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E 000 Initial Comments E 000

 A COVID-19 Emergency Preparedness Survey 
was completed by the Centers for Medicare and 
Medicaid Services (CMS) on 10/26/2020.  The 
facility was found in compliance with 42 CFR 
§483.73 related to E-0024(b)(6).

 

F 000 INITIAL COMMENTS F 000

 A COVID-19 Focused Infection Control Survey 
was conducted on 10/26/20. The facility was 
found to not be in compliance with 42 CFR 
483.80 infection control regulations and will be 
cited at F886. The facility had 4 COVID-19 
positive residents.

 

F 886 COVID-19 Testing-Residents & Staff
CFR(s): 483.80 (h)(1)-(6)

§483.80 (h) COVID-19 Testing. The LTC facility 
must test residents and facility staff, including
individuals providing services under arrangement 
and volunteers, for COVID-19. At a minimum,
for all residents and facility staff, including 
individuals providing services under arrangement
and volunteers, the LTC facility must:

§483.80 (h)((1) Conduct testing based on 
parameters set forth by the Secretary, including 
but not
limited to:
(i) Testing frequency;
(ii) The identification of any individual specified in 
this paragraph diagnosed with
COVID-19 in the facility;
(iii) The identification of any individual specified in 
this paragraph with symptoms
consistent with COVID-19 or with known or 
suspected exposure to COVID-19;
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F 886 Continued From page 1 F 886
(iv) The criteria for conducting testing of 
asymptomatic individuals specified in this
paragraph, such as the positivity rate of 
COVID-19 in a county;
(v) The response time for test results; and
(vi) Other factors specified by the Secretary that 
help identify and prevent the
transmission of COVID-19.

§483.80 (h)((2) Conduct testing in a manner that 
is consistent with current standards of practice for
conducting COVID-19 tests;

§483.80 (h)((3) For each instance of testing:
(i) Document that testing was completed and the 
results of each staff test; and
(ii) Document in the resident records that testing 
was offered, completed (as appropriate
to the resident’s testing status), and the results of 
each test.

§483.80 (h)((4) Upon the identification of an 
individual specified in this paragraph with 
symptoms
consistent with COVID-19, or who tests positive 
for COVID-19, take actions to prevent the
transmission of COVID-19.

§483.80 (h)((5) Have procedures for addressing 
residents and staff, including individuals providing
services under arrangement and volunteers, who 
refuse testing or are unable to be tested.

§483.80 (h)((6) When necessary, such as in 
emergencies due to testing supply shortages, 
contact state
and local health departments to assist in testing 
efforts, such as obtaining testing supplies or
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F 886 Continued From page 2 F 886
processing test results.
This REQUIREMENT  is not met as evidenced 
by:
 Based on record review and staff interview, the 
facility failed to document required COVID-19 
test documentation for 3 of 3 sampled residents 
(Resident #1, #2, and #3). Failure to document 
COVID-19 testing results in each residents' 
medical record may lead to a lack of further 
required interventions and/or an incomplete 
medical record.

Findings include: 

Review of resident medical records occurred on 
10/26/20 and showed Resident #1, #2, and #3's 
records failed to contain documentation of 
COVID-19 negative test results.

During an interview on 10/26/20 at 3:00 p.m., an 
administrative staff member (#1) confirmed the 
facility failed to ensure all resident medical 
records contained documentation of all 
COVID-19 negative laboratory test results.

 Plan of Correction F886
1) The corrective action accomplished 
for Resident #1, #2, and #3 whose 
records failed to contain proper 
documentation of the COVID-19 negative 
test results was corrected on 10/27/2020 
to comply with F886.  
2) All residents have the potential to be 
affected.  A chart review was completed 
to ensure all current residents COVID-19 
test results were documented in the 
medical record.  
3) The facility re-educated all licensed 
nursing staff and HIM and alerted staff to 
the facilities requirements towards 
compliance with the testing 
documentation portion of F886.
4)The Location HIM Director/designee will 
develop a chart audit to ensure all 
COVID-19 testing results are documented 
in the resident medical record.  The audit 
will be conducted on all resident charts 1 
x pre week for 4 weeks, Monthly x 3 All 
audit results will be brought to the QAPI 
committee for review and further 
recommendation. 
5) Corrective action completion 
date:11/30/2020
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