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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

 Based on observation, review facility documentation and interviews, staff failed to provide care according facility policy
 in an environment with known COVID 19. The findings include: Observation and interview with LPN #1 on 9/15/20 at 11:07AM
 identified she was assigned to both the negative cohort and positive cohort. According to LPN #1, she began the medication
 administration on the positive cohort before administering medications to residents on the negative cohort. Interview with
 RN #1 on 9/15/20 at 11:00AM identified staff education directed that care be provided to residents on the negative cohort
 before moving onto the positive cohort. Facility in-service documentation dated 9/14/20 for Appropriate Cohorting for COVID 19
infection control directed all clean (negative) residents are required to be given their medication first (before moving to another unit).
The in-service was signed by LPN #1. The facility failed to ensure resident care was provided according
 to facility procedures in an environment with known COVID 19.
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