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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

 Based on record review and staff interview, the facility failed to document required COVID-19 test documentation for 6 of 6 sampled
residents (Resident #1, #2, #3, #4, #5, and #6), and failed to store COVID-19 test results for staff in a secure
 manner. Failure to document COVID-19 testing and test results in each residents' medical record may lead to a lack of
 further required interventions and/or an incomplete medical record, and failure to store staff COVID-19 results in a secure maner does
not ensure confidentiality of health information. Findings include: Review of resident medical records occurred
 on 10/29/20 and showed Resident #1, #2, #3, #4, #5, and #6 's records failed to contain documentation of COVID-19 testing
 completed and test results. During an interview on 10/28/20 at 1:00 p.m., an administrative staff member (#1) confirmed the resident
medical records lacked documentation of COVID-19 testing completed and the test results. During an interview the
 afternoon of 10/28/2020, an administrative staff member (#1) stated the staff COVID-19 test results were located on top of
 the desk in his/her office that is not locked during the day even when unattended, and agreed the staff COVID-19 test
 results were not stored in a secure manner.
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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
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