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F 0607 Develop and implement policies and procedures to prevent abuse, neglect, and theft.

Level of Harm - Minimal harm 41107
or potential for actual harm
Based on records reviewed and interviews, for one of three sampled Employee Files, the Facility failed to

Residents Affected - Few ensure they implemented and followed their Abuse Policy when a Massachusetts Nurse Aide Registry (NAR)

check was not conducted on Nurse #1 prior to her date of employment at the Facility as required, and in
accordance with the Facility's Abuse Policy.

Findings include:

Review of the Facility's Policy titled Abuse Investigation and Reporting, dated as revised February 2024,
indicated that the Nurse Aide Registry is checked prior to employment for all facility employees.

Review of Nurse #1's Employee File indicated her first date of employment at the Facility was 03/04/24.
Further review of her Employee File indicated there was no documentation to support that an NAR check
had been conducted prior to employment at the Facility.

During an interview on 10/22/24 at 2:10 P.M., the Administrator said all employees must have an NAR check
prior to their first date of employment at the Facility. The Administrator said the Facility was unable to provide
documentation to support that a NAR check had been conducted on Nurse #1 prior to her first date of
employment.
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