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Based on interviews and record reviews conducted during the COVID-19 Focused Infection Control Survey (#NY 851) conducted
Level of harm - Minimal  |on [DATE], the facility did not inform all residents and/or resident representatives by 5:00 p.m. the next calendar day
harm or potential for actual | following the occurrence of either asingle confirmed infection of COVID-19, or three or more residents or staff with
harm new-onset of respiratory symptoms occurring within 72 hours of each other for five (Residents #1, #2, #3, #4, and #5) of
five residents reviewed. Specifically, the facility did not provide verbal or written notification when three staff and one medical
Residents Affected - Few  [Provider recently tested positive for COVID-19 and one resident that was positive for COVID-19 had expired. This
is evidenced by, but not limited to, the following: CMS guidance titled, Interim Final Rule Updating Requirements for
Notification of Confirmed and Suspected COVID-19 Cases Among Residents and Staff in Nursing Homes (Ref: QSO-,[DATE]-NH),
dated [DATE], provided that as part of a skilled nursing facility's COVID-19 reporting requirements, facilities must Inform residents,
their representatives, and families of those residing in facilities by 5:00 p.m. the next calendar day following the occurrence of either a
|single confirmed infection of COVID-19, or three or more residents or staff with new-onset of
respiratory symptoms occurring within 72 hours of each other. Such requirements were made effective [DATE] in regulatory
amendments to 42 CFR 483.80 pursuant to 85 Fed. Reg. , . Thefacility did not have apolicy or procedure related to the
notification of residents and their representatives of COVID-19 infections. The Infection Control Focused Survey
Information Requested form provided to and completed by the facility, dated [DATE], included three staff members (LPN, HR,
and Housekeeping) and one contract physician (dentist) who tested positive for COVID-19. The first staff (LPN) confirmed
case was on [DATE]. The other two staff members and contract physician (dentist) were confirmed positive on [DATE]. 1.
Resident #1 had [DIAGNOSES REDACTED]. The Minimum Data Set (MDS) Assessment, dated [DATE], revealed the resident was
cognitively intact. Review of progress notes, from [DATE] through [DATE], revealed no documentation that Resident #1 was
notified of the four cases of staff testing positive for COVID-19 in the facility or the one resident who recently passed
away and was positive for COVID-19. During an interview on [DATE] at 11:25 am., Resident #1 stated that they were not
notified of any resident or staff cases of positive COVID-19 infections. 2. Resident #3 had [DIAGNOSES REDACTED]. The MDS
Assessment, dated [DATE], revealed the resident had severely impaired cognition. Review of progress notes, from [DATE]
through [DATE], revealed no documentation that Resident #3's representative had been notified of any positive COVID-19
cases in the facility. During an interview on [DATE] at 1:15 p.m., Resident #3's Health Care Proxy stated they had not been notified of
lany positive cases of COVID-19 of residents or staff members. 3. Resident #5 had [DIAGNOSES REDACTED]. The MDS
Assessment, dated [DATE], revealed the resident was cognitively intact. Review of the progress notes, from [DATE] to
[DATE], revealed that Resident #5 had not been notified of any positive COVID-19 cases in the facility. During an interview on
[DATE] at 10:00 am., Resident #5 stated they came to the facility for rehabilitation on [DATE] and they were told there was no
ICOVID-19 in the facility. Resident #5 said that they heard through the grapevine that a staff member had been
positive for COVID-19 along time ago but nothing recent. During an interview on [DATE] at 10:29 am. and again at 11:15
am., the Director of Nursing (DON) stated that they were notified on [DATE] of two staff members who recently tested

positive for COVID-19 and amedical provider who recently worked at the facility was COVID-19 positive. The DON said that they
also had a Licensed Practical Nurse (LPN) who tested positive a few weeks ago ([DATE]). She said the facility wasin the process of
Isending out aletter to families to inform them of the COVID-19 cases. When asked if anyone was informing
the residents of the COVD-19 cases, she said not that she was aware of. She said that the Administrator takes care of all
the family notification. The DON said she was not aware of a specific policy regarding notification of all residents and
families of all positive casesin the facility. During an interview on [DATE] at 12:06 p.m., the Social Worker (SW) stated
that residents and families who were exposed to the medical provider (approximately ten residents) were notified that their rooms were
being changed due to the COVID-19 exposure. The SW said she did not call any other families related to any
positive cases in the facility. During an interview on [DATE] at 2:00 p.m., the Administrator stated they werein the
process of sending letters to families regarding the positive COVID-19 cases of the staff in the facility. (10 NY CRR 42 CFR 483.80)
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