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Provide or obtain laboratory tests/services when ordered and promptly tell the ordering

practitioner of theresults.

**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on record review and interview, the facility failed to obtain Physician's Orders related to COVID-19 mandatory mass
resident testing due to afacility outbreak for 2 of 3 residents reviewed for Infection Control. (Residents 3 and 4)
Findingsinclude: 1. The record for Resident 3 was reviewed on 10/14/20 at 12:00 p.m. The resident was admitted to the
facility on [DATE]. The facility conducted COVID-19 outbreak testing on 9/22, 9/29, and 10/13/20. The resident did not have a
Physician's Order to betested for COVID-19. Interview with the Director of Nursing on 10/14/20 indicated the resident
did not have awritten order to betested when facility outbreak testing was completed and a standing order would be
obtained. 2. The record for Resident 4 was reviewed on 10/14/20 at 12:30 p.m. The resident was admitted to the facility on
[DATE]. The facility conducted COVID-19 outbreak testing on 9/22, 9/29, and 10/13/20. The resident did not have a
Physician's Order to be tested for COVID-19. Interview with the Director of Nursing on 10/14/20 indicated the resident
did not have awritten order to be tested when facility outbreak testing was completed and a standing order would be
obtained. The CM'S Memorandum, dated 8/26/20, indicated the facility must obtain an order from a physician, physician
assistant, nurse practitioner, or clinical nurse specialist in accordance with State law, including scope of practice laws

to provide or obtain laboratory services for aresident, which includes COVID-19 testing . 3.1-49(f)(1)

Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, record review, and interview, the facility failed to ensure infection control guidelines werein

place and implemented to properly prevent and/or contain COVID-19 related to personal protective equipment (PPE) not worn
properly with resident interaction, improper mask use, isolation signs not posted during random observations for infection
control and not suspending indoor visitation during afacility COVID-19 outbreak on 5 of 5 floors. (The First, Second,

Third, Fourth and Fifth floors) Findings include: 1. During a random observation, on 10/14/20 at 9:12 am., Socia Worker 1 was
seated at her desk in her office with the door open. She was not wearing amask at the time and Social Worker 2 was
standing next to her. Social Worker 2 had her mask hanging from her ear. The staff members were not standing six feet
apart. Interview with Social Worker 2 at the time, indicated the office was too small to social distance. Interview with

the Director of Nursing on 10/14/20 at 12:10 p.m., indicated both of the Social Service staff members should have been
wearing their masks. 2. During a random observation on 10/14/20 at 9:40 am., Physical Therapy Aide (PTA) 1 was seated at
the desk talking to another staff member, she had her mask pulled down around her chin. Physical Therapist 1 was seated at
another desk at the time, he was not wearing amask. Interview with the Director of Nursing on 10/14/20 at 12:10 p.m.,
indicated the Physical Therapist should have been wearing a mask. 3. During a random observation on 10/14/20 at 9:18 am.,
astop sign was on the door of room [ROOM NUMBER] and an isolation set up was present. The stop sign had personal
protective equipment (PPE) listed at the bottom of the sheet and the items which needed to be worn were circled. The sheet
did not indicate the type of isolation. Interview with QMA 1 at the time, indicated the resident wasin droplet

precautions. Interview with the Third Floor Unit Manager on 10/14/20 at 9:22 am., indicated the resident was in contact
precautions due to awound infection. Interview with the Director of Nursing on 10/14/20 at 2:15 p.m., indicated asign
should have been posted on the door indicating what type of isolation.

4. During random observations on 10/14/20 from 9:15 am., to 10:00 am. on the First, Second, Third, Fourth, and Fifth

floors, direct care staff were not observed wearing any protective eyewear when coming in close contact with all residents
regardless of if they were in transmission based precautions or not. Interview with CNA 1 on 10/14/20 at 9:30 am.,

indicated she worked on the 5th floor on aroutine basis. She would only wear aface shield or gogglesif aresident was in isolation.
She did not wear face shields or goggles when giving ADL care or giving showers. Observation on the Fourth floor at 9:30 am.,
indicated there was a designated COV1D-19 area on the even hall. At that time, there were 2 residents who

were positive for COVID-19 and were isolated in transmission based precautions (TBP) on the hall. Interview with the Fourth Floor
Unit Manager on 10/14/20 at 9:35 am., indicated the staff were only wearing protective eyewear in the TBP rooms.

Interview with CNA 2 on 10/14/20 at 9:37 am., indicated she was taking care of the COVID-19 residents as well as 10 other
residents. She did not wear protective eyewear when providing showers or providing ADL care for the other residents. On
10/14/20 at 9:41 a.m., a housekeeper was observed cleaning a bathroom and toilet in aresident room. The resident was not

on transmission based precautions. The housekeeper was wearing a facemask over her nose and mouth, however, she had no
protective eyewear covering her face in case of splashes. Interview with the Director of Nursing on 10/14/20 at 10:00 am., indicated
she was unaware face shields were to be worn by all staff for all residents when encountering splashes or spills. The facility had 2
residents who were positive for COV1D-19. An Indiana Department of Health memo, dated 9/2/20, indicated

To align with updated Centers for Disease Control and Prevention (CDC) guidelines, Indiana Department of Health is now
recommending the use of eye protection as a standard safety measure to protect long-term care (LTC) healthcare personnel

(HCP) who provide essentia direct care within 6 feet of the resident, especially when doing procedures that lead to sprays and
splashes. High-risk examplesinclude assistance in showers, tub rooms, salons, assistance in toileting, hygiene,

changing linens, and environmental cleaning. Some lower-risk examples are giving meds (medications) or glucose monitoring,
dropping off meals. Thisincludes the delivery of care for non-COVID residentsin facilities with 1 or more symptomatic

and/or COVID positive residents, and those who are quarantined in COVID positive, symptomatic, or quarantined residents who are
already in transmission-based precautions -Droplet-Contact. 5. On 10/14/20 9:14 am., room [ROOM NUMBER] had an

isolation set up on the door. There was no sign on the door to indicate what type of isolation. Interview with the LPN 1 at that time,
indicated the resident was in contact isolation for shingles and confirmed there was no sign on the door. 6.

During an observation on 10/14/20 from 10:00 am., to 11:00 am., indoor visitation was held in the family dining room

area. There were 5 different families and they were all socialy distanced from the residents. The visitation last

approximately 1 hour and then the families left the facility. The timeline of events, provided by the Director of Nursing

(DON) on 10/14/20 at 10:00 a.m., was as follows: - Outbreak status for the facility began on 9/17/20 when 3 staff member

tested positive for COVID-19, 1 of 3 was direct care staff, their entire resident line up was placed in TBP (Transmission Based
Precautions) - Testing was done for all residents on 9/22/20 and 2 residents on that line up tested positive and

were moved to the COVID-19 unit. 1 of those residents was a repeat positive after 90 days of first positive. - On 9/24/20

all staff weretested and were all negative. - On 9/29/20 all residents were tested and 1 resident tested positive

(already in isolation due to being exposed from 9/17/20) and was moved to the COVID-19 unit. - On 10/1/20 all staff were

tested , and all were negative. - On 10/6/20 all residents were tested and all were negative. - On 10/8/20 all staff
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weretested . There was 1 positive therapist. All residents in her caseload were placed on TBP. - On 10/13/20 all
residentstested with the results still pending. - 10/15/20 all staff to be tested . Interview with the DON on 10/14/20

at 11:40 am., indicated on 9/29/20, anew resident tested positive and on 9/30/20 she was admitted to the hospital.

The facility had continued with indoor visitation during the last 14 days even after the resident tested positive on

9/29/20. Indoor visitation had been going on the entire month of September 2020. An Indiana Department of Health memo,
dated 9/23/20, indicated Indoor Visitation was permitted to resume as of July 4. As of July 17, waiver guidelines were
updated to require four hours per day of visitation, including evening hours, if there has not been a new facility-onset
COVID-19 casein 14 days. A facility can therefore create a policy for length of visits, the number of visitors per

resident, and the number of visitors at any one time. Consideration should be given to staffing availability, PPE stocks,

and resident needs . Other requirements include - There have been no new facility-onset COVID-19 resident casesin the past 14 days.
3.1-18(b)(1)
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