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Residents Affected - Many

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on record reviews, staff interview, and review of the facility policy, the facility failed to inform all residents,
 family, or their representatives by 5:00 PM the next calendar day following the occurrence of a confirmed infection of
 COVID-19. This affected all 72 residents who resided in the facility and their families, when two residents tested
   positive for COVID-19. Findings include: 1. Review of R1's medical record indicated the resident tested   positive for
 COVID-19 infection on 09/01/20. The record also indicated the resident's family and physician had been notified of the
 infection. There was no evidence the facility had informed each resident, family or representatives of the development of a COVID-19
infection in the facility by 5:00 PM on 09/02/20. 2. Review of R2's medical record indicated the resident was
 discharged    from the hospital on [DATE] at 11:30 AM. At 12:00 PM the hospital called the facility and informed them that
 R2 had tested   positive for COVID-19. The record indicated the resident's family had been notified of the infection. There was no
evidence the facility had informed each resident, family or their representative of the development of a COVID-19
 infection in the facility by 5:00 PM on 09/06/20. Interview with the Regional Director of Clinical on 09/10/20 at 3:15 PM,
 indicated they do not inform all the residents, families, or representatives when one resident develops the COVID-19
 infection. She also stated the facility does not have a policy regarding notification of reporting to all the residents,
 family, or their representatives in the facility by 5:00 PM the next calendar day following the occurrence of a confirmed
 infection of COVID-19. Review of the facility's COVID-19 Control Measures, revised on 08/26/20, indicated there was
 additional references in the Control Measures Policy regarding, Reporting Requirements. The policy stated to refer to CMS
 (Centers for Medicare & Medicaid Services) and CDC (Centers for Disease Control) for the reporting requirements of
 Suspected or Confirmed Cased of COVID-19, staff and/or residents.
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