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Level of harm - Potential
for minimal harm

Residents Affected - Many

Not require residents to give up Medicare or Medicaid benefits, or pay privately as a
 condition of admission; and must tell residents what care they do not provide.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on reviews of active and closed medical records [REDACTED]. This was evident for 3 of 13 residents reviewed during an
Infection Control survey. The findings include: During the initial tour of the infection Control Survey on 08/24/2020, the
 facility Director of Nurses (DON) indicated that the facility has long-term care residents and residents who are receiving
 rehabilitation services. The facility DON stated that there are no COVID positive residents currently in the facility. In a continued
discussion, the facility DON stated, the facility has not currently dedicated a unit, inside the facility, to
 handle COVID positive residents. The facility DON followed up and stated that if a current resident is identified as being
 COVID positive, that resident would have to be discharged    to another facility. 1) Review of Resident #1's closed medical record on
08/24/2020, it was discovered that Resident #1 was admitted to the facility on [DATE] and was identified as being COVID positive on
08/03/2020. The facility transferred Resident #1 to a sister (same corporate ownership) long term care
 facility located in the region on 08/03/2020. Further review of Resident #1's medical record failed to reveal that Resident #1 was
given notice that the facility would have to discharge Resident #1 to another long-term care facility if they were
 identified as being COVID positive. 2) Review of Resident #2's medical record on 08/24/2020, it was discovered that
 Resident #2 was admitted on [DATE]. Further review of Resident #2's medical record failed to reveal that Resident #2 was
 given notice during his admission that the facility would have to discharge Resident #2 to another long-term care facility
 if they were identified as being COVID positive. 3) Review of Resident #3's medical record on 08/24/2020, it was discovered that
Resident #3 was admitted to the facility on [DATE]. Further review of Resident #3's medical record failed to reveal
 that Resident #3 was given notice during her admission that the facility would have to discharge Resident #3 to another
 long-term care facility if they were identified as being COVID positive. In an interview with the facility Administrator on 08/25/2020
at 9:34 AM, the Nursing Home Administrator confirmed that none of the current long term care residents residing
 in the facility, nor Resident #1, has received any notification that if the said resident was determined to be COVID
 positive the facility would take steps and transfer the resident to another facility. The facility needs to take steps to
 notify all current residents that the resident would have to be transferred to another facility if it is discovered the
 resident is COVID 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
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
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