorders.

Findings:

A review of the “Registered Nurse (RN)" job
description, dated 7/1/24, indicated, the RN was
responsible for developing care plans.

A review of the "Admission Record," dated 7/3/25,
indicated, Resident 1 was admitted to the facility on
713125 with the diagnoses of presence of left

artificial hip join (left hip replacement) and

dependence on supplemental oxygen (extra oxygen that
was breathed in along with normal air to help people
breathe). Resldent 1 was not his own respansible party
(RP, decision maker).

During an interview on 10/9/25 at 3:30 pm, Resident 1's
family member (FM) stated, “there was a clip board in
the room that should have some information, but it was
always blank and there was nothing that said he was
hard of hearing and couldn't hear out of his right ear.
When staff talked to him, it didn’t appear they knew he
was hard of hearing.”

During a cancurrent interview and record review on
10/22/25 at 8:19 am, with Director of Nursing (DON),
Resident 1's care plans, daled 7/3/25 through 8/18/25
were reviewed. DON confirmed that there was no hearing
loss care plan present and stated, "if a resident was
hard of hearing, there should be a care plan present.
Resident 1's referral packet (documentation sent to the
facility that contained medical information and was
reviewed by the facility prior to facility admission)

was reviewed. DON confirmed, the undated document
titled, “PT, OT, ST, indicated, Resident 1 was hard of
hearing.

During a concurrent interview and record review on
10/22/25 at 9:20 am, with Director of Rehab (DOR),
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Resident 1's "Speech Therapy SLP Evaluation and Plan of
Treatment" (ST eval), dated 7/7/25 was reviewed. DOR
confirmed, the ST eval indicated, Resident 1's hearing
was functional with increased volume and could not

state what that meant, Speech Therapist (ST) arrived to
clarify the meaning and confirmed, ST had performed the
evaluation and stated, "he was able to hear if you
increased your volume.”

During a concurrent interview and record review on
10/22/25 at 11:05 am, with Activities Director (AD),
Resident 1's “Activities (nitial Assessment,” dated

717126 was reviewed. AD stated, “[Resident 1] had
trouble communicating and | did the assessment with his
[RP]. AD confirmed, the assessment indicated, Resident
1 had trouble hearing out of the right ear.

C0300 Nursing Service--Administration of Medication C0900
CFR(s): T22 DIV5 CH3 ART3-72313(a)(2)

(a) Medications and treatments shall be administered as
follows:

(2) Medications and treatments shall be administered as
prescribed,

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on interview and record review the facility

failed to ensure supplemental oxygen (extra oxygen that
was breathed in along with normal air to help people
breathe) was administered as prescribed for one out of
three sampled residents (Resident 1) when Resident 1's
oxygen saturation levels (blood oxygen level in the
blood) were outside of the physician's ordered range.

This resulted In Resident 1 receiving too much oxygen
which had the potential to increase breathing problems,
cause organ damage, and confusion.

Findings:

A review of the facility's policy and procedure (P&P)
titled, “Oxygen Administration,” revised 10/1/10,
indicated, the purpose of the P&P was to ensure
guidelines for safe oxygen administration. The P&P
indicated that facility staff would verify and review
the Physician’s arders,

A review of the "Admission Record," dated 7/3/25,
indicated, Resident 1 was admitted to the facility on
713/25 with the diagnoses of acute (sudden) and chronic
(ongoing and constant) respiratory failure with hypoxia
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(lungs did not function correctly and can't get enough
oxygen into the lungs),chronic obstructive pulmonary
disease (a group of lung diseases that made breathing
difficult), chronic pulmonary edema (fluld that bullt

up in the lungs over time), and dependence on
supplemental oxygen (extra oxygen that was breathed in
through a tube along with normat air to help people
breathe). Resident 1 was djscharged from the facility

on 8/18/24 and was not his own responsible party (RP,
declsion maker).

A review of Resident 1's Care Plan (a document that
outline resident goals and care that would be provided)
litled, “oxygen therapy,” dated 7/7/25, indicaled,
Resident 1 was diagnosed with acute and chronic
respiratory failure with hypoxia, and his oxygen
saturation would be maintained between 88 percent (%)
and 94%.

During a concurrent interview and record review on
10/22/25 at 8:19 am, with Director of Nursing (DON),
Resident 1's Medication Administration Records (MAR)
dated 7/7/25 through 8/18/25 were reviewed, DON
confirmed the MAR indicated, Resident 1 was to receive
oxygen via the nasal cannula (tube inserted into nose)
or mask (covered mouth and nose) to maintain oxygen
saturation between 88% and 94%. DON confirmed, there
were 66 out of 84 limes, that nursing staff documented
Resident 1's oxygen saturation was above 94%, and his
physician was not notified. DON stated, “we should have
been following the order."

C0990 Nursing Service--Patient Care C0990
CFR(s): T22 DIV5 CH3 ART3-72315(b)

(b) Each patient shall be treated as individual with
dignily and respect and shall not be subjected to
verbal or physical abuse of any kind.

This LICENSURE REQUIREMENT is NOT MET as svidenced by:
Based on observations, interviews, and record reviews,
the facility failed to protect the rights for one out

of three sampled residents (Resident 3) when Certified
Nurse Assistant (CNA) A stated witnessed verbal abuse

towards Resident 3.

This failure violated Resident 3'’s rights, caused fear,
and had the potential to cause feelings of humiliation.

Findings:

A review of the facility's policies and procedures
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(P&P) titled, “Resident Right's, dated 12/1/21,
indicated, “Employees shall treat residents with
kindness, respect, and dignity" The P&P indicated,
residents would be provided with a dignified existence
and be free from abuse.,

A review of the "LGBT [Lesblan, Gay, Bisexual,
Transgender] Training Requirements” (LGBT training),
dated 9/12/17, indicaled, a Transgender person was
described as having a gender identity that was
different than their assigned birth gender. The LGBT
training indicated, facility staff would use the LGBT
individuals’ preferred gender identity while speaking
to or about them,

A review of the facility's P&P titled, LGBT Resident
Rights," revised 12/12/17, indicated, the facility
prohibited (forbid) facility staff from discrimination
against LGBT residents and facility staff would not
discriminale against residents who were transgender,
The P&P indicated, “Willfully and repeatedly failing to
use a resident's preferred name or pronouns after being
clearly Informed of the preferred name or pronoun;” was
considered discrimination.

A review of the “Admission Record," dated 7/8/25,
indicated that Resident 3 was admitted to the facility
on 7/8/25 wilth the diagnoses of dysarthria following
cerebral infarction (difficulty with speech after

having a stroke), transsexualism (iransgender), and
aphasia (language disorder that affected the ability to
speak). Resldent 3 was their own responsible party
{made own decisions),

A review of Resident 3's care plan (a written plan of
resident goals and care instructions for facility

staff) titled, “psychosocial well-being,” dated 7/9/25,
indicated, Resident 3 identified as a female.

A review of the minimum data set (MDS, a resident
assessment tool), dated 10/14/25, indicaled a Brief
Inlerview for Mental Status (BIMS, an assessment tool
used by facllities to screen and identify memory,
orientation, and judgement status of the resident) was
performed. Resident 3's BIMS score was 6 out of 15,
indicating poor memory.

During a concurrent observation and interview on
10/10/25 at 9:52 am, Certified Nurse Asslstant (CNA) A,
CNA A stated, "l overheard (CNA B] tell (Resident 3]

“to shut the [F word] up. Get it together, when you got
here you were male, now you're female. | reported it to
the charge nurse and Admin [administrator] [CNA B} was
very rude to [Resident 3], so | interrupted and put a
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stop to it

During a concurrent interview and record review on
10/10/25 at 10:08 am, Resident 3 was observed lying in
bed with the sheet down around the waist. Resldent 3
was observed smiling and had good eye contact during
introductions, When Resident 3 was asked about fiving
in the facility and being treated with dignity and
respect, Resldent 3's smile faded, eyes became watery,
no longer maintained eye contact, while bawing her
head, Resident 3's head moved back and forth,
indicating no and stated “no" in a hushed voice.
Resident 3 began to stutter and could not verbalize
words. Resident 3 was asked if it was okay to talk
about what had happened and Resident 3 stated, “no, |
can't,’ pulled the sheet up undsrneath the chin with
trembling hands. Resident 3's head was shaking, eyes
were wide, and appeared to be fearful. Resident 3 was
asked if Resident 3 was afraid to share the experience
and she shook her head yes. The interview ended.

During a concurrent observation and interview on
10/21/25 at 12:35 pm, Resident 2 was observed silting
in a wheelchair in the room. Resident 3 was smiling and
laughed during re introductions and stated "yes" when
asked if Resident 3 remembered who this writer was,
Resident 3 was asked about statements made about
alleged staff witnessed verbal abuse and Resident 3
shook head up and down, indicating yes when asked if
that had happened. Resident 3 became visibly upset,
with watery eyes and covered her face with both of her
hands. Resident 3 confirmed feeling upset and when
asked if everything between CNA B and herself were okay
now, Resident 3 broke eye contact, looked at the floor
and whispered "yes” while shaking head back and forth
indicating no,

During an interview on 10/21/25 at 1:19 pm, a phone
interview with CNA B was conducted,. CNA B had a loud
tone with normal conversation, CNA B referred fo
Resident 3 using he/him pronouns seven times during the
first few minutes of the interview. When asked why CNA
B consistently used he/him pronouns, CNA B's tone
became very loud and stated," | have no issues with him
or people like thal" GNA B's tone became aggressive,
rapid in pace, and sounded angry while stating “/ don't
have any problems with him["

C1630 Dietetic Service--Food Service C1630
CFR(s): T22 DIV5 CH3 ART3-72335(a)(7)

(a) The dietetic service shall provide food of the
quality and quantlity to meet each patient’s needs in
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accordance with the physicians' orders and to meet "The
Recommended Dally Dietary Aliowance," the most current
edition, adopted by the Food and Nutrition Board of the
National Research Council of the National Academy of
Sciences, and the following:

(7) Recipes for all items that are prepared for regular
and therapeutic diets shall be available and used to
prepare attractive and palatable meals, in which
nutritive values, flavor and appearance are conserved.
Food shall be served attraclively, at appropriate
temperatures with appropriate eating utensils and in a
form to meet individual needs,

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on observations, interviews, and record reviews,
the facility failed to ensure food was served at an
appropriate temperature when:

1. Resident 1's family member (FM) and responsible
party (RP, decision maker) stated, “focd was often
served cold,”

2, Resident 2 stated “the food is always cold,” and

3.The food and nutrition department did not
consistently record food temperatures prior to serving
meals.

This had the risk of foodborne iliness (iliness that

can be caused by undercooked food), unintended weight
loss, and to negatively impact resident's psychosocial
well-being.

Findings:

1. A review of the facility’s policy and procedure

(P&P) titled, “Food and Nutrition Services," revised
10/1/17, indicated, the food and nutrition depariment
would ensure food was served at an appetizing and safe
temperature,

A review of the facility's P&P titled, "Food

Preparation and Service,” revised 11/1/22, indicated,
safe handling practices were adhered to. The P&P
indicated, examples of potentlally hazardous foods that
had the potential for foodborne illness included

poultry (chicken, turkey) and milk.

A review of the facility’s P&P titled, “Preventing
Foodborne liiness-Food Handling,” revised 7/1/14,

STATE FORM Event ID: 1D924E-H1  Facility ID: CA230000024 If continuation sheet Page 9 of 19



PRINTED: 10/29/2025

FORM APPROVED
California State Department of Heaith
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS IBENTIFICATION NUMBER: A.BUILDING 1012212025
230000024
B.WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
REDDING POST ACUTE 1836 GOLD STREET , REDDING, California, 96001
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
C1630 Conlinued from page 9 C1630

indicated, potentially hazardous foods would be cooked
to the appropriale temperatures.

During an interview on 10/9/25 at 3:30 pm, FM stated,
Resident 1, "complained the food was cold often” and
confirmed FM was present when Resident 1 was served
cold food.

During an interview on 10/9/25 at 4:53 pm, Resident 1's
RP stated, “| would assist [Resident 1] with eating

while being present in the facility and often the food
was cold.

2, A review of the "Admission Record," dated 2/1/23
indicated Resident 2 was admitted to the facility on
2/1/123 with the diagnoses of hypertension (high blood
pressure) and major depressive disorder (a sad mood).
Resident 2 was her own RP.

A review of the Minimum Data Set (MDS, a resident
assessment tool), dated 8/20/25, indicated a Brlef
Interview for Mental Status (BIMS, an assessment tool
used by facilifies to screen and identify memoary,
arientation, and judgement status of the resident) was
performed. Resident 2's BIMS score was 15 out of 15,
indicating good memory.

During a concurrent observation and inferview on
10/10/25 at 1:04 pm, Resident 2 was observed in her
room with her lunch tray. There was a chicken breast on
a bun observed on the plate. Resident 2 stated, "food

is cold all the time, it's barely warm now. | was

really excited about lunch today!” Resident 2 was
observed pushing the lunch tray away and shaking her
head back and forth while looking at the floor,

Resident 2 stated, “I go to Resident Council [a meeting
where resldents can discuss their concerns], we
complain about food, and they always have an answer for
reasons the food is cold, or the milk is warm."

3. During a concurrent observation, interview, and

record review, on 10/10/25 at 1;21 pm, with Certified
Dietary Manager (CDM), the “Daily Food Temperatures
Log" (temp log) dated 10/10/25 was reviewed. COM
acknowledged resident complaints of cold food, Temp

logs were requested for review, Two minutes after the

temp logs had been requested, CDM was observed through
the window, writing on papers that were in a binder.

CDM confirmed, CDM was writing termperatures on the temp
log prior to providing the requested documentation, COM
stated, "writing on temp log for dessert, milk, and

juice. The temps were taken prior to providing

residents their meals, they just didn't write it CDM
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reviewed the temp logs, dated 8/3/25, 8/9/25, 8/10/25,
and 10/6/25. CDM confirmed, the lemp logs were missing
temperatures for all food and drinks served for lunch.
CDM reviewed the temp log dated 9/1/25 and confirmed,
there was no temperature written In the dinner area for
vegetables and starch (food like pasta, bread, rice, or
potatoes) and stated, “if there is no temp they didn't
serve that item.” CDM reviewed the, "Good For Your
Health Menu," dated 9/1/25, and confirmed, macaroni
salad had been served and there should have been a
temperature taken for starch,

During an interview on 10/10/25 at 3:28 pm, the Cook
stated, “food temperatures were taken when the tray
line is ready, just before we start the tray line, and

is to be documented before we plate any food."

During an interview on 10/10/25 at 3:40 pm, Regislered
Dietician stated, "When food came out of the aven, they
take a temperature and document it prior to tray line"
(where each resident's plate was assembled with food
and drinks).

C2185 Pharmaceutical Service--Staff G2185
CFR(s). T22 DIV5 CH3 ART3-72375(c)

(c) A pharmacist shall review the drug regimen of each
patient at least monthly and prepare appropriate
reports. The review of the drug regimen of each patient
shall include all drugs currently ordered, information
concerning the patient's condition relating to drug
therapy, medication administration records, and where
appropriate, physician's progress notes, nurse's notes,
and laboratory test results. The pharmacisls shall be
responsible for reporting, in writing, irregularities

in the dispensing and administration of drugs and other
matiers relating to the review of the drug regimen to
the administrator and director of the nursing service.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on interview and record review the facility's
Consultant Pharmacist (CP) did not ensure a Physician's
order for one out of three sampled residents (Resident
1) was free from irregularities (mistakes) when
cyclobenzaprine (a muscle relaxant)-was ordered to be
given for pain or muscle spasms.

This fallure caused ineffective medication monitoring
and could lead to negative clinical outcomes,

Findings:
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A review of the facllity's undated policy and procedure
(P&P) titled, “Medication Regimen Review," indicated,
the CP reviewed medication orders for every resident
upon admission and monthly to identify irregularities.
The P&P indicated, medication without adequate
monitoring would be identified and reported to the
facility's Physician for review,

A review of the “Admission Record,” dated 7/3/25,
indicaled, Resident 1 was admitted to the facility on
713125 with the diagnoses of presence of left

artificial hip joint (left hip replacement) and chronic
pulmonary edema (fluid in the lungs that built up over
time), Resident 1 was not his own responsible party
(RP, decision maker),

A review of Resident 1's Medication Administration
Record (MAR), dated 7/1/25 through 7/31/25, indicated,
the Physician ordered cyclobenzaprine HCL (a medication
that treated muscle spasms) 5 milligrams by mouth every
eight hours as needed for pain and muscle spasms in
both legs.

A review of the Medication Regimen Review (MRR), dated
7/28/25, indicated that the CP performed a review of
Resident 1's medications, No irregularities for
cyclobenzaprine had been reportad.

During an interview on 10/21/25 at 10:10 am, CP
confirmed, the facility's Physician ordered
cyclobenzaprine HCL 5§ milligrams by mouth every eight
hours as needed for pain and muscle spasms in both
legs. CP stated, “there is no documentation that
indicated if it [cyclobenzaprine] was given for pain or
muscle spasms, there should be an Indication for why
they used it, the MAR doesn't reflect why it was given,
and it was a missed opportunity.” CP stated,
“indications for cyclobenzaprine could have been caught
during the monthly medication review and the facility
should have caught it also. | did one med review before
[Resident 1] discharged [from the facility] and |

didn't catch it on my end."

C4490 Patients’ Rights C4430
CFR(s). T22 DIV5 CH3 ART5-72527(a)(10)

(a) Patients have the rights enumnerated in this section
and the facility shall ensure that these rights are not
violated. The facility shall establish and implement
written policies and procedures which include these
rights and shall make a copy of these policies
available to the patient and lo any representative of
the patient. The policies shall be accessible to the
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public upan request. Patients shall have the right:

(10) To be free from mental and physical abuse,
This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, and record review, the
facility failed to follow their abuse policy when lhe
Californla Department of Public Health (CDPH, a State
agency that promoted the health, wellness, and safety
of Californians), local Ombudsman (government official
that protected resident rights), and the police
department were not notified when an allegation of
wilnessed verbal abuse was made toward Resident 3.

This failure caused a delay in investigating and placed
Resident 3 at risk for continued alleged verbal abuse,

Findings:

A review of the facility’s policies and procedures

(P&P) titled, “Reporting Abuse to State Agencies and
Other Entities/Individuals,’ revised 1/1/17, indicated,

all suspected allegations of abuse would be reported to
COPH, the local Ombudsman’s office, and the palice
department,

A review of the facility's P&P titled, “Protection of
Residents During Abuse Investigation,” indicated, the
facility would protect residents form further harm
while investigating abuse allegations.

A review of the “Admission Record," dated 7/8/25,
indicated that Resident 3 was admitted to the facility

on 7/8/25 with the diagnoses of dysarthria following
cerebral infarction (difficulty with speech after

having a sfroke), transsexualism (transgender, a
person’s gender identity was different than their
assigned birth gender), and aphasia (language disorder
that affected the ability to speak). Resident 3 was her
own responsible party (made own decisions).

A review of Reslident 3's undated care plan (a written
plan of resident goals and care instructions for
facility staff) titled, “psychosocial well-being,”
indicated, Resident 3 Identified as a female.

During a concurrent observation and interview on
10/10/25 at 9:52 am, Certified Nurse Assistant (CNA) A,
CNA A stated, "l overheard [CNA B] tell [Resident 3]

“to shut the [F word] up. Get it together, when you got
here you were male, now you're female, | reported it to
the charge nurse and Admin [administrator], [CNA B] was

STATE FORM

Event ID: 1D924E-H1  Facility 1D: CA230000024 If continuation sheet Page 13 of 19



PRINTED: 10/29/2025

FORM APPROVED
California State Department of Health
STATEMENT OF DEFICIENCIES I({)J(é)y\}f;?ggk@y&{z&s&)g;lélgRRICLlA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS ’ A.BUILDING 10/22/2025
230000024
B.WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
REDDING POST ACUTE 1836 GOLD STREET , REDDING, California, 96001
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
C4490 Continued from page 13 C4490
very rude to [Resident 3], so | interrupted and put a

stap to it”

During an interview on 10/21/25 at 12:10 pm, with Admin
and the Directlor of Nursing (DON), a copy of the 5-day
abuse investigation report regarding allegations of

staff witnessed verbal abuse was requested. Admin and
DON both stated, "no one had ever reported this to us”
Admin confirmed the allegation of verbal abuse was not
reported to the required entities due to CNA A not
reporting the allegation to Admin or DON,

C4985 Patients’ Health Records C4985
CFR(s): T22 DIV5 CH3 ART5-72543(h)

(h) Patient health records shall be filed in an
accesslble manner in the facility or In health record
storage, Storage of records shall provide for prompt
retrieval when needed for continuity of care. Health
records can be stored off the facility premises only
with the prior approval of the Department.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, and record review, the
facllity did not ensure medical recards for one out of
three sampled residents (Resident 1) were filed in an
accessible manner when medical records could not be
located.

This failure caused a delay in medical record
accessibility,

Findings:

A policy and procedure that pertained to medical
records being complete, accurate, and present was
requested and nol provided.

A review of the “Admission Record,” dated 7/3/25,
indicated, Resident 1 was admitted to the facility on
713125 with the diagnoses of presence of left

artificial hip joint (left hip replacement) and

dependence on supplemental oxygen (extra oxygen that
was breathed in along with normal alir to help people
breathe). Resident 1 was discharged from the facility

on 8/18/24 and was not his own responsible party (RP,
decision maker),

A review of Resident 1's electronic medical records was
conducted. There was no "inventory of Personal
Possessions” or an admission "History and Physical”
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present,

During an interview on 10/22/25 at 8:19 am, Director of
Nursing (DON) stated, the “Inventory of Personal
Possessions" and the admission “History and Physical”
would be in the paper medical recards chart in the
medical record (MR) department,

During a review of Resident 1's paper medical records
chart, the “Inventory of Personal Possessions” and the
admission “History and Physical" were not present,

During a concurrent observation and interview on
10/22/25 at 10:00 am, MR was observed sitting at the
desk looking through paperwork, MR confirmed, an
Inability to find the “Inventory of Personal

Possessions” and the admission “History and Physical."

During a concurrent interview and record review on
10/22/25 at 11:26 am, DON provided an undated
“Inventory of Personal Possessions” and an admission
“History and Physical” dated 7/3/25. DON stated, “the
History and Physical was found in the Admissions
office.” No explanation was provided regarding where
the “Inventory of Personal Possessions” had been found.

€4980 Patients' Health Records C4990
CFR(s): T22 DIV5 CH3 ART5-72543(j)

(i) The patient health record shall not be removed from
the facility, except for storage after the patient is
discharged, unless expressly and specifically
authorized by the Department,

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, and record review, the
facility failed to ensure medical records did not leave
the facility for one out of three sampled residents
(Resident 1) when the facility's Physician took

resident medical records home.

This had the potential for medical records to become
lost and caused a delay in locating Resident 1's
“History and Physical.

Findings:
A palicy and procedure that pertained to medical

records being complete, accurate, and present was
requested and not provided.
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A review of the "Admission Record,” dated 7/3/25,
indicated, Resident 1 was admitted to the facility on
713125 with the diagnoses of presence of left

artificial hip joint (left hip replacement) and

dependence on supplemental oxygen (extra oxygen that
was breathed in along with normal air to help people
breathe). Resident 1 was discharged from the facility

on 8/18/24 and was not his own responsible party (RP,
decision maker).

A review of Resident 1’s electronic medical records was
conducted. There was no admission “History and
Physical” present,

During an interview on 10/22/25 at 8:19 am, Director of
Nursing (DON) stated, “the admission “History and
Physical” would be in the medical records (MR)
department. DON confirmed, the requested documentation
would be located on paper and not in the electronic
medical record,

During a review of Resident 1's paper medical records
chart, the admisslon “History and Physical” was not
present, Resident 1's discharge assessment from the
Physician was present,

During a concurrent observation and interview on
10/22/25 at 10:00 am, MR was observed sitting at desk
looking through paperwark, MR confirmed, the admission
“History and Physical" would be in the paper chart and
confirmed an inability to find it

During a concurrent interview and record review on
10/22/25 at 11:26 am, DON provided an admission
“History and Physical” dated 7/3/25. DON stated, “the
History and Physical was found in the Admissions
office, [the Physiclan] sometimes took History and
Physicals home and brings them back.’

C5135 Content of Health Records C5135
CFR(s): T22 DIVS CH3 ART5-72547(a)(5)(B)
(a) A facility shall maintain for each patient a health

record which shall include:

(5) Nurses' notas which shall be signed and dated,
Nurses' notes shall include:

(B) Meaningful and informalive nurses' progress notes
written by licensed nurses as often as the patient's
condition warrants, However, weekly nurses' progress
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notes shall be written by licensed nurses on each
patient and shall be specific to the patient's needs,
the patient care plan and the patient's response to
care and treatments.

This LICENSURE REQUIREMENT Is NOT MET as evidenced by:

Based on interview and record raview the facility did

not ensure “Daily Skilled Charting,” (the nurse's daily
assessment) were meaningful for one out of three
sampled residents (Resident 1) when Resident 1's
hearing was documented as being adequate (no hearing
loss was present).

This had the potential for Resident 1's specific care
needs to go unmet.

Findings:

A review of the facility’s policies and procedures
(P&P) titled, “Resident Examination and Assessment”
revised 2/1/14, indicated residents were assessed for
abnormalities in health status,

A policy and procedure that pertained to medical
records being accurate was requested and not provided.

A review of the “"Admission Record," dated 7/3/25,
indicated, Resident 1 was admitted to the facility on
7/3125 with the diagnoses of presence of left

artificial hip joint (left hip replacement) and

dependence on supplemental oxygen (extra oxygen that
was breathed in along with normal air to help people
breathe). Resident 1 was discharged from the facility

on 8/18/24 and was not his own responsible party (RP,
decision maker).

During a concurrent inlerview and record review on
10/22/25 at 8:19 am, with the Director of Nursing (DON)
Resident 1's “Daily Skilled Charting," notes dated
7117125, 7/124/25, and 7/31/25 were reviewed, DON
confirmed, the “Daily Skilled Charting” notes had
indicated, Resident 1's hearing was adequate, Resident
1's "Weekly Progress Note," notes dated 7/17/25,
7/24/25, and 7/31/25 were reviewed. DON confirmed the
nurses, “Weekly Progress Note," notes had indicated,
Reslident 1 was hearing impaired and hard of hearing.
DON confirmed the assessments were inconsistent,

C5215 Content of Health Records C5215
CFR(s): T22 DIV5 CH3 ART5-72547(a)(16)

(a) A facllity shall maintain for each patient a heaith
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record which shall include:

(16) An inventory of all patients' personal effects and
valuables as deflned in Section 72545 (a) (12) made
upon admission and discharge. The inventory list shall
be signed by a representative of the facliity and the
patient or his authorized representative with one copy
to be retained by each.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on interview and record review the facility

failed to ensure the inventory list for one out of

three sampled residents (Resident 1) was complete when
the inventory list was nol signed by the responsible

party (RP, decision maker) and the facility staff that
completed it.

This failure had the potential for personal belongings
not to be accurately accounted for.

Findings:

A review of the facility's P&P titled, “Personal
Property,” revised 8/1/22, indicated the facility would
ensure resident property was inventoried.

A review of the "Admission Record," dated 7/3/25,
indicated, Resident 1 was admitted to the facility on
713125 with the diagnoses of presence of left

artificial hip joint (left hip replacement) and

dependence on supplemental oxygen (exira oxygen that
was breathed in along with normal air to help people
breathe). Resident 1 was discharged from the facllity

on 8/18/24 and was not his own responsible party (RF,
decision maker).

During a concurrent interview and record review on
10/22/25 at 11:26 am, with Director of Nursing (DON),
Resident 1's undated “Inventory of Personal
Passessions” (Inventory list) was reviewed, DON
confirmed Resident 1's RP had not signed in the spaces
provided for admission or discharge form the facility.
DON was asked how the form was to be completed and
stated, "the CNAs [Certified Nurse Assistants] do

that!" The name of the CNA that is responsible for
completing this form was requested and not provided.
DON confirmed there was an lllegible signature an the
discharge section of the document and could not
identify who completed the form upon discharge from the
facility.

A review of the “General Nole," dated 8/18/25,
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indicated that Resident 1's RP was present in the
facility during the discharge process,
During an interview on 10/22/24 at 11:36 am, Resident
1's RP stated, “the inventory list was never reviewed
or given to me at discharge or admission.”
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Facility Name: Redding Post Acute
Citation Number: C0820

Regulation: Nursing Services — General
Date of Completion: November 8, 2025

DEFICIENCY:

Based on interview and record review, the facility did not ensure the accuracy of the admission
Minimum Data Set (MDS), a resident assessment tool, for one out of three sampled residents
(Resident #1) when the admission MDS indicated Resident #1°s hearing was adequate (no
hearing difficulty).

FACILITY’S PLAN OF CORRECTION:

1. Element #1: How the corrective action will be implemented for residents affected by the
deficient practice.
Resident #1 has been discharged from the facility.

2. Element #2: How the center will identify other residents having the potential to be
affected by the same deficient practice.

A 100% audit of all current residents’ most recent MDS assessments was initiated to ensure
accuracy of sensory and communication sections (hearing and vision). Any discrepancies
identified were corrected, and care plans were updated accordingly.

3. Element #3: What measure will be put into place or what systemic changes the center
will make to ensure that the deficient practice does not recur.

All MDS staff and licensed nurses involved in assessment and data collection were re-educated
on:

e Accurate completion of the MDS per RAI (Resident Assessment Instrument) guidelines.
e Verifying resident sensory status through observation, resident/family interview, and
review of medical records prior to submission.
The MDS Coordinator and DON will ensure that each admission and significant change
MDS is reviewed for accuracy before final submission.

4. Element #4: How the center plans to monitor its performance to make sure that solutions
are sustained.

The MDS Coordinator or designee will conduct weekly audits for four (4) weeks, then
monthly for two (2) months, of at least three (3) randomly selected MDS assessments to verify
accuracy in the sensory section. Audit results will be presented during QAPI (Quality
Assurance and Performance Improvement) meetings. Any errors identified will be corrected
immediately, and staff involved will receive retraining as needed.
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5. Element #5: Completion Date.
Date of full compliance: November 21, 2025

Facility Representative Name/Title: Ashley Jorgenson, Director of Nursing
Facility Name: ing Post Acute
Signature: Date: ‘'/®/ocax
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Facility Name: Redding Post Acute
Citation Number: C0825

Regulation: Nursing Services — General
Date of Completion: November 8, 2025

DEFICIENCY:

Based on interview and record review, the facility did not develop a care plan (resident goals and
written instruction for required care) for one out of three sampled residents (Resident #1) with
hearing loss. This failure had the potential to place Resident #1 at risk for social isolation and
mood or behavior disorders.

FACILITY’S PLAN OF CORRECTION:

1. Element #1: How the corrective action will be implemented for residents affected by the
deficient practice.
Resident #1 has been discharged from the facility

2. Element #2: How the center will identify other residents having the potential to be
affected by the same deficient practice.

A facility-wide audit was conducted of all residents identified with hearing deficits to ensure that
appropriate, individualized care plan interventions are in place. Any missing or incomplete care
plan items were immediately corrected by the IDT.

3. Element #3: What measure will be put into place or what systemic changes the center
will make to ensure that the deficient practice does not recur.

Licensed nurses and members of the IDT were re-educated on the requirement to develop and
update individualized care plans that address all assessed resident needs, including sensory
impairments such as hearing or vision loss.

The MDS Coordinator and DON will ensure that any sensory deficits identified on the MDS
trigger an appropriate care plan intervention. Newly admitted residents with hearing or vision
concerns will have their care plans initiated within 48 hours of admission.

4. Element #4: How the center plans to monitor its performance to make sure that solutions
are sustained.

The DON or designee will conduct weekly audits for four (4) weeks, then monthly for two (2)
months, to verify that residents with hearing deficits have active, individualized care plan
interventions addressing communication and social engagement needs.

Audit findings will be reported and reviewed during QAPI (Quality Assurance and
Performance Improvement) meetings. Any identified deficiencies will be corrected
immediately, and additional education provided as necessary.
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S. Element #5: Completion Date.
Date of full compliance: November 21, 2025

Facility Representative Name/Title: Ashley Jorgenson, Director of Nursing
Facility Name: ing P(:?Acute

Signature: — a3/ Ny Date: \\/@/o0=%
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Facility Name: Redding Post Acute

Citation Number: C0900

Regulation: Nursing Services — Administration of Medication
Date of Completion: November 8, 2025

DEFICIENCY:

Based on interview and record review, the facility failed to ensure supplemental oxygen was
administered as prescribed for one of three sampled residents (Resident #1) when oxygen
saturation levels were outside of the physician’s ordered range. This resulted in Resident #1
receiving too much oxygen, which had the potential to increase breathing problems, cause organ
damage, and confusion.

FACILITY’S PLAN OF CORRECTION:

1. Element #1: How the corrective action will be implemented for residents affected by the
deficient practice.

Resident #1 has been discharged from the facility. Prior to discharge, the resident’s condition
was stable, and no adverse effects were noted related to the oxygen administration. The attending
physician was notified of the incident and made aware of the resident’s discharge status.

2. Element #2: How the center will identify other residents having the potential to be
affected by the same deficient practice.

All current residents receiving supplemental oxygen were reviewed to ensure oxygen is being
administered per the current physician’s order. Any discrepancies were immediately corrected,
and physicians were notified as needed. No other residents were identified as affected.

3. Element #3: What measure will be put into place or what systemic changes the center
will make to ensure that the deficient practice does not recur.

A facility-wide in-service training was provided to all licensed nurses regarding proper
administration and titration of supplemental oxygen according to physician orders,
documentation of oxygen saturation readings, and the notification protocol for oxygen levels
outside the ordered range. The Nursing Supervisor or designee will verify that all oxygen therapy
orders clearly specify flow rate and target oxygen saturation range. All new and readmitted
residents with oxygen orders will have those orders reviewed by the Director of Nursing (DON)
or designee to ensure clarity and completeness.

4. Element #4: How the center plans to monitor its performance to make sure that solutions
are sustained.

The DON or designee will perform weekly audits for four (4) weeks, then monthly for two (2)
months, to ensure residents receiving oxygen are administered therapy per physician orders.
Audit results will be reviewed during the Quality Assurance and Performance Improvement
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(QAPI) meetings. Any identified concerns will result in immediate corrective action, including
retraining or disciplinary measures as appropriate.

3. Element #5: Completion Date.
Date of full compliance: November 21, 2025

Facility Representative Name/Title: Ashley Jorgenson, Director of Nursing
Facility Name: ing Pogj Acute
Signature: PN P4 e Date: _ \\ /8 /905€
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Facility Name: Redding Post Acute
Citation Number: C0990

Regulation: Nursing Services — Patient Care
Date of Completion: November 8, 2025

DEFICIENCY:

Based on observations, interviews, and record reviews, the facility failed to protect the rights of
one out of three sampled residents (Resident #3) when Certified Nurse Assistant (CNA) A was
witnessed making a verbally abusive statement toward Resident #3. This failure violated
Resident #3’s rights, caused fear, and had the potential to cause feelings of humiliation.

FACILITY’S PLAN OF CORRECTION:

1. Element #1: How the corrective action will be implemented for residents affected by the
deficient practice.

Resident #3 was immediately assessed by the licensed nurse for physical and emotional well-
being following the incident. The resident denied injury or distress related to the event.
Emotional support was offered if needed, and the attending physician was notified. The alleged
perpetrator (CNA A) was immediately suspended pending investigation, and the allegation was
reported to the California Department of Public Health (CDPH) and the Long-Term Care
Ombudsman as required. The facility completed an internal investigation, and appropriate
disciplinary action was taken based on the findings.

2. Element #2: How the center will identify other residents having the potential to be
affected by the same deficient practice.

All residents were interviewed and observed for signs of distress, fear, or mistreatment. No
additional residents reported or displayed evidence of abuse or neglect. Staff were reminded to
immediately report any allegations, suspicions, or observations of abuse to the charge nurse and
administration per facility policy.

3. Element #3: What measure will be put into place or what systemic changes the center
will make to ensure that the deficient practice does not recur.

All facility staff will receive re-education on the Abuse Prevention Policy, including
definitions, examples of verbal abuse, resident rights, and mandatory reporting procedures.

o Education emphasized that any form of disrespectful, degrading, or threatening language
toward residents is strictly prohibited.

o The facility reinforced a zero-tolerance policy for abuse.

e New hires will receive abuse reporting training during orientation and annually thereafter.
The DON and Administrator will ensure that all allegations are promptly investigated,
and corrective actions are implemented as required by regulation.
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4. Element #4: How the center plans to monitor its performance to make sure that solutions
are sustained.

The DON or designee will conduct random staff and resident interviews weekly for four (4)
weeks, then monthly for two (2) months, to ensure that residents feel safe and that staff adhere
to the facility’s Abuse Prevention Policy.

All findings will be reported and reviewed during QAPI (Quality Assurance and Performance
Improvement) meetings. Any identified issues will result in immediate corrective action and
retraining.

5. Element #5: Completion Date.
Date of full compliance: November 21, 2025

Facility Representative Name/Title: Ashley Jorgenson, Director of Nursing
Facility Name: ing Post Acute
Signature: '? e R [~ Date: “/ [ YA
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Facility Name: Redding Post Acute
Citation Number: C1630

Regulation: Dietary Services — Food Service
Date of Completion: November 8, 2025

DEFICIENCY:
Based on observations, interviews, and record reviews, the facility failed to ensure food was
served at an appropriate temperature when:

1. Resident #1°s family member and responsible party stated, “food was often served cold,”

2. Resident #2 stated, “the food is always cold,” and

3. The Food and Nutrition Department did not consistently record food temperatures prior
to serving meals.
This failure had the potential to increase the risk of foodborne illness, contribute to
unintended weight loss, and negatively impact residents’ psychosocial well-being.

FACILITY’S PLAN OF CORRECTION:

1. Element #1: How the corrective action will be implemented for residents affected by the
deficient practice.

Resident #1 has been discharged from the facility. Resident #2 was educated on the option of
asking for a newly made meal prepared at optimal meal temperatures. The Dietary Manager and
Food Service Director immediately reinforced meal service temperature monitoring with all
dictary staff.

2. Element #2: How the center will identify other residents having the potential to be
affected by the same deficient practice.

All residents in the facility have the potential to be affected. A review of the previous seven (7)
days of temperature logs was conducted to identify any inconsistencies. No additional adverse
findings were noted. The kitchen staff were instructed to verify and document meal temperatures
before every tray line service to ensure food is served within the safe and acceptable temperature
range.

3. Element #3: What measure will be put into place or what systemic changes the center
will make to ensure that the deficient practice does not recur.

A comprehensive re-education was provided to all dietary staff regarding proper food holding,
monitoring, and serving temperatures in accordance with state and federal food safety standards.

o Staff were re-trained on the requirement to record and document hot and cold food
temperatures before each meal service.
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o The Food Service Director or designee will ensure temperature logs are completed,
accurate, and maintained daily.

e Food holding equipment (steam tables, warmers, and cold wells) were checked for
function, and maintenance was contacted to verify proper operating temperatures.

e CDM will attend resident council meetings upon invitation and take notes of room and
cart numbers with food temp complaints to follow up on.

o A corrective action process will be initiated for any staff found not following temperature
documentation or service protocols.

4. Element #4: How the center plans to monitor its performance to make sure that solutions
are sustained.

The Food Service Director or designee will conduct temperature audits before each meal
service daily for two (2) weeks, then three times per week for the following four (4) weeks,
and weekly for two (2) months thereafter.

o Audit results will be reviewed with the Director of Nursing (DON) and Administrator.

o Test trays will go out at least twice a week to varied staff with test tray slip to document
temperature, presentation and taste. CDM will make corrections based off test tray notes.

e Findings will be presented during QAPI (Quality Assurance and Performance
Improvement) meetings.

e Any deviations will result in immediate staff retraining or disciplinary action, as
appropriate.

S. Element #5: Completion Date.
Date of full compliance: November 21, 2025

Facility Representative Name/Title: Ashley Jorgenson, Director of Nursing
Facility Name: ing Post Acute
Signature: IR WA S Date: W\ /8 [ooas
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Facility Name: Redding Post Acute
Citation Number: C2185

Regulation: Pharmaceutical Services — Staff
Date of Completion: November 8, 2025

DEFICIENCY:

Based on interview and record review, the facility’s Consultant Pharmacist (CP) did not ensure a
physician’s order for one out of three sampled residents (Resident #1) was free from
irregularities when cyclobenzaprine (a muscle relaxant) was ordered to be given for pain or
muscle spasms. This failure caused ineffective medication monitoring and could have led to
negative clinical outcomes.

FACILITY’S PLAN OF CORRECTION:

1. Element #1: How the corrective action will be implemented for residents affected by the
deficient practice.
Resident #1 has since been discharged from the facility.

2. Element #2: How the center will identify other residents having the potential to be
affected by the same deficient practice.

A comprehensive audit of all current medication orders was completed by the Director of
Nursing (DON) and Consultant Pharmacist to identify any potential irregularities or incomplete
medication indications. Any identified discrepancies were clarified with the attending physician,
and orders were corrected as needed.

3. Element #3: What measure will be put into place or what systemic changes the center
will make to ensure that the deficient practice does not recur.

e The Consultant Pharmacist was re-educated on their regulatory responsibility to review
all monthly medication orders for accuracy, appropriate indications, and potential
irregularities.

e The Consultant Pharmacist has changed the protocol at the Pharmacy for any muscle
relaxant medication to only be approved for a diagnosis of muscle spasms.

o Licensed nurses were re-educated on the requirement to ensure all PRN (as-needed)
medication orders specify the indication for use (e.g., pain, spasm, anxiety) and to clarify
any vague or incomplete orders with the prescribing provider.

e All new orders will be reviewed daily (Monday-Friday) using a order listing report at our
IDT meeting. Any discrepancies will be corrected and/or clarified at that time.

e The DON will ensure new medication orders are reviewed upon admission and during
monthly medication regimen reviews for accuracy and completeness.

e A process was implemented for the Consultant Pharmacist to document any identified

irregularities and correspohﬁngghf:lcgm ]'e??)rﬁesrs the monthly review reports.
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4. Element #4: How the center plans to monitor its performance to make sure that solutions
are sustained.

The DON or designee will conduct monthly medication order audits for three (3) months to
ensure orders are complete, accurate, and free from irregularities.

Audit results will be reviewed during Pharmacy & Therapeutics and QAPI (Quality
Assurance and Performance Improvement) meetings.

Any deviations will result in immediate correction and re-education. Continued compliance will
be monitored through ongoing monthly pharmacist reviews.

5. Element #5: Completion Date.
Date of full compliance: November 21, 2025

Facility Representative Name/Title: Ashley Jorgenson, Director of Nursing

Facility Name: ing P%‘c‘ute
Signature: Ry /b Date: \‘/6 /o5
\ W A
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Facility Name: Redding Post Acute
Citation Number: C4490

Regulation: Patient Rights

Date of Completion: November 8, 2025

DEFICIENCY:

Based on observation, interview, and record review, the facility failed to follow its abuse policy
when the California Department of Public Health (CDPH), the local Ombudsman, and the police
department were not notified when an allegation of witnessed verbal abuse was made toward
Resident #3. This failure caused a delay in investigation and placed Resident #3 at risk for
continued alleged verbal abuse.

FACILITY’S PLAN OF CORRECTION:

Element #1: How the corrective action will be implemented for residents affected by the
deficient practice.

Resident #3 was immediately assessed following the allegation of verbal abuse, and no injury or
distress was noted. The alleged staff member was promptly removed from the work schedule
pending completion of the investigation. The Administrator and DON conducted a full internal
investigation, and all required notifications to CDPH, the Ombudsman were made upon
identification of the oversight. The resident was notified of the facility’s response and reassured
that measures were taken to ensure safety and protection of rights.

Element #2: How the center will identify other residents having the potential to be affected
by the same deficient practice.

All residents have the potential to be affected by this deficient practice. A review of all abuse
allegation reports from the past 60 days was conducted to ensure proper and timely notification
to CDPH, the Ombudsman, and law enforcement. No additional discrepancies were identified.
The facility confirmed that all other incidents were appropriately reported in accordance with
regulatory requirements.

Element #3: What measure will be put into place or what systemic changes the center will
make to ensure that the deficient practice does not recur.

o All licensed nurses, department heads, and supervisors were re-educated on the facility’s
Abuse Prevention, Reporting, and Investigation Policy, emphasizing immediate reporting
requirements to CDPH, the Ombudsman, and law enforcement within mandated
timeframes.

e The Abuse Reporting Checklist was updated to include verification boxes for required

notifications. RECEIVED
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e The Administrator or designee will review all abuse allegations immediately upon receipt
to ensure all required notifications are completed and documented.

e The Director of Nursing (DON) and Administrator will reinforce with all staff their
obligation to report suspected or alleged abuse immediately and to follow reporting
protocols exactly as written in policy.

e Abuse reporting procedures will be reviewed during new hire orientation and annually
thereafter.

Element #4: How the center plans to monitor its performance to make sure that solutions
are sustained.

The Administrator or designee will review all incident and abuse reports weekly for 8 weeks,
then monthly for 3 months, to verify compliance with required reporting and notification
protocols.

Findings will be discussed during QAPI (Quality Assurance and Performance Improvement)
meetings. Any identified noncompliance will result in immediate correction, additional staff
education, and ongoing tracking to ensure sustained compliance.

Element #5: Completion Date.
November 21, 2025

Facility Representative Name/Title: Ashley Jorgenson, Director of Nursing
Facility Name: Rgdding Post Acute
Signature:

'S4 Date: \\/8/9000&
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Facility Name: Redding Post Acute
Citation Number: C4985

Regulation: Patient’s Health Records
Date of Completion: November 8, 2025

DEFICIENCY:

Based on observation, interview, and record review, the facility did not ensure medical records
for one out of three sampled residents (Resident #1) were filed in an accessible manner when
medical records could not be located. This failure caused a delay in medical record accessibility.

FACILITY’S PLAN OF CORRECTION:

Element #1: How the corrective action will be implemented for residents affected by the
deficient practice.

Resident #1°s medical record was located and properly filed in the designated medical records
storage area on the same day the issue was identified. The record was reviewed for completeness
and accuracy, and no missing documentation was found. The resident experienced no negative
outcomes related to this deficiency.

Element #2: How the center will identify other residents having the potential to be affected
by the same deficient practice.

All residents have the potential to be affected by this deficient practice. A facility-wide audit of
both active and discharged medical records was completed to ensure all records were filed
accurately and were easily accessible. No additional misplaced or inaccessible records were
found.

Element #3: What measure will be put into place or what systemic changes the center will
make to ensure that the deficient practice does not recur.

o The Health Information Manager (HIM) and Medical Records Clerk were re-educated on
the facility’s policy and procedure for medical record management, including filing,
accessibility, and secure storage.

e A Medical Record Location Log has been implemented for tracking temporary removal
of charts (e.g., for audits, MD review, or IDT meetings).

o A sign-out system will be maintained to ensure all records are returned promptly to their
designated storage area.

e The Administrator and DON will ensure that any new or updated records are filed daily.

o Education was provided to department heads on how to properly request and return
resident charts through the HIM department.

Element #4: How the center plans to monitor its performance to make sure that solutions
are sustained. R E C E | V E D
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The Health Information Manager or designee will conduct weekly audits for four (4) weeks
of randomly selected medical records to ensure they are properly filed and accessible. After four
weeks, audits will continue monthly for three (3) months.

Audit results will be reported and reviewed during QAPI (Quality Assurance and
Performance Improvement) meetings. Any identified deficiencies will result in immediate
retraining and corrective action.

Element #5: Completion Date.
November 21, 2025

Facility Representative Name/Title: Ashley Jorgenson, Director of Nursing
Facility Name:Redding Post, Acute
Signature:

(Y4 Date: \\ /8/2028
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Facility Name: Redding Post Acute

Citation Number: C4990

Regulation: Patient’s Health Records

Date of Full Compliance: November 8, 2025

DEFICIENCY:

Based on observation, interview, and record review, the facility failed to ensure medical records
did not leave the facility for one out of three sampled residents (Resident #1) when the facility’s
Physician took resident medical records home. This had the potential for medical records to
become lost and caused a delay in locating Resident #1°s “History and Physical.”

FACILITY’S PLAN OF CORRECTION

Element #1: How the corrective action will be implemented for residents affected by the
deficient practice.

Resident #1°s medical record was promptly retrieved and returned to the facility upon discovery.
The record was reviewed for completeness and accuracy, and no missing documentation was
identified. Resident #1 experienced no adverse outcomes because of this deficient practice.

Element #2: How the center will identify other residents having the potential to be affected
by the same deficient practice.

All residents have the potential to be affected by this deficient practice. A compiete audit of all
current resident medical records was conducted to ensure that all records were on site and
properly secured. No additional records were found to be missing or removed from the facility.

Element #3: What measure will be put into place or what systemic changes the center will
make to ensure that the deficient practice does not recur.

o The facility’s policy and procedure for medical record management was reviewed and
revised to clearly state that resident medical records must always remain on facility
grounds.

e The Medical Director and attending physicians were re-educated on this policy, with
emphasis that no original records are to leave the facility under any circumstances.

o If a physician requires information for off-site review, photocopies or secure electronic
copies will be provided by the Health Information Manager (HIM).

e The Health Information Manager and Administrator will monitor compliance by
verifying that all records remain on-site.
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e Staff will be reminded during orientation and annual training that removal of medical
records from the facility is strictly prohibited.

Element #4: How the center plans to monitor its performance to make sure that solutions
are sustained.

The Health Information Manager or designee will perform weekly audits for four (4) weeks
to verify that all resident medical records are accounted for and stored securely. Thereafter,
audits will occur monthly for three (3) months.

Audit results will be presented during QAPI (Quality Assurance and Performance
Improvement) meetings. Any identified noncompliance will result in immediate corrective
action and retraining.

Element #5: Completion Date.
November 21, 2025

Facility Representative Name/Title: Ashley Jorgenson, Director of Nursing

Facility Name: j&;g Po%liti
Signature: ﬂ' ﬂ A /0 Date: /6 /o5
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Facility Name: Redding Post Acute

Citation Number: C5135

Regulation: Content of Health Records

Date of Full Compliance: November 8, 2025

DEFICIENCY:

Based on interview and record review, the facility did not ensure “Daily Skilled Charting” (the
nurse’s daily assessment) was meaningful for one out of three sampled residents (Resident #1)
when Resident #1°s hearing was documented as being adequate (no hearing loss was present).
This had the potential for Resident #1°s specific care needs to go unmet.

FACILITY’S PLAN OF CORRECTION

Element #1: How the corrective action will be implemented for residents affected by the
deficient practice.
Resident #1 has since discharged from the facility.

Element #2: How the center will identify other residents having the potential to be affected
by the same deficient practice.

All current residents have the potential to be affected by this deficient practice. A facility-wide
audit of current residents’ “Daily Skilled Charting” was conducted to ensure that assessments
accuraiely refiected residents’ actual functional and sensory statuses. Any discrepancies
identified were immediately corrected, and nurses responsible were re-educated on accurate
documentation practices.

Element #3: What measure will be put into place or what systemic changes the center will
make to ensure that the deficient practice does not recur.

o All licensed nurses were re-educated by the Director of Nursing (DON) on the
importance of completing accurate and meaningful daily skilled charting that reflects
each resident’s current condition, including hearing, vision, and communication abilities.

e The facility Daily Skilled Nursing Documentation Policy was reviewed and updated to
include specific guidance on validating sensory documentation against current care plans
and assessments.

e The MDS Coordinator will ensure consistency between MDS assessments, care plans,
and daily skilled documentation.

¢ Any identified inaccuracies during documentation reviews will result in immediate

correction and staff retrailiiﬁ' ECEIVED
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Element #4: How the center plans to monitor its performance to make sure that solutions
are sustained.

The DON or designee will conduct weekly audits for four (4) weeks of randomly selected
resident daily skilled charting to ensure documentation accuracy. Following this, audits will be
conducted monthly for three (3) months.

Findings will be reviewed in QAPI (Quality Assurance and Performance Improvement)
meetings. Identified issues will trigger further training and corrective action as necessary.

Element #5: Completion Date.
November 21, 2025

Facility Representative Name/Title: Ashley Jorgenson, Director of Nursing
Facility Name: ing PospAcute
Signature: o /Mo Date: ‘\\/8 (2096

0
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Facility Name: Redding Post Acute

Citation Number: C5215

Regulation: Content of Health Records

Date of Full Compliance: November 8, 2025

DEFICIENCY:

Based on interview and record review, the facility failed to ensure the inventory list for one out
of three sampled residents (Resident #1) was complete when the inventory list was not signed by
the responsible party (RP) and the facility staff who completed it. This failure had the potential
for personal belongings not to be accurately accounted for.

FACILITY’S PLAN OF CORRECTION

Element #1: How the corrective action will be implemented for residents affected by the
deficient practice.
Resident #1 has since discharged from the facility.

Element #2: How the center will identify other residents having the potential to be affected
by the same deficient practice.

All current residents have the potential to be affected by this deficient practice. The facility
conducted an audit of all current residents’ personal inventory forms to ensure each form was
complete, current, and signed by both facility staff and the responsible party. Any missing
signatures or incomplete forms were corrected immediately.

Element #3: What measure will be put into place or what systemic changes the center will
make to ensure that the deficient practice does not recur.

e The Charge Nurses were re-educated on the facility’s Resident Personal Property and
Inventory Policy, emphasizing that both the staff member completing the inventory and
the responsible party (or resident, if applicable) must sign and date the inventory form
upon admission and discharge.

o The facility updated the Admission Checklist to include a verification step ensuring the
inventory form is signed by both parties before completion of the admission process.

o The Social Services Director and Admissions Coordinator will ensure that any changes to
resident belongings during the stay are documented and signed accordingly.

o The Director of Nursing (DON) will review the process quarterly to ensure compliance.
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Element #4: How the center plans to monitor its performance to make sure that solutions
are sustained.

The Admissions Coordinator or designee will conduct weekly audits for four (4) weeks of
newly admitted residents’ inventory forms to verify that all required signatures are present. After
four weeks, audits will be conducted monthly for three (3) months.

Audit results will be reviewed during QAPI (Quality Assurance and Performance
Improvement) meetings. Any identified noncompliance will result in immediate correction and
staff retraining.

Element #5: Completion Date.
November 21, 2025

Facility Representative Name/Title: Ashley Jorgenson, Director of Nursing
Facility Name:/Bedding Post Acute
Signature:

Date: \\/8/2035”

RECEIVED

13 November, 2025 4:10 pm

CA DEPT OF PUBLIC HEALTH
CHCQ Field Operations North Division- Chico




	Redding Post Acute. 2567. POC. 1D924E. 10.22.25.pdf
	Redding Post Acute. POC. 1D924E. 10.22.25.pdf
	Plan of Correction RPA 2025.pdf




