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F 0880

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation and interview, the facility failed to provide a safe and sanitary environment when they were using a
 trash container too small to contain the discarded, used Personal Protective Equipment (PPE.) This failure resulted in PPE
 landing on the floor in the resident's room. This had the potential to spread [MEDICAL CONDITION] through the facility.
 Findings: During an observation, outside of an isolation room, on 9/4/20 at 12:00 p.m., Licensed Staff demonstrated how to
 put on and to remove the PPE. The trash container was just inside the door. The trash container did not have a lid and was
 full of PPE. When the Licensed Staff throw away the PPE, the belt did not stay on top of the pile of discarded PPE and
 landed on the floor. During an interview and concurrent observation on 9/4/20 at 12:10 p.m., Director of Nurses (DON)
 observed the overflowing trash container. DON stated that the PPE could land on the floor. DON stated they would change the trash
container immediately, and she had the housekeeper empty the overfull trash can.
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