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

Level of harm - Minimal Based on observation and interview, the facility failed to ensure staff wore facial mask to properly cover their nose. This failed

harm or potential for actual | practice had the potential to affect all 67 residents who resided in the facility, as documented on the Resident

harm Census and Conditions of Residents form provided by the Director of Nursing (DON) on 8/15/2020. The findings are: 1. On

8/15/2020 at 1:15 p.m., during observation of the Kitchen, Dietary cook #1 answered the door. Her mask was beneath her
Residents Affected - Some | nose. Dietary cook #1 escorted this surveyor through the different areas of the kitchen. Her mask was beneath her nose. She was

asked, Should your mask be under your nose? While pulling her mask over her nose, she stated, No, maam. 2. A ADH
(Arkansas Department of Health) Guidance for Reducing Spread on Covid-19 in Long-Term Care Facilities dated 08/04/2020
documented, .3. All staff should wear masks (surgical) whilein the building .
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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
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FORM CMS-2567(02-99) Event ID: YL1011 Facility 1D: 045207 If continuation sheet
Previous Versions Obsolete Page 1 of 1




