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F 0885 Based on interview and record review, the facility failed to notify resident, resident representatives, and families of

Level of harm - Minimal | suspected or confirmed COVID-19 cases in the facility for 5 of 5 residents reviewed. (Resident 51, Resident 72, Resident
harm or potential for actual | 118, Resident 108, Resident 90) Findingsinclude: 1. On 10/6/2020 at 10:30 am., the record for Resident 51 was reviewed.
harm The record indicated on 10/2/2020 at 21:02, COVID-19 positive test results received today. The record lacked notification

of Resident 51 or the family. On 10/6/2020 at 1:34 p.m., the spouse of Resident 51 indicated he had not been notified of
Residents Affected - Some | Resident 51's positive COVID-19 status and only by phone call of the resident. He had also not been notified of the number
of positive cases of COVID-19 of residents who lived or staff who worked in the facility. On 10/6/2020 at 1:40 p.m., the
DON (Director of Nursing) indicated residents were informed and they call the family of personswho are not their own
person, or if the resident wants them to. 2. On 10/'6 /2020 at 3:03 p.m., Resident 72 was interviewed sitting in his

wheelchair at the entryway to his room. He indicated he was not getting notified of staff or residents testing positive for COVID-19
land he had to ask. 3. On 10/6/2020 at 3:07 p.m., Resident 118 was interviewed sitting in his wheelchair inside of

his room. He indicated he was aware of there were new cases, but not how many. He believed it was just a matter of time
before he got it. 4. On 10/6/2020 at 3:10 p.m., Resident 108 indicated she was not getting any notifications of positive

cases in the facility. They used to get a paper that told them, but hadn't gotten one lately. Resident 90, roommate,

indicated the newsletter used to be weekly and he wished they would let them know more. On 10/6/2020 at 3:49 p.m., the DON
provided a copy of aletter sent to residents and families dated April 2020, which contained the website and directions to
access Covid-19 data. She indicated the website was updated daily with COVID-19 cases, but not every resident could access
that. The newsletter had not gone out for awhile, and further indicated they were to follow CMS (Centers for Medicare and
Medicaid) guidelines. On 10/6/2020 at 3:52 p.m., the ADON (Assistant Director of Nursing) indicated the residents were
notifying the family before the facility could notify them, and the family would call the facility asking what was going

on. The facility failed to provide a policy for reporting COVD-19 positive cases to residents, resident representatives,

and families. 3.1-5(a)(2)
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