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Level of harm - Minimal
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Residents Affected - Many

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on record review and interview, the facility failed to immediately implement COVID-19 outbreak testing for all
 residents and staff upon an identification of a new positive case in the facility. (Resident B) This had the potential to
 affect the 64 residents currently residing in the facility. Finding includes: Record review for Resident B was completed on 9/22/20 at
2:29 p.m. [DIAGNOSES REDACTED]. The resident was admitted to the facility on [DATE]. The resident was tested
   for COVID-19 on 9/18/20 using Point of Care (POC) testing. The Rapid COVID Test Report, dated 9/18/20, indicated the
 resident was positive for COVID-19. Interview with RN 1 and the Administrator on 9/22/20 at 12:05 p.m. indicated the
 resident had tested   positive for COVID-19 on 9/18/20. Isolation precautions were implemented at that time. No further
 testing of any residents or staff had been completed upon identification of the new positive case in the facility. They had not completed
any outbreak testing because all facility staff had been tested [DATE], the results were received 9/18/20,
 and all the results were negative. They felt the resident had not acquired COVID-19 while in the facility but prior to
 admission. They planned to start testing all residents and staff today. 3.1-18 (a) 3.1-18 (b)
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