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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

 Based on medical record review and staff interviews, the facility staff failed to follow the Centers for Medicare and
 Medicaid Services (CMS) guidance to to test all negative residents when a COVID-19 outbreak has been determined in the
 facility to prevent the spread of COVID-19 in the facility. The facility staff only tested   COVID-19 negative residents on 1 of 3 units
after a staff member tested   positive for COVID-19 on October 7, 2020. Findings include: A review of the
 Facility policy COVID-19, revised on October 2, 2020 indicated the following: -The policy has been created in response to
 the Noval Coronavirus know as COVID-19. As the infection control guidelines are continually changing we will consider
 guidelines provided by the CDC, Massachusetts Department of Public Health, Centers for Medicare and Medicaid Services and
 the World Health Organization in the continuing development of policies and procedures. A review of the Centers for
 Medicare and Medicaid Services (CMS) Interim Final Rule (IFC), CMS-3401-IFC, Additional Policy and Regulatory Revisions in
 Response to the COVID-19 Public Health Emergency related to Long-Term Care (LTC) Facility Testing Requirements and Revised
 COVID-19 Focused Survey Tool dated August 28, 2020 indicated the following: -To enhance efforts to keep COVID-19 from
 entering and spreading through nursing homes, facilities are required to test residents and staff based on parameters and a frequency set
forth by the HHS Secretary. -Upon identification of a single new case of COVID-19 infection in any staff or
 residents, all staff and residents should be tested  , and all staff and residents that tested   negative should be
 retested   every 3 days to 7 days until testing identifies no new cases of COVID-19 infection among staff or residents for
 a period of at least 14 days since the most recent positive result. A review of the medical records for COVID-19 negative
 residents's, Resident #1, Resident #2 and Resident #3 indicated, a COVID-19 test was not performed after October 7, 2020,
 when a staff member tested   positive for COVID-19. During an interview on October 16, 2020 at 3:00 P.M., the Administrator said the
facility only tested   negative residents for COVID-19 on Unit #1 where the staff member tested   positive
 positive for COVID-19 on October 7, 2020. The Administrator said they did not test the negative residents on the other two
 units because they felt they were not exposed to the staff member through contact tracing.
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