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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

 Based on interview and record review, the facility failed to test staff according to the county COVID-19 positivity rates
 for 1 of 7 weeks reviewed and failed to ensure documentation was complete related to contacting the laboratory for COVID-19 test
results taking longer than forty-eight hours to receive for 62 of 62 laboratory results reviewed. Findings include: 1. A review of the
facility staff testing dates indicated no COVID-19 tests for staff had been completed from September 27,
 2020 thru October 3, 2020. During an interview, on 10/21/2020 at 2:09 P.M., the Administrator indicated she knew she was to do staff
COVID-19 testing weekly between September 27, 2020 and October 3, 2020, however it was not done. 2. A review of
 the facilities staff COVID-19 testing results indicated fourteen lab results took five days to result and forty-eight lab
 results took six days to result. During an interview, on 10/21/2020 at 2:09 P.M., the Administrator indicated there was no
 documentation related to the facility contacting the laboratory regarding COVID-19 test results taking longer than
 forty-eight hours. A policy was requested, on 10/21/2020 at 2:15 P.M., but one was not received.
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