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Based on record review and interview, the facility failed to ensure appropriate notification to families and responsible

parties of new cases of COVID-19 positive employees for 4 of 6 staff working in the facility. (OT 4, CNA 4, PTA 6, and PTA
7) Findings include: During the review on 8/27/20 at 9:40 am., the LTC (Long Term Care) Respiratory Surveillance Line List
identified the following staff members as being COVID-19 positive and having worked on the LTC side of the facility: - OT
(Occupationa Therapist) 4 worked inthe LTC on August 7 and 12, 2020. He tested positive on 8/20/20 - CNA (Certified
Nurse Aide) 5 worked in the LTC on August 1, 2, 6, 7, 13, 14, and 15, 2020. Shetested positive on 8/20/20. - PTA

(Physical Therapy Assistant) 6 worked inthe LTC on August 11, 13, 14, 15, and 16, 2020. Shetested positive on 8/20/20.

- PTA 7 worked in the LTC on August 11, 13, 14, 15, 16, 18, 20, and 21, 2020. He tested positive on 8/26/20. The facility could not
provide any documentation to show families were notified of the positive Covid 19 employees. During an interview

on 8/27/20 at 9:54 am., the I P (Infection Preventionist) indicated they did not notify families of each of the new cases.

The OT 4, PTA 6, and CNA 5 weretested on[DATE]. All of the other staff weretested on [DATE] and 21. During an
interview on 8/27/20 at 10:23 am., The Executive Director indicated that they had not notified families of the positive
employeesin August, because he had believed they primarily worked the acute hospital side of the facility, and had not
realized they worked the Long Term Care side. Because they worked the LTC side in the past few weeks, family should have
been notified if they had worked over here.
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