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 Based on interview and record review, the facility failed to inform residents, their representatives and families of those
 residing in the facility by 5 PM the next calendar day, of the occurrence of three or more residents or staff with
 new-onset of respiratory symptoms occurring within 72 hours of each other. Findings include: During an interview on 6/18/20 at
approximately 10:00 AM, the administrator stated that he was aware of the regulation to notify residents and their
 representatives and families when there was an occurrence of three or more residents or staff with new-onset of symptoms
 occurring within 72 hours of one another. The administrator stated the facility was prepared to make the notifications by
 telephone to the resident representatives/families on the same day the criteria was met. Review of facility policy titled,
 Notification of Residents and Family dated 5/8/20 revealed: If there is a positive COVID-19 test on a resident or staff
 member, or three suspected cases reported in 72 hour period all residents or responsible parties will be notified by 1700
 (5 PM) the following day. If required reporting in necessary, the procedure will go as follows: Department Heads will
 notify the rooms they are assigned to. The assignments are listed on the daily census sheets and provided in morning
 meeting. The notification will include the resident and responsible POA (Power of Attorney) to include anyone the resident
 requests to get notified. Notifications are preferred face to face, but family members can be notified by phone and as a
 last resort email. Review of the Line Item Infection spreadsheets for residents and employees revealed: - Resident 1
 symptom onset on 6/12/20 - Resident 2 symptom onset on 6/13/20 - Employee 7 symptom onset on 6/12/20 During an interview on
6/18/20 at approximately 4:15 PM, the administrator stated the facility had not noticed the cluster of three individuals
 displaying symptoms within a 72 hour period. The administrator stated he thought the separation of surveillance logs by
 resident and employee may be the cause of the oversight. The administrator stated the facility would complete the
 notifications according to regulation and facility procedure and make sure to document their efforts. According to
 483.80(g) COVID-19 reporting. This information must- (i) Not include personally identifiable information; (ii) Include
 information on mitigating actions implemented to prevent or reduce the risk of transmission, including if normal operations of the
facility will be altered; and (iii) Include any cumulative updates for residents, their representatives, and
 families at least weekly or by 5 p.m. the next calendar day following the subsequent occurrence of either: each time a
 confirmed infection of COVID-19 is identified, or whenever three or more residents or staff with new onset of respiratory
 symptoms occur within 72 hours of each other.
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