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

Level of harm - Minimal Based on observations and staff interviews the facility failed ensure staff were doffing their gown before exiting a

harm or potential for actual | resident's room that was on droplet precautions to prevent the spread of Covid -19 in the facility. Findings include: 2007

harm Guideline for Isolation Precautions: Preventing Transmission of Infectious Agentsin Healthcare Settings Last update: July
2019 -1V .B.3.aii.-Remove gown and perform hand hygiene before leaving the patient's environment. On 6/17/2020 at 10:33

Residents Affected - Few A.M. Rehab staff #1 was interviewed and said he did not take off the gown before exiting the resident's room on droplet
precautions, because he reuses the gown. He said he returns to the rehab room and removes the gown and decontaminates the

gown for reuse. Rehab Staff #1 said the facility does not provide him with PPE, he getsit from his rehab company so he
can't take PPE from the blue cart.
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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.
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