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Residents Affected - Few

Provide and implement an infection prevention and control program.

 Based on observation, policy review and interview, the facility was found to be not in compliance with COVID-19 infection
 control guidelines relative to proper donning of Personal Protective Equipment (PPE), on one of three units. Findings
 include: During an observation on the Fourth Floor Unit on 8/25/20 at 9:00 A.M., the Rehab Manager donned an isolation
 gown. She covered the top of each gloved hand with the cuff of the gown and entered a resident's room. Review of the
 facility Donning and Doffing Personal Protective Equipment (PPE)-COVID-19 Policy, undated, included to: -Don isolation gown and
secure all ties . -Apply gloves, covering the cuffs of the gown During an interview on 8/25/20 at 10:15 A.M., the
 Infection Preventionist (IP) said the proper way to don an isolation gown is to place the gloves over the cuffs of the
 gown. She further said the Rehab Manager did not don the PPE, as required.
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