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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.
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F 0885

Level of harm - Potential
for minimal harm

Residents Affected - Many

 Based on interviews and record review the facility failed to notify residents and their representatives when confirmed
 COVID-19 infections were identified in the building. This had the potential to impact all residents. Census was 17. Sample
 included 2 current residents (Residents 1, and 2) and 3 former residents ( Residents 3,4, and 5). Findings are: On 8/4/2020 at 3:45 PM,
an interview with Resident 1 revealed that the resident could not recall being notified by the facility when
 new COVID-19 infections were identified in the facility but did report being told the results of their own test. Record
 review for Resident 1 and Resident 2 showed no evidence that these individuals or their representatives had been notified
 when new cases of COVID-19 were identified in the facility. On 8/4/2020 at 3:55 PM an interview with the facility's
 Administrator and DON (Director of Nursing) revealed that the facility had been notifying residents and their
 representatives regarding each individual's COVID testing results but had not notified anyone regarding positive cases
 being identified in the building. Review of the facility's policies with the Infection Preventionist showed that neither
 the Response to Positive COVID-19 Testing policy or the Protocol for Positive COVID-19 in the Building policy indicated a
 plan or procedure to notify residents or their representatives when cases of COVID-19 were confirmed. On 8/4/2020 at 5:45
 PM during an exit conference, the facility's Administrator, DON, Infection Preventionist, and CEO verified that the
 facility did not have any plan in place to notify residents and their representatives when confirmed cases of COVID-19 were identified
in the faciity unless that specific individual was the one who had tested   positive.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
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these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

FORM CMS-2567(02-99)
Previous Versions Obsolete

Event ID: YL1O11 Facility ID: 28E199 If continuation sheet
Page 1 of 1


