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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on policy review, medical record review, and interview, the facility failed to provide consistent communication for
 COVID-19 information to Responsible Parties for 1 of 4 sampled residents (Resident #1) reviewed. The facility had a census
 of 89 residents residing in the facility. The findings include: Review of facility's policy titled, Notification of Change, revised 11/2017,
showed that the facility must inform the resident, and notify the resident's family member when there is a change requiring such
notification. Review of facility's policy titled, Coronavirus 2019 (COVID-19) Response Plan and
 Facility Policy and Protocol, revised 6/26/2020, showed that the facility will make the appropriate notifications of
 confirmed or suspected COVID-19 cases among Residents and staff in accordance with CMS (Centers for Medicare and Medicaid
 Services) guidance. Review of the closed medical record, showed Resident #1 had a [DIAGNOSES REDACTED]. Review of Resident
 #1's laboratory (lab) test results collected on 7/21/2020 and resulted on 7/23/2020 confirmed a positive COVID-19 test.
 Review of the Social Worker's Progress Note dated 7/22/2020, confirmed that the Resident #1 was discharged    home. During
 a telephone interview on 7/28/2020 at 10:16 AM, Family Member #1 confirmed that he and his father arrived at the facility
 on 7/22/2020 to pick up Resident #1. Family Member #1 confirmed that the facility did not notify them that Resident #1 had
 been tested   for COVID-19 virus due to being exposed to a positive COVID-19 staff member. Family Member #1 confirmed that
 the facility did not notify the family that Resident #1 had tested   positive for the COVID-19 virus until 7/24/2020.
 During a telephone interview on 7/28/2020 at 10:59 AM, Family Member #2 confirmed that the facility did not notify him that
Resident #1 had been tested   for the COVID-19 virus after being exposed to a positive COVID-19 staff member. Family Member #2
confirmed that the facility did not notify him that Resident #1 had tested   positive for the COVID-19 virus until
 mid-day on 7/24/2020. During a telephone interview on 7/28/2020 at 11:47 AM, the Medical Director confirmed that the family should
have been notified of any outstanding lab results before discharge. The Medical Director confirmed that the resident should not have
been discharged    home before receiving the COVID-19 virus lab results. During an interview on 7/28/2020
 at 2:52 PM, the Administrator confirmed that Resident #1 should not have been discharged    home until they received the
 COVID-19 virus lab results. The Administrator confirmed that the family should have been notified before discharge that
 Resident #1 was tested   for the COVID-19 virus. During a telephone interview on 7/29/2020 at 11:10 AM, Register Nurse (RN) #1
confirmed that she did not inform the family members that Resident #1 had been tested   for the COVID-19 virus when
 Resident #1 was discharged   .
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