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F 000 INITIAL COMMENTS F 000

 A COVID-19 Focused Infection Control Survey 

was conducted 06/09/2020 and 06/25/2020.  The 

facility was in substantial compliance with 42 CFR 

Part 483.80 infection control regulations, and has 

implemented the CMS and Centers for Disease 

Control (CDC) recommended practices to 

prepare for COVID-19.

On 06/09/2020 the census in this 180 certified 

bed facility was 137.  The facility had tested 17 

residents and had one test pending. There was 

one positive COVID case in the facility. 

On 06/25/2020, the census was 147. The facility 

reported that they had tested one resident on 

05/27/2020 due to an upcoming appointment. 

The test was reported as COVID positive on 

05/28/2020. They retested her on 05/28/2020 and 

05/29/2020 and both of those tests were 

negative. The resident was retested on 

06/08/2020 and was positive. The Regional 

Epidemiologist was contacted and she advised 

that the resident was an "asymptomatic carrier of 

COVID-19" and should be isolated for five 

additional days. She did not recommend that the 

resident be retested before being removed from 

isolation. Twenty-nine employees were tested, all 

with negative results. 

At the time of the onsite survey, the facility 

reported that no additional residents had been 

tested, but the national guard was onsite 

(06/25/2020) to test 100 percent of residents and 

staff for COVID-19.
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