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Fo8s2 Based on interview, and record review the facility failed to designate an Infection Preventionist with specialized training for the

Level of harm - Minima  [facility. This has the potential to affect all the residents in the facility. On 9/23/20 at 1:34 PM V4, Licensed

harm or potential for actual | Practical Nurse said she had just been assigned the Infection Control Preventionist afew days ago, since the prior one

harm left and she was the only one that had done the training. During this same interview, V4 said she did not notify the health department

of positive casesin the building, V1, Administrator completed that task, and she was not aware of the

Residents Affected - Many | communication that took place between the health department and the facility. V4 was also unable to answer questions
regarding the documentation of the testing of staff and residents and stated, | just do the testing part and indicated

someone el se compl eted the documentation. When asked about training of the staff regarding when and what type of the

training they had received, V4 said they received training from the CDC (Center for Disease Control) website, and when

asked who monitored the staff to ensure the training was completed by the staff, V4 said the corporate nurse. When asked

what the protocol was when aresident refused to test for COVID, V4 said she did not know. On 9/24/2020 at 11:17 PM, V1

said V4 was currently designated as the facilities Infection Preventionist but had not completed al the training modules.

V1 also said the prior Director of Nursing and Assistant Director of Nursing had been assigned those responsibilities, but

both had |eft the facility suddenly.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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