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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Employ staff that are licensed, certified, or registered in accordance with state laws.

 Based on interview and record review, the facility failed to ensure that a Licensed Vocation Nurse (LVN1) licensed was
 updated to practice as an LVN. This failure resulted in LVN1 working at the facility putting 78 Residents at the facility
 in danger of receiving care from this unlicensed nurse.   Findings:  During a review of the employee file for LVN, the
 employee file indicated, that there was no LVN license included in file.  During an interview on November 4, 2019, at 10:30 AM,
with the Director of Staff Development (DSD), the DSD stated that the license check was not done for LVN1 when she was
 hired as an LVN. The DSD states that they do not have a policy and procedure for license verification with hiring licensed
 staff.   During an interview on November 4, 2019, at 10:51 AM, with LVN1, LVN1 stated she didn't have her license and was
 put on schedule to work.   During an interview on November 4, 2019, 12:00 PM, with the Administrator (ADM), the ADM states
 we knew she finished her LVN program and she was ready to start working. She was put on the schedule and we dropped the
 ball. The ADM stated that there is no excuse for not running the license verification.
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