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Based on interview, record review, and facility policy review, the facility failed to ensure residents, residents'

Level of harm - Minima representatives, and residents families were notified by 5:00 PM the following day, if/after aresident of the facility

harm or potential for actual |tested positive for COVID-19. On 9/18/20 the facility was notified Resident (R) #1 tested positive for COVID-19;

harm however, the facility did not notify residents, residents' representatives, and residents' families of the new positive

case until 9/22/20, four days after the facility received the positive result. The facility's failure had the potential to

Residents Affected - Few | afect all residents, residents’ representatives, and residents families of the facility. The facility census was 111.

Findingsinclude: Review of the facility's undated policy titled, Practice Guidelines for Associate and Patient Testing for COVID-19,
revealed .Family Notification of Results. Centers should inform patients, their representatives, and families of

those residing in centers by 5 p.m. the next calendar day following the occurrences either a singe confirmed infection of
COVID-19, or three or more patients or associates with new-onset of respiratory symptoms occurring within 72 hours of each

other . Review of Resident (R) #1's undated Face Sheet, provided by the facility, revealed the resident was admitted to the facility on
[DATE] with [DIAGNOSES REDACTED]. Review of R#1's COVID-19 test results, dated 9/18/20, located in the

resident's EMR under the medication administrator record (MAR) revealed the resident tested positive for COVID-19. Review of
R#1's Nurses Note, dated 9/18/20, located in the resident's EMR under the nurses note tab, revealed Resident did test

positive this AM for COVID, placed on contact and droplet precaution and COVID protocol initiated . Interview on 9/22/20 at 4:27
PM with the Director of Nursing (DON) revealed in the past, the facility had updated residents and their

representatives after residents and/or staff of the facility had tested positive for COVID-19; however, the facility did

not notify all residents and their families by 5:00 PM the following day after R#1 tested positive on 9/18/20. The DON

stated the facility did completed the notifications until today (9/22/20). When asked who was responsible for making theses
notifications, the DON stated it was the nursing management's responsibility and this was an oversite by the facility.

Interview on 9/22/20 at 4:44 PM with the Administrator revealed, the facility prioritized residents care over notifying

the residents and their families after a staff or resident tested positive for COVID 19
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