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Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation and interview, the facility failed to discontinue communal dining associated with a global pandemic of an
infectious disease, in 1 of 2 dining rooms observed (Cherished Memories). Findings include: During a tour of the
 Cherished Memories unit, on 4/16/20 and accompanied by Nurse 7, the residents were sitting in the dining room for lunch.
 The square-shaped tables, with a capacity for four residents at a table, had three and four residents sitting at each
 table, 26 residents in total were in the dining room. She indicated the residents received their meals in the dining room,
 the residents were not socially distanced with at least six feet between them, if a resident coughed or sneezed at the
 table, and other residents sitting at that same table could be affected by respiratory droplets expelled during a cough or
 sneeze. The Administrator arrived on the unit during this meal time, he indicated they had previously tried serving
 residents in their room but the residents enjoyed the social interactions during meals in the dining room, he indicated he
 was aware of the guidance issued from the the Indiana State Department of Health (ISDH) to cancel all group activities and
 communal dining, and was aware that residents could be positive for the COVID-19 virus without showing any signs or
 symptoms. The campus had five residents that had been transferred to the hospital, all of the residents had been tested
   for [MEDICAL CONDITION] at the hospital, four residents tested   positive for [MEDICAL CONDITION], one had passed away,
 and one resident's test results were pending. There was one employee that had tested   positive for [MEDICAL CONDITION] and
one employee's test results were pending. This Federal Tag relates to complaint IN 689. 3.1-18(a)
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