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

Level of Harm - Minimal harm 15024

or potential for actual harm
Based on record review and interviews, for three of three sampled Employee Personnel Files (Nurse #1,
Residents Affected - Few Nurse #4, and Certified Nurse Aide #3), the Facility failed to ensure they completed and followed abuse
prohibition procedures as defined in their policy when Massachusetts Nurse Aide Registry background
checks were not conducted prior to hire.

Findings include:

Review of the Facility's Policy and Procedure titled Employee Background Checks, Reporting Requirements,
and Prevention of Abuse, Neglect, Exploitation of Residents, not dated, indicated the Facility shall be
thorough in its investigations of the histories of prospective staff. The Policy indicated the Facility shall check
the state nurse aide registry. The Policy indicated the Facility shall screen potential employees for a history
of abuse, neglect, and exploitation, or misappropriation of resident property in order to prohibit abuse.
neglect, and exploitation of resident property which includes checking registries.

Review of Nurse #1's Personnel File indicated she was hired on 12/18/24. Further review of the file indicated
there was no documentation to support that Nurse #1 had a Massachusetts Nurse Aide Registry background
check conducted by the Facility before hire.

Review of Nurse #4's Personnel File indicated she was hired on 02/05/25. Further review of the file indicated
there was no documentation to support that Nurse #4 had a Massachusetts Nurse Aide Registry background
check conducted by the Facility before hire.

Review of Certified Nurse Aide (CNA) #3's Personnel File indicated she was hired on 01/21/25. Further
review of the file indicated there was no documentation to support that CNA #3 had a Massachusetts Nurse
Aide Registry background check conducted by the Facility before hire.

During an interview on 02/26/25 at 4:10 P.M., the Human Resource Director (in the presence of the
Administrator and Director of Nurses) said since her hire in August 2024, she was responsible for conducting
all pre-hire background checks on prospective employees. The Human Resource Director said she was not
trained to conduct Massachusetts Nurse Aide Registry background checks. The Human Resource Director
said since she was not familiar with the Massachusetts Nurse Aide Registry checks, she had not been
conducting them. The Human Resource Director said she was unable to provide documentation to support
that Massachusetts Nurse Aide Registry background checks were conducted for Nurse #1, Nurse #4 and
CNA #3.
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