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F 0885 Based on record reviews, staff interview, and review of the facility's policy, the facility failed to inform all residents, family, or their
Level of harm - Minimal  [representatives by 5:00 PM the next calendar day following the occurrence of a confirmed positive COVID-19 infection. This deficient
harm or potential for actual [Practice had the potential to affect all 76 residents who resided in the facility, their families and representatives when one resident (R) 2
harm tested positive for COVID-19. Findings include: Review of R2's COVID-19 Test
Results |ocated in the resident's paper medical record indicated that R2 tested positive for the COVID-19 infection on
Residents Affected - Many |09/14/20. The Nursing Notes dated 09/14/20, indicated the resident's family and physician had been notified of the

infection. There was no evidence that the facility had informed each resident, family or representatives of a confirmed
COVID-19 infection by 5:00 PM on 09/15/20. Interview with the Social Service Assistant on 09/17/20 at 12:22 PM, confirmed
the facility failed to notify all residents, families, or representatives when R2 tested positive on 09/14/20 for
COVID-19. Review of the facility's policy titled, COVID-19 Policy and Procedures, dated 05/01/20 indicated, The responsible parties
of all residents will be notified of initial cases and any follow up cases of COVID-19 cases within 24 hours of the confirmation.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not aplan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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