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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.
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OR LSC IDENTIFYING INFORMATION)
F 0607 Develop and implement policies and proceduresto prevent abuse, neglect, and theft.

Level of harm - Minimal Based on an interview and record reviews conducted during the COVID-19 Focused Infection Control Survey (complaint #NY
harm or potential for actual | 132), it was determined that the facility did not screen 1 (Temporary Nurse's Aide) of 11 employees through the New Y ork
harm State Nurse Aide Registry prior to onset of employment. Thisis evidenced by the following: A review of the facility

policy, Abuse, Neglect, and Exploitation Prohibition, Training, Investigation and Reporting, dated December 2016, revealed
Residents Affected - Few | the policy included the statement: All staff that are being considered for hire must also be checked with the NY S Nurse

Aide Registry for ahistory of findings. Record review revealed one Temporary Nurse's Aide began work at the facility on
7/1/20, and there was no documentation to show a Nurse Aid Registry verification was performed prior to their start date.
Further review of the employee's supervision documentation revealed this person worked atotal of seven shifts, including:
711120, 7/2/20, 7/6/20, 7/7/20, 7/8/20, 7/9/20, and 7/10/20. During an interview on 7/10/20 at 1:45 p.m., the Director of
Human Resources stated she was unable to locate the Nurse Aid Registry verification for the Temporary Nurse's Aide. (10
NY CRR 415.4(b)(1)(ii)(a)(b))
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

FORM CM S-2567(02-99) Event ID: YL1011 Facility 1D: 335082
Previous Versions Obsolete

If continuation sheet
Page 1 of 1




