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F 0830 Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on observation it was determined that the facility staff failed to provide a safe, sanitary environment to prevent
harm or potential for actual | transmission of disease and infection. This was evident during an initial tour of the facility. The findings include:
harm During awalk through of the facility on 8/7/2020 at 9:30 AM aclean linen cart was observed outside room [ROOM NUMBER].
The front cover of the linen cart was observed lifted up and over the top of the cart exposing the clean linens within. The front cover
Residents Affected - Few | of the linen cart remained open as surveyors lft the hallway at 9:40 AM. Furthermore, at 9:40 AM, Resident #1
was observed reaching into a clean linen cart outside room [ROOM NUMBER]. Resident #1 proceeded to touch and sort through
multiple towels before selecting one to bring back into their room. The findings were reviewed with the Administrator and
Director of Nursing during the exit conference on 8/7/2020.
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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.
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