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Provide and implement an infection prevention and control program.

 Based on observation and interview, the facility was found to be not in compliance with COVID-19 infection control
 guidelines relative to 1.) Failure to don required Personal Protective Equipment (PPE) and 2.) Failure to perform hand
 hygiene when indicated on one of three units. Findings include: 1. During a tour on 7/28/20 at 9:25 A.M. of the B1 Unit,
 three staff members did not don eye protection while providing care to residents. B1 Unit contained five residents that
 were recovered from COVID-19, ten residents that were negative for COVID-19 and twelve residents under quarantine for
 COVID-19, Review of the Massachusetts Department of Public Health Comprehensive Personal Protective Equipment (PPE)
 Guidance, dated July 6, 2020, indicated for eye protection: -Health Care Personnel (HCP) should wear eye protection for the care of
all patients except those who are COVID-19 recovered. Even if COVID-19 is not suspected in a patient presenting for care, HCP may
encounter asymptomatic patients with COVID-19. a. During an observation at 9:25 A.M., Nurse #1 prepared
 medications at the medication cart located near the nursing station. She was not wearing any eye protection. She was
 observed entering a resident's room with a medication cup in her hand and then exited the room. During an interview on
 7/28/20 at 9:27 A.M., Nurse #1 said she did not don eye protection, as required. b. During an observation at 9:28 A.M., a
 Certified Nursing Assistant (CNA) donned an isolation gown and gloves. He was wearing a facemask. He did not don eye
 protection. He entered a resident room and assisted with personal care. During an interview on 7/28/20 at 9:30 A.M., the
 CNA said he did not don eye protection, as required. c. During an observation at 9:31 A.M., Nurse #2 prepared medications
 and entered a resident room to administer medications. Nurse #2 did not wear any eye protection. During an interview on
 7/28/20 at 9:34 A.M., Nurse #2 said he did not don eye protection, as required. During an interview on 7/28/20 at 10:45
 A.M., the Acting Director of Nurses said the procedure in the facility was for staff to wear eye protection on every unit.
 2. During a tour on 7/28/20 at 9:25 A.M. of the B1 Unit, the facility failed to perform hand hygiene when indicated. Review of the
Massachusetts Department of Public Health Comprehensive Personal Protective Equipment (PPE) Guidance, dated July 6,
 2020, indicated for glove use: HCP should perform hand hygiene prior to donning and after doffing gloves. During an
 observation at 9:35 A.M., Nurse #2 exited a resident room, removed his isolation gown and gloves. He discarded the items in a
receptacle that was located in the hallway. He opened the receptacle by lifting the lid with his ungloved hand. He then
 obtained a new isolation gown and put it on. He did not sanitize or wash his hands after doffing the PPE or prior to
 donning new PPE. During an interview on 7/28/20 at 9:36 A.M., Nurse #2 said he did not wash or sanitize his hands, as
 required. He further said, Protocols change here every day.
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