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PROVIDER'S PLAN OF CORRECTION

The State Agency (SA) conducted an Annual
Recertification survey along with a Complaint
Investigation (Cl MS #2965249) at the facility from
4/28/26 through 4/30/26. During the survey, the SA
determined that the facility was not in compliance
with the Minimum Standards for Institutions for Aged
or Infirm, state licensure requirements. There were
no citations related to the CI. During the survey the
SA cited M1570.

The following infection control standards shall be
met:

1. The facility must maintain and document an
effective infection control program that protects
patients, families, visitors, and facility personnel by
preventing and controlling infections and
communicable diseases.

2. The facility must have an active surveillance
program that includes specific measures for
prevention, early detection, control, education, and
investigation of infections and communicable
diseases in the facility. There must be a mechanism
to evaluate the effectiveness of the program(s) and
take corrective action when necessary. The program
must include implementation of nationally recognized
systems of infection control guidelines to avoid
sources and transmission of infections and
communicable diseases.

3. The facility must follow accepted standards of
practice to prevent the transmission of infections
and communicable diseases, including the use of
standard precautions.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on observation, staff interview, and facility
policy review, the facility failed to ensure clean
linens were transported in a manner to prevent
contamination for one (1) of three (3) days of survey.

M1570 48.58.1 Infection Control M1570
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Findings Include: Review of facility policy,

"Infection Prevention and Control Program” with an
implementation date of 10/2022, the policy states,
"This facility has established and maintains an
infection prevention and control program designed
to provide a safe, sanitary, and comfortable
environment and to help prevent the development
and transmission of communicable diseases and
infections as per accepted national standards and
guidelines." On 4/28/2026 at 11:34 AM, an
unidentified staff member was observed transporting
clean linens in a cart without a cover in the resident
hallway. During an interview with the Administrator,
she stated, "Staff members were educated on the
safe transportation of resident's linens, and they are
to be covered to prevent contamination."
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