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F 000 INITIAL COMMENTS 

The following represents the findings of th e 
California Department of Public Health during a 
recerti fication survey from 12/12 to 12/15/11 

Representing the Department. 29635, HFEN; 
29581 , HFEN: and 22707. HFEN 

Census 84 
Sample size' 17 

F 253 483 15(h)(2) HOUSEKEEPING & 
SS=E MAINTENANC[ SERVICES 

The facility must provide housekeeping and 
maintenance services necessary to mamtain a 
sanitary, orderly, and comfortable interior 

This REQUIREMENT IS not met as eVidenced 
by: 
Based on observation and in terview, the facili ty 

failed to maintain a sanitary Interior when a 
shower room and an ICC machine showed 
ev idence of inadequate cleaning and 
maintenance, 

Find ings: 

1. DUring an observation on 12/12/11 at 10.30 
am, the double shower room on the locked Unit 
had a dark substance where the walls met the 
floor exlending along the three Sides of each 
shower stall Along the back waH of the room, 
opposite the door, there was an 18 inch section 
where the wall met the floor, there was grout 
miSSing. There was a dark colored substance In 
the gap left by the miSSing grout 
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I 
Ilrownish/black jSubstance 
rcmoved from icc machine 
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Oark substance removed and 
missing grout rep l~lced in 
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to be affcctcd by the deficient 
Ilradicc. 

Shower room to be monitored 
by Maintenance Supen'isor 
and liousckcciling supervisor 
during routine rounds at least 
monthly for cleanliness of thc 
shower rooms. 

p:61 DATE 

Any defiCiency statement ending wllh an asleflsk (. ) denotes a deficiency which the Institution may be e~cused from correclmg provid ing rt is k rmmed that 
other safeguards provide suffiCient protection to the p;!tlents. (See mstrucllons) Excepllor nursmg homes. the fmdlngs staled above are disc:losable 90 days 
follOWing Ihe dale 01 survey whelher or nol a plan of c:orrectiorl is provided For nurSing homes, the abovo Iindings and plans of correClIOn are dlsclosable 14 
days follOWing IIle date these documenls are made available 10 the faCility If defiCiencies are Cited , an approved plarl of correctIon IS requIs ite to continued 
program particlpallon 
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F 253 Continued From page 1 

In an interview on 12/12/11 at 10:40 am, 
Licensed Nurse (LN) A confirmed the above. 

2 During the initial tour on 12/12/11 at 10:15 am, 
the ice machine, located in the time-clock room, 
had a visible caked brownish/black substance 
along the bottom and the right side edge. Inside 
the ice machine, the substance stretched 
approximately two inches long and 1/41 inch wide 
on a metal divider, which protruded at a backward 
angle from the Ice release area. 

DUring a concurrent interview, licensed Nurse 
(LN) B venfied the above and visualized parI of 
the brownish/black bemg removed with a paper 
towel by the surveyor. 
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F 253 Icc machine to be monitored at 
two week intcrvnls between 
monthly scheduled cleaning or 
iee machi,ne by maintenance 
supervisor. 

Both issues to be monitored 
through the raeilit)'-wide CQI 
program l.lnd reported 
(IUarterly to QAA Committee 
until compliance sustained. 

Completion Oate: 12127/11 

RESI'ONSIBLE: 
Mllintcn:mce and 
HousckcCI)ing Supervisur 
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