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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

 Based on record review and staff interview the facility failed to inform resident representatives and families by 5:00 PM
 the next calendar day following the occurrence of confirmed staff COVID-19 infections on 09/26/20 for 3 of 55 staff
 reviewed for COVID-19 reporting. Findings included: Review of the facility COVID-19 testing log revealed 3 staff tested
   positive on 09/26/20. An interview with the Administrator on 10/08/20 at 4:15 PM revealed the 3 staff who tested
   positive for COVID-19 on 09/26/20 were notified of positive COVID-19 status via telephone as soon as the positive results were
received. The Administrator stated she did not think about notifying residents or residents' responsible parties of
 the staff who tested   positive on 09/26/20, because they were notified weekly via phone calls by the department managers
 and documented in the residents' medical record regarding the facility having positive COVID-19 infections. The
 Administrator confirmed she was unaware the facility was required to report subsequent confirmed COVID-19 cases, so the
 facility did not contact families and/or responsible parties of residents who were not COVID-19 positive on 09/26/20.
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