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F 0607

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Develop and implement policies and procedures to prevent abuse, neglect, and theft.

 Based on an interview and record reviews conducted during the COVID-19 Focused Infection Control Survey (complaint #NY
 132), it was determined that the facility did not screen 1 (Temporary Nurse's Aide) of 11 employees through the New York
 State Nurse Aide Registry prior to onset of employment. This is evidenced by the following: A review of the facility
 policy, Abuse, Neglect, and Exploitation Prohibition, Training, Investigation and Reporting, dated December 2016, revealed
 the policy included the statement: All staff that are being considered for hire must also be checked with the NYS Nurse
 Aide Registry for a history 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 a total of seven shifts, including:
 7/1/20, 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
 NYCRR 415.4(b)(1)(ii)(a)(b))
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