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F 0885 Based on aletter of communication with families from the facility, electronic mail (e-mail), 1aboratory results, and

Level of harm - Minima interview, the facility failed to ensure timely notification of families of positive Coronavirus 19 (COVID-19) results for
harm or potential for actual |4 of 4 sampled residents (Resident #1, #2, #3, and #4) reviewed. The facility had a census of 75 residents residing in the
harm facility. The findingsinclude: Review of aletter dated 7/8/2020, showed, .To: Responsible Parties/Families of residents

at (Named Facility) From: Management .We will communicate the results of testing on the (Named Company) website . Review of the
Residents Affected - Few  [fecility's weekly employee COVID-19 laboratory test results showed 2 new COVID-19 positive employee test results on

7/17/2020, and 2 new COVID positive employee test results on 7/24/2020. Review of an email dated 7/18/2020, showed .Sent:
Saturday, July 18, 2020 11:03 AM .Can you (Corporate Accountant) update the information for (Named Facility)? We (facility) have
ltwo more positive staff tests . Review of an email dated 7/28/2020, documented, .Sent: Tuesday, July 28, 2020 12:45 PM .Please post
the following to the web site for family notification: On July 24, 2020, we (facility) received positive

COVID-19 tests on two employees . The (Named Company) website, viewed 7/30/2020, documented, Below you will find current
information regarding COVID-19 for each facility. Thisinformation will be updated as new cases arise and weekly . During

an interview conducted on 7/30/2020 at 2:12 PM, the Director of Nursing (DON), was asked how soon resident representatives

of families are updated of positive COVID-19 residents or employees. The DON stated, .we sent out aletter that the website would be
updated weekly .alot of the results we get come in late on Friday night .Only corporate office (can update the

site). No one here has access to do that .(named the Administrator) sends an email to corporate . During an interview

conducted on 7/31/2020 at 11:02 AM, the (Named Company) Accountant confirmed that she updates the website with the

information provided by the facility. The Accountant was unable to provide a history showing when changes were made to the

site. The Accountant stated, There was one time (7/18/2020) that | didn't get the email until Monday because | was out of

town . The Accountant confirmed that an email was sent on 7/18/2020 stating positive results had been received, but that

she updated the website on 7/20/2020. The Accountant was asked when the website was updated with the current results

showing positive cases as of 7/24/2020. The Accountant stated On the 28th (7/28/2020) .he (the facility Administrator) sent it to me on
the 28th and | updated it that day .
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
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