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SS=D

483.35(i)(3) DISPOSE GARBAGE & REFUSE 
PROPERLY

The facility must dispose of garbage and refuse 
properly.

This REQUIREMENT  is not met as evidenced 
by:

F 372 4/16/14

 Based on observations and staff interview, the 
facility failed to dispose of garbage and refuse by 
ensuring one of three garbage dumpsters 
properly concealed the waste within, and by 
ensuring the area surrounding the three 
dumpsters was free from refuse and debris. 

Findings included:

On 4/3/14 at 9:20am, observations of the three 
dumpsters revealed an opened door exposing 
refuse in one of the three dumpsters located 
outside of the facility behind the kitchen. The 
following items were observed on the ground 
directly behind the dumpsters: two large clear 
plastic bags containing plastic gowns and plastic 
gloves; one small clear bag containing a water 
bottle and a styrofoam cup; one small flattened 
cardboard box; one small disposable plastic tray; 
one plastic bottle labeled as cleaning solution; 
one used tube of body cream; and, a broom.

During an interview on 4/3/14 at 9:25am, the 
Dietary Supervisor revealed the dumpsters were 
emptied by an outside service on Mondays, 
Wednesdays, and Thursdays. She indicated the 
items observed on the ground behind the 
dumpsters were transported from the facility by 
the housekeeping staff and that she would 
immediately inform their Supervisor of the current 

 F Tag 0372 -483.25 (i)(3) DISPOSE 
GARBAGE AND REFUSE PROPERLY 
(LONG TERM CARE FACILIES)  

 This Plan of Correction is the centers 
credible allegation of compliance.

Perparation and or/execution of this plan 
of correction does not constitute 
admission or agreement by the provider of 
the truth of the facts alleged or 
conclusions set forth in the statement of 
deficiencies. The plan of correction
is prepared and/or executed soley 
because it is required by the provisions of 
the federal and state law. 

The Performance Improvement Committe 
has approved this plan. 

The dumpster area was cleaned and the 
dumpster doors were closed by the 
Enviromental Supervisor.

The Employees that empty the trash at 
the dumpsters were inserviced by the 
Enviromental Supervisor on checking the 
dumpster area after each use and 
sweeping the area as needed along with 
keeping the doors closed after each use. 
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condition of the area. All Housekeeping Employees were 
inserviced by the Director Of Education 
and the Enviromental Supervisor on 
keeping the dumpster doors shut and 
keeping the area around the dumpsters 
clean.

Any new Housekeeping Employees will be 
educated on keeping the dumpsters doors 
closed and cleaning up around the 
dumpsters in orientation.

The Enviromental Supervisor will monitor 
the dumpsters 3 x week to ensure the 
dumpster doors are shut and the area is 
clean.

Findings will be reported to the 
Performance Improvement Committee 
Monthly x 3 Months. 
The Enviromental Supervisor will inservice 
Employees and or council where needed,
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