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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on review of residents' clinical records and information provided by the facility, as well as staff interviews, it
 was determined that the facility failed to ensure that documentation in the residents' records indicated that COVID-19
 testing was completed (as appropriate to the resident's testing status) for 12 of 12 residents reviewed (Residents 1-12).
 Findings include: A facility documented timeline for COVID-19 testing for residents, undated, revealed that the facility's
 residents were tested   for COVID-19 on August 31, and September 1, 8, 14, 21, and 28, 2020. Residents 11 and 12 were also
 retested   on [DATE]. Review of Residents 1 through 12's clinical records for August and September 2020 revealed that there was no
documented evidence that the resident's records contained documentation that testing for COVID-19 was completed on
 August 31, September 1, 8, 14, 21 and 28, 2020, and on October 1, 2020, for Residents 11 and 12. Interview with the
 facility's Registered Nurse Infection Preventionist on October 1, 2020, at 4:00 p.m. confirmed that there was no documented evidence
in Residents 1 through 12's clinical records that COVID-19 testing was completed on the above dates. 28 Pa. Code
 211.5(f) Clinical records.
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