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F 0882
Based on interviews the facility failed to ensure there was a designated Infection Preventionist who had completed

specialized training in infection prevention and control and worked at the facility at least part-time. Findingsinclude:

During an interview on 10/14/20 at 1:00 P.M. the Director of Nurses and the Minimum Data Set (MDS) Coordinator/Assistant
Director of Nurses said that both of them were actively overseeing the infection control program at the facility. They said that neither
of them had completed specialized training in infection prevention and control. The Director of Nurses said

that an Infection Preventionist from the company was able to help during the COVID-19 outbreak at the facility, but did not work at
the facility part time. They said there were no other staff at the facility who had completed specialized training

in infection prevention and control.
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