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Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations
 (injury/decline/room, etc.)  that affect the resident.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to ensure, for one of three sampled residents (Resident A), the
 resident's responsible party (RP- individual who makes medical decisions for the resident) was notified of the resident's
 change of condition (COC), when the resident tested   positive for Coronavirus Disease 2019 (Covid 19- an infectious
 disease caused by [MEDICAL CONDITION] that can spread from person to person, causing mild to moderate respiratory illness).
This failure resulted in the RP to not be aware of Resident A's condition and the potential to not be involved in the
 provision of care. Findings: On June 22, 2020, at 2:30 p.m., a telephone interview was conducted with the Ombudsman. The
 Ombudsman stated Resident A's RP complained that the facility did not notify her regarding Resident A's Covid 19 abnormal
 test result in April 2020. The RP stated she found out about the abnormal test result when the resident told her two weeks
 later from the time the results came out. On June 23, 2020, at 8:50 a.m., an unannounced visit to the facility was
 conducted to investigate a complaint related to resident rights. Resident A's record was reviewed. Resident A was admitted
   to the facility on [DATE], with [DIAGNOSES REDACTED]. The annual history and physical, dated February 19, 2020, indicated
Resident A did not have the capacity to understand and make decisions. Resident A's record indicated the RP was a family
 member. On April 13, 2020, a Covid 19 laboratory test was conducted on Resident A. The laboratory test, dated April 15,
 2020, and was reported to the facility on [DATE], indicated an abnormal Covid 19 result. The nursing progress notes dated
 April 15, 16, 17, 18, 2020, did not indicate Resident A's RP was notified and updated of the abnormal Covid 19 result on
 April 16, 2020. There was no documented evidence indicating Resident A's RP was notified of the abnormal Covid 19 results
 and the facility's plan of care to address it. On June 23, 2020, at 1:24 p.m., Resident A's record was reviewed with the
 Director of Nursing (DON) and confirmed there was no documented evidence the RP was notified of the resident's abnormal
 Covid result. The DON stated the abnormal Covid 19 test result was considered a COC and the licensed nurses should have
 notified Resident A's RP of the result and the plan of care. The DON further stated the licensed nurse should document this
information in the nursing progress notes. The facility's policy and procedure titled, Change in a Resident's Condition or
 Status, dated January 2012, indicated, Our facility shall promptly notify the resident, his or her attending physician, and
representative .of changes in the resident's medical/mental condition and/or status . Except for medical emergencies,
 notifications will be made within twenty-four (24) hours of a change occurring in the resident's medical/mental condition
 or status .
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