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F 0830 Provide and implement an infection prevention and control program.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on record review and interview, the facility failed to follow appropriate infection control guidelines for newly
harm or potential for actual | admitted residents related to unknown Covid 19 status and transmission based precautions for 6 of 9 residents reviewed.
harm (Residents D, G, B, F, H, and C) Findingsinclude: 1. The Clinical Record for Resident D was reviewed on 06/17/20 at 11:15

A.M. An Admission MDS (Minimum Data Set) assessment, dated 05/27/20, indicated the resident was moderately cognitively
Residents Affected - Some | impaired. [DIAGNOSES REDACTED]. The resident was admitted to the memory care unit of the facility from a hospital on
[DATE]. At the time of admission, the resident's Covid 19 status was unknown. Review of the resident's physician's orders
[REDACTED]. The resident was not placed on droplet and/or contact isolation precautions (requiring staff to wear gowns,
goggles or aface shield, gloves, and masks) for 14 days after admission. The resident became symptomatic and was tested
for Covid 19 on 06/05/20. The test results were positive. 2. The Clinical Record for Resident G was reviewed on 06/17/20

at 11:20 A.M. An Admission MDS assessment, dated 05/29/20, indicated the resident was severely cognitively impaired.
[DIAGNOSES REDACTED]. The resident was admitted to the memory care unit of the facility from alocal hospital on [DATE].
At the time of admission, the resident's Covid 19 status was unknown. Review of the resident's physician's orders

[REDACTED]. The resident was not placed on droplet and/or contact isolation precautions for 14 days after admission. 3. The
Clinical Record for Resident B was reviewed on 06/17/20 at 11:20 A.M. An Admission MDS assessment, dated 06/03/20,
indicated the resident was severely cognitively impaired. [DIAGNOSES REDACTED]. The resident was admitted to the memory
care unit of the facility from ahospital on [DATE]. At the time of admission, the resident's Covid 19 status was unknown.

Review of the resident's physician’s orders [REDACTED]. The resident was not placed on droplet and/or contact isolation
precautions for 14 days after admission. The resident became symptomatic, and wastested for Covid 19 on 06/09/20. The

test results were positive.

4, The Clinical Record for Resident F was reviewed on 06/17/20 at 11:25 A.M. An Admission MDS assessment, dated 06/03/20,

indicated the resident was severely cognitively impaired. [DIAGNOSES REDACTED]. The resident was admitted to the facility
from alocal hospital on [DATE]. At the time of admission, the resident's Covid 19 status was unknown. Review of the

resident's physician's orders [REDACTED]. The resident was not placed on droplet or contact isolation precautions for 14

days after admission. 5. The Clinical Record for Resident H was reviewed on 06/17/20 at 11:30 A.M. An Admission MDS
assessment, dated 06/10/20, indicated the resident was cognitively intact. [DIAGNOSES REDACTED]. The resident was admitted

to the facility from alocal hospital on [DATE]. At the time of admission, the resident's Covid 19 status was unknown.

Review of the resident's physician's orders [REDACTED]. The resident was not placed on droplet and/or contact isolation
precautions for 14 days after admission. 6. The Clinical Record for Resident C was reviewed on 06/17/20 at 11:45 A.M. An
Admission MDS assessment, dated 06/11/20, indicated the resident was moderately cognitively impaired. [DIAGNOSES
REDACTED)]. The resident was admitted to the facility from alocal hospital on [DATE]. At the time of admission, the resident's
Covid 19 status was unknown. Review of the resident's physician's orders [REDACTED]. The resident was not placed on droplet
and/or contact isolation precautions for 14 days after admission. During an interview on 06/17/20 at 2:13 P.M., the

Infection Preventionist indicated when the facility received areferral for new residents and there were no respiratory

issues or signs or symptoms of Covid 19, the residents were not placed in isolation. They were admitted to the area of

the facility where they were expected to remain long term. The facility only required a Covid 19 test from the hospital if

the resident had exhibited signs and symptoms while in the hospital. Direct care staff were required to use standard

precautions, and wear KN95 (atype of particulate filtering face piece respirator) masks when providing care for the newly
admitted , non-symptomatic residents, and all other residents in the facility. Now that there were residents who had

tested positive for Covid 19 in the facility, all staff were to wear KN95 masks. The staff that provided direct care to

the positive residents were to wear gowns, goggles, face shields, and glovesin addition to the masks. The current, ISDH

(Indiana State Department of Health) policy, titted COVID-19 LTC (Long Term Care) Facility Infection Control Guidance
Standard Operating Procedure, dated 05/05/2020, was reviewed on 06/18/20. The policy indicated, .Patients should be

cohorted depending on COVID-19 status .Unknown COVID-19 status (Y ellow) .All residents in this category warrant
transmission based precautions (droplet and contact) .This can include residents who are admitted , or readmitted  to afacility
where they are likely to have been exposed to COVID-19 .Residentsin yellow status who do not undergo testing can

be transferred to the COVID-19 negative areas of the facility if they remain afebrile and without symptoms for 14 days

after their exposure (or admission) . This Federal tag relates to Complaint IN 513. 3.1-18(a) 3.1-18(b)(2)
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