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055918 07/08/2025

Villa Del Sol Post Acute 16910 Woodruff Ave.
Bellflower, CA 90706

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 staff failed to ensure soiled gown was not left 
on the floor near the trash can. This deficient practice had the potential to spread infection. 

Findings: 

During an observation on 07/07/25 at 1:02 pm. observed a soiled gown was on the floor in the resident room, 
instead of in the soiled linen bins. 

During an interview with Certified Nursing Assistant (CNA) 3 on 07/07/25 at 1:45 pm. CNA 3 stated she was 
thinking the soiled gown might have dropped off the plastic bag. CNA 3 stated this was an infection control 
issue. CNA 3 stated all staff were supposed to place the soiled gown in plastic and put them in the barrel. 
CNA 3 stated, housekeepers should be called to clean the area anytime soiled gown or linen was observed 
on the floor.

During a concurrent observation and interview on 07/07/25 at 1:57 pm, with License Vocational Nurse (LVN 
1), LVN 1 was observed leaving the resident room after assisting the resident, without picking up the used 
soiled gown on the floor by the trash can. LVN 1, stated staff were not supposed to leave dirty gowns or linen 
on the floor as it is an infection control issue. 

During an interview with the Director of Staff Developer (DSD) on 7/08/25 at 2:46 pm, DSD stated all nurses 
get in-service every month and on a weekly basis for different topics and as needed, especially infection 
control. DSD stated dirty linens or gowns were not supposed to be on the floor. DSD stated dirty gown 
should be placed on the bag and placed in the barrel, to prevent the spread of infection.

During a review of the facility&rsquo;s policy and procedure (P&P) dated 12/19/22 titled Handling Soiled 
Linen, the P&P indicated &ldquo; It is the policy of this facility to handle, store, process, and transport linen in 
a safe and sanitary method to prevent the spread of infection&hellip; Used or soiled linen shall be collected 
at the bedside (or point of use, such as dining room) and placed in a linen bag or designated lined 
receptable. When the task is complete, the bag shall be closed securely and placed in the utility room. Soiled 
linen shall not be kept in residents&rsquo; room or bathroom.&rdquo;
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