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CFR(s): 483.80(g)(1)(i)-(iX)(2)

§483.80(g) COVID-19 reporting. The facility must--

§483.80(g)(1) Electronically report information about
COVID-19 in a standardized format specified by the

Secretary. This report must include but is not limited

to—

(i) Suspected and confirmed COVID-19 infections among
residents and staff, including residents previously
treated for COVID-19;

(i) Total deaths and COVID-19 deaths among residents
and staff;

(iii) Personal protective equipment and hand hygiene
supplies in the facility;

(iv) Ventilator capacity and supplies in the facility;
(v) Resident beds and census;

(vi) Access to COVID-19 testing while the resident is
in the facility;

(vii) Staffing shortages; and

(viii) The COVID-19 vaccine status of residents and

staff, including total numbers of residents and staff,
numbers of residents and staff vaccinated, numbers of
each dose of COVID-19 vaccine received, and COVID-19
vaccination adverse events; and

(ix) Therapeutics administered to residents for
treatment of COVID-19.

8483.80(g)(2) Provide the information specified in
paragraph (g)(1) of this section at a frequency
specified by the Secretary, but no less than weekly to
the Centers for Disease Control and Prevention’s
National Healthcare Safety Network. This information
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will be posted publicly by CMS to support protecting
the health and safety of residents, personnel, and the
general public.

This REQUIREMENT is NOT MET as evidenced by:

Based on record review, the facility failed to report
complete information about COVID-19 to the Centers for
Disease Control and Prevention's (CDC) National
Healthcare Safety Network (NHSN) during a seven-day
period that reporting was required by regulation.

The CDC submitted data from the NHSN to the Centers for
Medicare and Medicaid Services (CMS). Based on review
of that data, CMS determined that between 10/30/2023
and 11/05/2023, the facility did not report complete
information to NHSN about COVID-19 in the standardized
format and frequency as specified by CMS and the CDC.
This failure to report has the potential to cause more

than minimal harm to all residents residing in the

facility.
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