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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

35152

Based on observation, interview, and record review, the facility failed to ensure the resident environment 
remained as free of accident hazards as is possible for contaminated sharps disposal bins, attached to 1 
(LVN A) of 2 nurse medication carts and 1 of 1 Wound Care Carts, on Station Two Wing, reviewed for 
hazards in that: 

LVN A failed to ensure contaminated sharps in the sharps bin attached to the Nurse Medication Cart she 
was responsible for, on Station Two Wing, were below the full line.

LVN B failed to ensure contaminated sharps in the sharps bin attached to the Wound Care Cart, on Station 
Two Wing, were below the full line. 

These failures placed residents at risk of being exposed to contaminated sharps and possible blood borne 
pathogens. 

Findings included:

An observation on 05/10/24 at 12:59 PM revealed the treatment cart parked against the wall, in a common 
area by Station 2 Nurses Station. The lid on the plastic insert inside the sharps bin attached to the cart was 
half open. Sharps were filled to the top of the bin approximately two inches past the marked fill line. 
Residents and family member were across from the cart. 

An observation and interview on 05/10/24 at 1:07 PM revealed a Nurse Medication cart parked against the 
Nurses Station, in the hall leading to the Therapy Room. The used sharps in the sharps bin attached to the 
cart were filled past the fill line. LVN A stated the cart was hers and it was one of two Nurse Medication Carts 
in the Station Two Wing of the facility. She said the sharps bins should not be filled past the fill line because 
the lid would not close properly if it were. She said she realized the sharps bin was past the fill line and said it 
posed a hazard to both staff and residents because they could get stuck by sharps. She said the hall where 
her cart was parked was very busy with people going to and from therapy. She stated the nurses were 
responsible to ensure the sharps bins were changed as needed. She said she had been in-serviced on 
sharps safety but did not recall when. 
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In an interview on 05/10/24 at 1:10 PM, ADON C stated the contaminated sharps bins should never be filled 
past the fill line to ensure safety of staff and residents. He said the lids did not close properly when the 
sharps bins were filled past the fill line and residents, or staff could get stuck with a contaminated needle. He 
stated there were two Nurse Medication Carts and on Treatment cart on Station Two Wing. He said LVN B 
was responsible for the Treatment Cart and LVN A was responsible for the cart in the hall on the way to the 
Therapy Gym. 

In an interview on 05/10/24 at 2:28 PM, LVN B stated he was responsible for the Treatment cart and should 
have replaced the full sharps bin. He said when sharps bins were too full, the lids did not close properly, and 
residents could get stuck by a contaminated needle. He said nurses were responsible for changing the bins 
when they were full. 

In an interview on 05/10/24 at 3:22 PM, the DON stated the nurses should know to change the sharps bins 
when they were full. She said she had provided in-services on sharps safety but did not recall when the last 
one was. She said when the bins got full, the lids may not close properly and may pose a risk of hazard to 
both residents and staff. She said the facility was responsible for ensuring the safety of residents and staff. 

In an interview on 05/10/24 at 3:50 PM, the Administrator stated he expected staff to follow the facility policy 
and ensure resident safety. He said nurses were responsible for ensuring they kept their carts safe, and this 
included changing out full sharps bins. 

Record review of the facility's policy titled, Sharps Safety, dated 11/01/23, reflected, . To keep everyone 
knowledgeable, provide training not only for new staff, but also for existing staff. New or used sharps should 
be disposed of in a designated sharps only container. Designated staff should monitor the sharps container's 
fill level to ensure it does not get overfilled beyond 3/4 full as that can contribute to workplace injuries . 
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