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Level of harm - Minimal
harm or potential for actual
harm
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Observe each nurse aide's job performance and give regular training.

 Based upon review of personnel files, it was determined that the facility failed to ensure performance review evaluations
 of nurse aides were completed at least once every 12 months, for four of four nurse aides (Employees E3, E4, E5, and E6)
 reviewed. Findings include: Review of Employee E3's record revealed a hire date of August 20, 2018, with an employee
 performance review completed on November 16, 2019. Review of Employee E4's record revealed a hire date of September 14,
 2018, with an employee performance review completed on November 25, 2019. Review of Employee E5's record revealed a hire
 date of November 20, 2018, with an employee performance review completed on February 3, 2020. Review of Employee E6's
 record revealed a hire date of December 17, 2018, with an employee performance review completed on January 31, 2020.
 Interview with the Nursing Home Administrator and Director of Nursing on March 6, 2020, at approximately 12:00 p.m.,
 confirmed that four of four nurse aide annual performance review evaluations were not completed at least once every 12
 months. 28 Pa. Code 201.20(a)(c) Staff development
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