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Based on interview and document review, the facility failed to notify residents, representatives and families with any
Level of harm - Minimal | confirmed cases of Coronavirus Disease 2019 (COVID-19), when two residents (R4, R5) and two employee (E1 and E2) tested
harm or potential for actual | Positivefor COVID-19, per current federal guidelines. In addition, the facility failed to provide cumulative updates
harm weekly to residents, their representatives and families of any subsequent positive cases or respiratory illnesses. This
deficient practice had the potential to affect all 29 residents, families and representatives at the facility. Findings
Residents Affected - Many |include: Center for Medicare & Medicaid Services (CMS) Center for Clinical Standards and Quality/Quality, Safety and
Oversight Group (CMS QSO) memo 20-29 NH dated 5/6/20, required nursing homes to inform residents, their representatives,

and families of those residing in facilities by 5 p.m. the next calendar day following the occurrence of either asingle
confirmed infection of COVID-19, or three or more residents or staff with new-onset of respiratory symptoms occurring
within 72 hours of each other. The memo further directed facility's to provide cumulative updates at |east weekly to

residents, their representatives and families on any subsequent positive cases or respiratory illnesses. R4's quarterly

Minimum Data Set ((MDS) dated [DATE], identified R1 had [DIAGNOSES REDACTED]. The MDS did not address R4's cognition.
R4's
[[DIAGNOSES REDACTED]-COV-2 RNA (severe acute respiratory syndrome coronavirus 2 ([DIAGNOSES REDACTED]-CoV-2)

MEDICAL
CONDITION] RNA (COVID-19), lab results dated 5/5/20, and resulted positive on 5/6/20. R5's 5-day Perspective Payment System
(PPS) MDS dated [DATE], identified R2 had [DIAGNOSES REDACTED]. The MDS identified R2 was cognitively intact and wasin
isolation for active infectious disease at the time of the assessment. R5's [DIAGNOSES REDACTED]-COV-2 RNA lab result was
obtained 5/11/20, and resulted positive on 5/12/20. Review of the facility's Employee Infection Control Spreadsheet for the month of
May 2020, revealed aline listing, which identified various information which included: employee name, discipline, onset date, test
date, and results. The spreadsheet listed two employees has been tested for COVID-19 following after
5/6/20. The spreadsheet identified the following: E1 had symptoms of cough and shortness of breath, wastested for
COVID-19 on 5/6/20, resulted positive on 5/8/20. E1's [DIAGNOSES REDACTED]-COV-2 RNA lab result was obtained on 5/6/20,
land resulted positive on 5/8/20. E2 was asymptomatic, wastested for COVID-19 on 5/20/20, resulted positive on 5/21/20. E2's
[DIAGNOSES REDACTED]-COV-2 RNA |ab result was obtained on 5/19/20, and resulted positive on 5/20/20. On 6/16/20, at 12:33
p.m. licensed practical nurse (LPN)-A who was identified by the facility as the infection control nurse, stated |etters
regarding new cases of COVID-19 were sent to residents and their family members/representatives after mass testing had been
iconducted in the facility in April. LPN-A stated she was not responsible for the notifications and indicated the facility
administrator had delegated the task of notification to other employees. The facility provided aletter titled, Our

Residents and Family Members, dated 4/4/20, which indicated aresident in the facility had tested positive for COVID-19.
Actions taken to mitigate the spread were to screen staff, restrict visitors, and cancel activities. The facility was
unable to provide any further documentation notifications were provided to residents, family/representatives. On 6/16/20,
at 1:00 p.m. the nurse manager (NM)-A stated she was aware in the past the facility had sent out |etters to residents,
family members/representatives which served as notification of COVID-19 positive cases in the facility. NM-A stated she was unaware
of what the facility was currently doing to notify residents, family members/representative of new cases of
COVID-19. she indicated she understood the administrator was responsible for notifications. On 6/16/20, at 2:05 p.m. the
administrator stated the facility had sent out a letter to families and residents in March and another letter in April
2020. She confirmed the facility had not updating residents and their families or representative since then. The
administrator was aware of CM S's direction for notification of COVID-19 cases dated May, 2020, but stated the facility had
not started this process. The facility policy titled COVID-19 Guidelines and Procedures for all facilities, updated June
2020, indicated any positive COVID-19 result or three or more residents or staff with signs or symptoms occurring within 72 hours of
each other, notification would occur to families by 5:00 p.m. the following day. Subsequent notifications would
occur each time as stated. In the notification, it should include any changes the facility would take to mitigate the
spread. The facility would choose how the notification would occur, but they should be no less than weekly.
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