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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

 Based on interview and record review the facility to ensure they had a designated infection preventionist. This failed
 practice had the potential to affect all 40 residents according to the Resident Census and Conditions of Residents provided by the
Administrator on 10/27/2020. The findings are: 1. On 10/26/2020 at 11:01 AM the administrator was asked, Who is your Infection
Preventionist? She stated, RN #1. 2. On 10/26/2020 at 11:48 A.M., RN #1 was asked, Are you the Infection
 Preventionist? She stated, I haven't started training. I haven't been officially given the position. I've just been helping and when they
hire another DON (Director of Nurse), she'll be the infection control nurse. 3. On 10/26/2020 at 1:11 PM the
 administrator was asked, Do you have anyone in the building that's completed specialized training in infection control? She stated, No
we've been so busy with COVID, I haven't had time to start training since previous DON left.
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