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Based on interview, record review, and facility document review, it was determined the facility failed to notify residents, residents’
Level of harm - Minimal  [representatives, and residents families of the facility, by 5:00 PM the following day, after a resident of the
harm or potential for actual |facility tested positive for COVID-19. On 07/09/20, the facility received a laboratory-confirmed positive COVID-19 test
harm result for Resident (R) 3; however, the facility did not communicate this positive result to other residents, residents'
representatives, and/or residents families until 07/15/20. The facility's fallure had the potential to affect all
Residents Affected - Many | residents, residents’ representatives, and residents’ families of the facility. The facility census was 104. Findings
include: Review of the untitled and undated document provided by the facility revealed, Thisisfrom a CMS (Centers for
Medicare and Medicaid Services) Memo on the reporting requirements .We note that there are a variety of ways that
facilities can meet this requirement, such as informing families and representatives through email listservs, website
postings, paper notification, and/or recorded telephone messages. We do not expect facilities to make individual telephone
calls to each resident's family or responsible party to inform them that aresident in facility has laboratory-confirmed
COVID-19. However, we expect facilities to take reasonable efforts to make it easy for residents, their representatives,
and families to obtain the information facilities are required to provide. Review of R3's undated Resident Face Sheet,
provided by the facility, revealed the resident was admitted to the facility on [DATE] and readmitted on [DATE] with
[DIAGNOSES REDACTED)]. Review of R3's |aboratory Abnormal Results Summary, with a report date of 07/09/20, provided by the
facility, revealed Coronavirus (COVID-19) Detected. Review of R3's Progress Notes, dated 07/09/20, found in the resident's
electronic medical record (EMR) under the Progress Notes tab, revealed Citizen (Resident) covid (sic) test received.
Results are positive . Review of the facility's website revealed the facility's COVID-19 updates were completed 07/08/20
and 07/15/20; however, there were no updates between 07/09/20 and 07/10/20, which indicated the facility did not
communicate the positive COVID-19 test of aresident by 5:00 PM the following day. Interview, on 07/17/20 at 3:02 PM, with
the Administrator, revealed the facility's method of informing residents' representatives of COVID-19 positive cases was
through the facility's website. Continued interview with the Administrator revealed she thought she was in compliance by
notifying the residents' representatives and families weekly regarding communication.
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