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

Level of harm - Minimal Based on facility policy review, observation, and interview the facility failed to maintain proper storage of biohazardous

harm or potential for actual | wastein 1 of 2 soiled utility rooms observed for infection control. The findings include: Review of the facility's

harm Infectious Waste Management Plan (undated) showed .the proper handling of infectious waste will be used in the care of al

residents asit is critical to the prevention of the spread of infection and disease .Wastes from Resident Care Areas: All
Residents Affected - Some | waste contaminated with blood/body fluids shall be disposed of in the trash container . Observation of the soiled utility
room located on LTC 1 was performed with the Administrator and Director of Nursing (DON) on 8/24/2020 at 5:20 PM. Findings
revealed biohazard bags being stored in asingle bin. The bin wasfilled to capacity and overflowing. Eight biohazard bags
were observed on the floor beside the storage bin. During this observation the DON stated she recalled the waste being
emptied by the Maintenance Department on Friday (8/21/2020). Interview with the Administrator on 8/24/2020 at 7:10 PM,
confirmed the soiled utility room did not ook the way it normally does it is not the standard we want to achieve. In
conclusion, the biohazard waste bin located in the soiled utility room on LTC 1 had not been emptied when it had reached

maximum storage capacity. The waste was allowed to accumulate in excess and biohazard bags were being stored on the floor
beside the bin.
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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.

FORM CMS-2567(02-99) Event ID: YL1011 Facility 1D: 445501
Previous Versions Obsolete

If continuation sheet
Page 1 of 1




