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F 0886 Based on observation, interviews, and review of facility documentation, the facility failed to ensure that facility staff

Level of harm - Minima had been tested for COVID 19. Thefinding includes: Review of staff schedules and facility testing documentation from

harm or potential for actual | 6/26/20 through 8/20/20 and interview with the Administrator on 8/21/20, identified 5 staff members had not been tested

harm for COVID-19 and worked at |east once during that period. Further review with the Administrator on 8/21/20 of staff

schedules and facility testing documentation, for all staff members that worked at least once between 7/16/20 through

Residents Affected - Some |8/20/20, an additional 11 staff members had not been tested for COVID-19 and 14 staff members had been tested on ly

once. Review of the facility memo dated 7/20/20 identified COVID-19 testing was offered only on Mondays and Thursdays from
6:00 AM to 4:00 PM. The memo further identified that al staff members needed to come in for testing weekly during that

time (unless previously tested positive). Additionally, the memo identified that if not tested , the staff member would

be removed from the schedule and it was the staff members responsibility to get tested weekly. Interview with the

Administrator on 8/21/20 at 5:40 PM identified although COVID-19 testing was offered to al staff members starting 6/26/20, some
|staff members had not been tested as required and the facility must improve on monitoring and reinforcing testing.

The Administrator further identified that the most recent COV1D-19 positive result was on 7/16/20 and although the facility questioned
the accuracy of the results, all facility staff members and residents should still have been tested weekly for at least 14 days after to
detect possible transmission.
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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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