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California Post Acute 909 S Lake Street
Los Angeles, CA 90006

F 0880

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

Based on observation, interview and record review, the facility failed to follow their infection control policy for 
storage of clean laundry. During observation, on 7/1/25 at 10:32 a.m. and at 1:38 p.m., two laundry carts that 
contained the clean linen for the residents were in the facility's parking lot.This deficient practice had the 
potential for the clean linen to be contaminated with dust and allergens that can potentially affect the health 
and safety of the residents. During observation and concurrent interview on 7/1/25 at 10:32 a.m. two laundry 
carts with clean linen and towels were observed in the parking lot of the facility. The linen carts were 
observed to be covered with plastic. The Maintenance Supervisor (MS) stated the carts contain clean linen. 
MS stated the laundry carts were placed in the parking lot because there was no space inside the facility.
During an interview on 7/1/25 at 1:35 p.m. the interim director of nursing (DON) stated the clean linen should 
not be placed in the parking lot. The DON stated even if the carts were covered with plastic, . it is unhygienic 
and an infection control issue. The DON further added that the linen cart with the clean linen should be taken 
inside the facility for storage. During observation on 7/1/25 at 1:38 p.m., the same two laundry carts with 
clean linen remained in the parking lot.During a review of the facility Policy titled Laundry and Linen Policy 
revised on 3/23 indicated linen is sorted, washed, dried, delivered and handled in the laundry and on the 
units in a safe and aseptic manner. The Policy indicated all clean linens will be stored and transported in 
carts/rooms used exclusively for this purpose. The same Policy indicated the clean linen carts must be 
covered while delivering linen to the resident units. Clean linen will be covered or kept in room with closed 
door while stored on unit.
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