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F 0580 Immediately tell theresident, theresident'sdoctor, and a family member of situations

(injury/decline/room, etc.) that affect theresident.
Level of harm - Minimal **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on record reviews, responsible party and staff interviews, the facility failed to notify the resident's responsible
harm party of aresident's treatment resulting from a significant change in condition (Residents #1) for 1 of 3 residents
reviewed for notification. The findings included: Resident #1 was initially admitted to the facility on [DATE] and last
Residents Affected - Few admitted [DATE] after hospitalization . The significant change Minimum (MDS) data set [DATE] coded Resident #1 with
severely impaired cognition. COVID-19 |aboratory test collected on 5/22/20 with results reported on 5/23/20 revealed that
Resident #1 was tested for suspected exposure and was negative for COVID-19. He was placed on droplet precautions per
physician orders[REDACTED] .#1 wastested for his progressive cough and was negative for COVID-19. He was replaced on
droplet precautions per physician orders [REDACTED] .#1 wastested for worsening cough and was negative for COVID-19. He
remained on droplet precautions until 7/10/20 then restarted on 7/17/20. COVID-19 laboratory test collected on 7/21/20 with results
reported on 7/23/20 revealed that Resident #1 tested for suspected exposure and was positive for COVID-19.
Resident #1 had been discharged to the hospital on [DATE] prior to the facility receiving the results. Review of the
correspondence from the Administrator dated 5/21/2020, 5/25/2020, 5/28/2020, 6/2/2020, 6/5/2020, 6/15/2020, 6/24/2020,
7/1/2020, 7/8/2020 and 7/15/2020 stated we will contact you directly if your loved one experiences a significant changein
condition or is suspected or diagnosed with [REDACTED].#1's Responsible Party (RP) was notified of COVID-19 testing or
COVID-19 results. Record review indicated Resident #1 named a family member as his RP. A review of Resident #1's care plan, last
updated 7/25/20, indicated he was positive for COVID-19. Interventions included observe and report changes. In an
interview with the Infection Control Nurse on 8/6/20 at 10:25 AM, she stated Resident #1 was placed on droplet precautions
and monitored after he had a possible exposure on 5/22/20. The nurse explained he had been tested four times and became
positive on the last testing. She stated he had been transferred to the hospital for other health reasons on 7/25/20 before the COVID-
19 test was received. The nurse indicated the hospital was notified immediately once the facility received the
positive results. She expressed she had not notified Resident #1's Responsible Party of any of his testing or results. She
continued all suspected encounters are placed on droplet precautions and screened. On 8/6/20 at 3:14 PM an interview with
the Unit Manager for Resident #1 was conducted. She explained she had not given any results to the Responsible Party for
Resident #1's four COVID-19 tests. The Unit Manager expressed the Infection Control Nurse had all the testing data and
further explained Resident #1 had been transferred out of the facility for other medical conditions and not for COVID-19.
She confirmed he had been on Droplet Precautions and was monitored for symptoms since 5/22/20 from his suspected exposure
until he went to the hospital on [DATE]. The Unit Manager acknowledged Resident #1 never transferred to the facility's
COVID-19 Unit. A phoneinterview was conducted with Resident #1's RP on 8/7/20 at 12:28 PM. The RP reported the facility
had routinely contacted her whenever Resident #1 had been hospitalized . Sheindicated that on 7/25/20 she had been
informed of Resident #1's positive COVID-19 test results, after his 7/25/20 hospitalization . The RP indicated she had no
knowledge of any of the tests being done prior to 7/25/20. She expressed no knowledge of him being on droplet precautions
or having been exposed to someone that tested positive. The RP confirmed she received the facility's correspondence
regarding COVID-19 in the facility as a general acknowledgement of what was happening in the facility and the letters
explained she would be notified of aresident's COVID-19 status however, notification had not been sent regarding Resident
#1 when he had been exposed to COVID-19 or had tested positive for COVID-19. The RP stated after the hospitalization
she had spoken to someone at the facility and they mentioned he had tested positive. A phone interview was conducted
with the Director of Nursing (DON) on 8/7/20 at 1:24 PM. She acknowledged the four tests were done; but did not provide any
information regarding notification to the RP. The DON explained the Unit Manager or Staff Nurse would have notified the RP
of the room change to the COVID-19 Unit. She expressed the nursing staff would document the notification of testing and
results to the RP when testing was done as is done with all Iaboratory studies. On 8/10/20 at 4:08 PM, the Administrator
was interviewed via phone. She stated she presumed Resident #1's RP knew he had been tested . The Administrator
acknowledged the facility should have followed the regulations regarding notification for the significant change of
resident's status for testing and reporting COVID-19 results.
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