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

Level of harm - Minimal The facility recorded a census of 58 residents. The sample included nine residents. Based on observation, record review and
harm or potential for actual | interview, the facility failed to assure proper transport and storage of laundry to prevent the spread of infection when
harm the facility stored clean linens on two uncovered cart in two different hallways. The facility failed to ensure that proper standard
precautions were followed when ared sharps container (container approved by the Food and Drug Administration
Residents Affected - Some | (FDA) used to safely dispose of needles and sharp objects in order to prevent injury or infection) on the North shower room was
overflowing with used safety razors. The facility's failure to maintain appropriate infection control practices placed

the residents at risk for transmission and/or development of communicable diseases and infections. Findings included: - An
observation on 06/22/20 at 09:45 AM revealed an uncovered linen cart in the North hallway that contained clean, folded
bedsheets and towels for resident use. An observation on 06/22/20 at 09:45 AM revealed an uncovered linen cart in the South hallway
that contained clean, folded bedsheets and towels for resident use. An observation on 06/22/20 at 11:30 AM reveaed ared sharps
container in the unlocked North shower room. The sharps container was filled past the designated Fill Line and razors were
overflowing from the top, preventing the flap lid from fully closing. On 06/23/20 at 10:05 AM, Administrative

Nurse A stated she was asked about the sharps container. She stated it was | eft out because they (the staff) did not have akey to the
container. Administrative Nurse A stated any staff member should have seen the container was full and fixed it.

On 06/23/20 at 03:32 PM, Administrative Nurse E stated that a cart used to deliver clean linens should be covered.

According to FDA.gov , FDA approved sharps containers come marked with aline that indicates when the container should be
considered full, which meansit's time to dispose of the container. The facility policy Infection Prevention and Control

Program dated November 2017, documented: The objectives of our infection control policies and practices are to: Maintain a

safe, sanitary, and comfortable environment for personnel, residents, visitors, and the general public.; Establish

guidelines for implementing I solation Precautions, including Standard and Transmission-Based Precautions; Establish
guidelines for the availability and accessibility of supplies and equipment necessary for Standard Precautions. The

facility failed to ensure clean linen were properly stored in the hallways, and failed to empty a sharps container that was full, which
had the potential of increasing the risk for the spread of communicable diseases and infections to the

residents and staff.
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