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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on review of clinical records and staff interview, it was determined that the facility failed to ensure that
 residents representatives and families were timely informed of cumulative, confirmed and suspected COVID-19 infections in
 the facility for one of three residents reviewed (Resident R1). Findings include: Review of Resident R1's clinical record
 revealed the resident was admitted   to the facility on [DATE], with a [DIAGNOSES REDACTED]. The resident was swabbed at
 the facility for the Covid-19 virus on August 11, 2020, with negative results obtained on August 13, 2020. The resident was sent to the
hospital on September 27, 2020, related to PEG tube (stomach tube inserted as a means of feeding when oral
 intake is not adequate) complications. The resident was tested   for the Covid-19 virus at the hospital on September 27,
 2020, the results were positive on September 27, 2020. The facility was notified of the positive result on September 28,
 2020. At the time of the survey ending October 16, 2020, the facility was unable to provide evidence that the facility
 informed all residents, their representatives, and families by 5 PM the next calendar day following the occurrence of a
 single confirmed COVID-19 infection (Resident R1). There was no documented evidence that the facility provide information
 to the residents, their representatives, and families of mitigating actions taken by the facility to prevent or reduce the
 risk of transmission, including if normal operations in the nursing home will be altered (e.g., restrictions to visitations or group
activities) after obtaining result of a confirmed positive case on September 28, 2020 (Resident R1). Interview
 with the Administrator on October 16, 2020, at 12:00 p.m. revealed that the facility established a mechanism to inform
 residents, their representatives, and families using a computer internet based website. The Administrator confirmed that
 Resident R1 tested   positive for Covid-19 at the hospital on September 27, 2020, and the Administrator confirmed that the
 facility had not informed all residents, their representatives, and families of the confirmed case of Covid-19 as required
 via the facility's website. 28 Pa. Code 201.14(a) Responsibility of Licensee 28 Pa. Code 201.18(e)(1)Management 28 Pa. Code
201.18(e)(2)Management
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