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Level of harm - Minimal
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Residents Affected - Few

Provide and implement an infection prevention and control program.

 Based on observation, interview and policy review the facility failed to ensure staff donned full Personal Protective
 Equipment (PPE) when caring for COVID-19 positive residents. Findings include: Review of the facility policy entitled,
 Personal Protective Equipment Use, MA Specific, not dated, included the following: COVID-19 Positive Unit, Community Spread
(when any resident develops COVID-19 and has not left the facility at all), Full PPE is the standard for that unit (Full
 PPE consists of gloves, gown, mask, and eye shield/goggles). On 6/17/20 at 10:00 A.M., on the 2 East unit, which cares for
 COVID-19 positive and recovered residents, the surveyor observed as Certified Nursing Assistant (CNA) #1 entered the room
 of a resident known to be COVID-19 positive. The staff member did not don gloves or place her goggles over her eyes, she
 left them resting on her head. On 6/17/20 at 10:15 A.M., during an interview, CNA #1 said that she was aware of the
 resident's status and that she was only in the room for a few minutes and that is why she didn't put on gloves. She said
 she didn't put on the eye goggles because they make it difficult to see. The surveyor asked if she requested a change in
 eye protection from the facility, CNA #1 said she had not.
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