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Provide and implement an infection prevention and control program.

 Based on record review and interview, the facility failed to ensure direct care staff members were consistently screened
 for COVID-19 by another staff member when entering the facility to provide resident care on the night shift (11:00 p.m. to
 7:00 a.m.) to prevent the potential transmission and spread of COVID-19. The facility also failed to identify a staff
 member who had tested   positive for COVID-19 and immediately discontinue scheduled visitation at the facility. These
 failed practices had the potential to affect all 72 residents who resided in the facility, according to the Daily Census
 List provided by the Administrator on 8/25/2020. The findings are: 1. The Arkansas Department of Health Requirements for
 Facilities to Expand Visitation Form dated 07/01/2020 documented, .The facility has not had a newly identified case of
 COVID-19 in the last 28 days from the date the facility intends to expand visitation or other activities . All new staff
 cases are considered newly positive . 2. On 8/28/2020 at 6:08 a.m., CNA #2 was asked, What shift do you work? CNA #2
 stated, I work the night shift. CNA #2 was asked, Does a staff member take your temperature, and have you fill out a
 screening form related to COVID-19 symptoms? CNA #2 stated, That is not happening at night. We usually do ourselves. Take
 temperature and fill out questionnaire. 3. On 8/28/2020 at 6:19 a.m., Nursing Assistant (NA #1) was asked, What shift do
 you work? NA #1 stated, I work the third shift (11:00 p.m. to 7:00 a.m.). NA #1 was asked, Does a staff member take your
 temperature, and have you fill out a screening form related to COVID-19 symptoms? NA #1 stated, We are doing our own
 screenings. We fill out this paper and take our temperature. 4. On 8/28/2020 at 8:45 a.m., Certified Nursing Assistant (CNA #1) was
asked, What shift do you work? CNA #1 stated, I work the night shift (11:00 p.m. to 7:00 a.m.). CNA #1 was asked,
 Does a staff member take your temperature, and have you fill out a screening form related to COVID-19 symptoms? CNA #1
 stated, I was doing my screening myself. Take temperature and answer the questions. CNA #1 was asked, When was the last
 night that you worked? CNA #1 stated, I work Thursday and Friday nights. The last day I worked was August 20, 2020. When I
 got home on Friday, I found out a family member tested   positive for COVID-19. I notified my lead CNA that day and she
 told me not to come back to work until I got tested  . I have not worked since. I never had symptoms at work. I did have a
 sore throat for a couple of days but not at work. I got tested   on   Tuesday (8/25/2020) and found out I tested   positive for COVID-19
on Wednesday (8/26/2020). I have not told anybody at the facility that I tested   positive. I failed to do
 that. 5. On 8/28/2020 at 9:08 a.m., the Administrator was asked, Is the facility still allowing visitation? The
 Administrator stated, Yes. We have a visit going on right now. We are doing them by appointment only, on the front porch.
 The Administrator was asked, When did you meet the Arkansas Department of Health guidelines to restart visitation in the
 facility? The Administrator stated, On July 27, 2020. 6. On 8/28/2020 at 10:39 a.m., the Administrator was asked if he was
 aware of (CNA #1) testing positive for COVID-19? The Administrator stated, There was an obvious breakdown in communication.
The Director of Nursing (DON) did instruct (CNA #1) to not come back to work until she got tested   for COVID-19. (CNA #1)
 has not been to work since. We are currently notifying all family members and the Medical Director. I am in the process of
 notifying all required parties and have cancelled all visitation. The Administrator was asked, Is the staff on the night
 shift supposed to be taking their own temperatures and filling out the COVID-19 screening form? The Administrator stated,
 No, and we will address that immediately. 7. On 8/28/2020 at 11:01 a.m., Licensed Practical Nurse (LPN #1) was asked, What
 shift do you work? LPN #1 stated, I work the night shift. LPN #1 was asked, Does a staff member take your temperature, and
 have you fill out a screening form related to COVID-19 symptoms? LPN #1 stated, We our doing the screening ourselves.
 Screenings and temperature checks. 8. On 8/28/2020 at 12:59 p.m., Registered Nurse (RN #1) was asked, What shift do you
 work? RN #1 stated, I work the night shift. RN #1 was asked, Does a staff member take your temperature, and have you fill
 out a screening form related to COVID-19 symptoms? RN #1 stated, We usually do ourselves. Take temperature and fill out
 questionnaire.
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