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F 0580

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations
 (injury/decline/room, etc.)  that affect the resident.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on record review and interview, the facility failed to ensure each resident's Responsible Party was notified of
 laboratory test results for 2 of 3 residents reviewed for coronavirus (COVID-19). (Residents B and C) Findings include: 1.
 The record for Resident B was reviewed on 4/26/20 at 7:39 p.m. [DIAGNOSES REDACTED]. The Quarterly Minimum Data Set
(MDS)
 assessment, dated [DATE]5/20, indicated the resident was cognitively impaired for daily decision making. Nursing progress
 notes, dated [DATE]5/20 at 12:32 p.m., indicated the resident's Physician was updated on the resident's recent
 temperatures. The Physician requested an order for [REDACTED]. A COVID-19 Suspected or Confirmed assessment, dated
 [DATE]8/20 at 2:43 a.m., indicated the resident had tested   positive on [DATE]7/20. There was no documentation indicating
 the resident's Responsible Party was notified of the test results. Interview with the Director of Nursing on 4/27/20 at
 10:50 a.m., indicated the resident's Responsible Party should have been notified when the test results were received. 2.
 The record for Resident C was reviewed on 4/26/20 at 8:31 p.m. [DIAGNOSES REDACTED]. The Annual Minimum Data Set
(MDS)
 assessment, dated 2/20/20, indicated the resident was moderately impaired for daily decision making. Nursing progress
 notes, dated [DATE]5/20 at 12:57 p.m., indicated the resident had a mild temperature on [DATE]3/20 and had been afebrile
 since. The resident's Physician was updated and a COVID-19 test was requested. A message was left for the resident's son to call the
facility regarding the new orders. An entry in the nursing progress notes, dated [DATE]6/20 at 3:45 p.m.,
 indicated the resident had been tested   for COVID-19. The resident's test results came back positive on [DATE]7/20. There
 was no documentation indicating the resident's Responsible Party had been notified by the facility when the test results
 were received. Interview with the Director of Nursing on 4/27/20 at 10:50 a.m., indicated the resident's Responsible Party
 should have been notified when the test results were received. This Federal tag relates to Complaint IN 729. 3.1-5(a)(3)
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