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. The following reflects the findings of the |
! California Department of Public Health during the |
“investigation of a complaint. Representing the !
. Department: Theresa Farr, HFEN !
| Complaint number: CA00308232

- Category: Quality of Care

| The inspection was limited to the complaint
- investigated and does not represent the findings
+ of a full inspection of the facility.
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by:
' Based on observation, interview and record
- review the facility faiied to maintain sanitary
. conditions when storing thawed chicken in the
refrigerator.

- Findings:

- On 5/3/12 at 2:06 P.M. a joint observation and
: interview was conducted with the dietary

- supervisor (DS). During a tour of the kitchen a
| clear plastic container with a watery red
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.

FORM CMS~256T(02 99) Pre\nous Versmns Obsoiete

Event ID: Y2T111

Facility ID: CAQ80000102

If continuation sheet Page 1 of 4

SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE . COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRDPRIATE DATE
DEFthF_NCY) | s
; iy il L.
; e §
: | i Wiféwf !-ff/ég’ 7
F 000 INITIAL COMMENTS  FO000: Aot
: |ﬁ7‘ulf.zrf"&f'lm WWW@MWI 5/



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/09/2012
FORM APPROVED

CENTERS FOR MEDICARE & MEDIC  SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTIUN (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING c
056062 ' 08/01/2012

NAME OF PROVIDER OR SUPPLIER

PRESIDIO HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
8625 LAMAR STREET

SPRING VALLEY, CA 91977

(X4) ID Ir

ss=E . SPREAD, LINENS

' The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and

' to help prevent the development and transmission

of disease and infection.
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- (2) The facility must prohibit employees with a

| communicable disease or infected skin lesions

* from direct contact with residents or their food, if

' direct contact will transmit the disease.

| (3) The facility must require staff to wash their

- hands after each direct resident contact for which
hand washing is indicated by accepted

~professional practice.

(c) Linens

Personnel must handle, store, process and
. transport linens so as to prevent the spread of
i infection.

This REQUIREMENT is not met as evidenced

by

. Based on observation, interview and record

- review the facility failed to follow the plan of
correction related to the storing of resident
electronic and personal care equipment in a
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| sanitary manner.

Findings:

1 On 5/3/12 at 4:05 P.M. a joint interview and
; observation was conducted with the director of

' commodes, 2-hoyer lifts (electronic equipment
: used to lift residents ' ' out of bed), 1-gerichair
. (reclining wheelchair), 1-merry walker (walker

. by residents to pull themselves up in bed), 2-beds
| were uncovered on patio. The DON

' acknowledged that the equipment should not

- have been stored there.

' This same incident on the facility's recertification

. plan of correction dated 4/9/12 indicated "In

' regards to storage of resident electronic and

‘ personal care equipment, corrective actions

initiated immediately after observation on March

i 15, 2012 by Maintenance Supervisor. All

‘ unnecessary equipment ' s and personal
belongings in storage were disposed of

| appropriately and all resident's electronic and

- safely and in a sanitary manner”. The plan of
correction was accepted but not followed.

On 5/3/12 at 4:28 P.M. an interview was
i conducted with the maintenance supervisor (MS).
| The MS stated he still did not have room to move
' the equipment and was not aware of the plan of

' nursing (DON). During an observation of the one
' side of building outside; 5-wheelchairs, 6-bedside |

| with a seat), trapeze bedframe (triangle bar used

" survey.and a deficiency was written. The facility's

' personal equipments were transferred and stored |
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