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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on medical record review, staff interview and family interview the facility failed to notify the responsible party of Resident #2 of
a positive coronavirus laboratory test. This affected one resident (#2) of three residents reviewed for
 infection control and the coronavirus. Findings include: Review of Resident #2's medical record revealed the resident was
 admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. Review of the quarterly Minimum Data Set (MDS) 3.0
assessment dated [DATE] revealed Resident #2 had moderately impaired cognition. Review of laboratory test results dated 06/15/20
 revealed Resident #2 had tested   positive for 2019-nCov RNA (coronavirus). The results were reported on 06/16/20. Review
 of the nurse's notes from 06/15/20 to 06/16/20 revealed no evidence the family of Resident #2 was notified of the
 resident's positive coronavirus test results. Interview on 06/17/20 at 3:13 P.M. with Family member #10 revealed she was
 never notified there had been a positive case of the coronavirus at the facility on 06/12/20 or that her husband, Resident
 #2, had tested   positive for coronavirus on 06/16/20. Interview on 06/17/20 at 3:10 P.M. with Family Member #11 revealed
 her husband had not been notified there had been a positive case of the coronavirus at the facility on 06/12/20 or that his stepfather,
Resident #2, has tested   positive for coronavirus on 06/16/20. Interview on 06/18/20 at 11:59 A.M. with the
 Director of Nursing (DON) revealed the facility had attempted to call the wife of Resident #2 on 06/12/20 to notify her of
 the positive case of the coronavirus in the facility but there was no answer and she did not have voice mail set up.
 However, she verified there was no written documentation of the attempt to notify the family of Resident #2 on 06/16/20
 when he had tested   positive for the coronavirus. Review of an email dated 06/18/20 at 1:01 P.M. revealed the DON
 indicated she spoke to the nurse on duty the day the test results came back for Resident #2 and the nurse indicated she had not notified
the family of his positive test results.
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