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tested positive for COVID-19. He said the residents and their RPs or families had not been notified of CNA testing
or families had not been notified of the CNA testing positive for COVID-19. The administrator said he thought they

Conduct and document a facility-wide assessment to deter mine what resour ces ar e necessary
to carefor residents competently during both day-to-day operations and emer gencies.

Based on interview and record review, the facility failed to include epidemic infections and all personnel, including
managers, staff (both employees and those who provide services under contract), and volunteers, as well as their education
and/or training and any competencies related to resident care for 1 of 1 facility assessment. The facility assessment did

not to address epidemic infections or the facility personnel aswell as their education and/or training and any
competencies related to resident carein their facility assessment. This failure could place residents at risk of

inadequate care or treatment. Findings included: The Facility Assessment for 2020 indicated there was no listing of
epidemic infectionsin the risk assessment and there was no information of the facility personnel resources as well as

their education and/or training and any competencies related to resident care were not addressed. During an interview on
10/24/20 at 12:45 p.m., the administrator confirmed the facility assessment for 2020 did not include epidemic infectionsin the risk
assessment and the facility personnel resources as well as their education and/or training and any competencies

related to resident care.

Based on interview, the facility failed to notify residents and/or the residents' Responsible Party (RP) or families by

5:00 p.m. the following day, when 1 of 1 CNA (CNA A) tested positive for COVID-19. The facility failed to inform

residents and/or the residents' RPs/family of a confirmed infection of COVID-19 in the facility. Thisfailure placed

residents, families and responsible parties at risk of not being kept informed of the COVID-19 statusin the facility.

Findings included: During an interview on 10/23/20 at 11:20 am. the administrator said CNA A wastested for COVID-19
during their weekly testing on 10/15/20. He said she was negative. He said she worked on 10/18/20 and complained of not
feeling well. She went to her doctor on 10/19/20 and was tested for COVID-19. He said she called on 10/21/20 and said she had

positive for COVID-19. During an interview on 10/24/20 at 11:45 am. the administrator and DON clarified that the residents and RPs
only needed to be notified when the first positive COVID-19 result occurred.
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