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Level of harm - Potential
for minimal harm

Residents Affected - Some

Ensure the facility is licensed under applicable State and local law and operates and
 provides services in compliance with all applicable Federal, State, and local laws,
 regulations, and codes, and with accepted professional standards.

 Based on interview and record review during the COVID-19 Focused Infection Control Survey (Complaint # NY 599) the facility did
not ensure that it was in compliance with all applicable Federal, State, and local laws, regulations, and codes.
 Specifically, the facility did not comply with New York State Executive Order (EO) 202.18 and did not ensure that all
 residents and/or their next of kin were notified of either a single confirmed infection of COVID19 or COVID19 death within
 24 hours from the date of occurrence between 4/19/20 to 4/24/20. The finding is: The EO 202.18 as amended by EO 202.19
 documented Any skilled nursing facility, nursing home, or adult care facility licensed and regulated by the Commissioner of Health
shall notify family members or next of kin if any resident tests positive for COVID-19, or if any resident suffers a COVID-19 related
death, within 24 hours of such positive test result or death. The facility's policy titled Communication
 During COVID-19, dated 4/13/2020 and revised 5/1/2020, documented that the facility will provide written notification to
 residents/patient/health care proxy/surrogate/guardian that there are positive COVID19 cases within the facility. The
 facility's death listing from 3/1/2020 documented 13 COVID-19 in-facility deaths between 4/19/20-4/24/20. The facility's
 admissions listing documented that there were 14 residents admitted   from the hospital between 4/19/2020 and 4/24/2020 who were
positive for COVID-19. Review of the facility's Email COVID-19 notification system revealed that the first Email
 update sent out to families was dated 4/24/2020 at 6:13 PM. The Administrator was interviewed on 5/11/20 at 5:55 PM. He
 stated that the notification process to all families/next of kin did not begin until 4/24/2020 because the facility was
 waiting for further guidance on the Executive Order 202.18. He stated as of 4/24/2020 the facility put in place an Email
 notification system. The Administrator alleged that the Executive Order was not clear initially and he interpreted it as an order to
notify only affected families of individual health status as it related to COVID19. He stated calls were made to
 individual affected families regarding health status between 4/19/2020 and 4/24/2020. He stated he did not have
 documentation of phone call records to individual families from 4/19/2020 to 4/24/2020. 400.2
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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
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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