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Initial Comments -

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
state licensure survey conducted in
conjunction with a Federal Recertification
survey in your facility from 08/15/2023
through 08/17/2023, in accordance with
Nevada Administrative Code (NAC) 449,
Skilled Nursing Facilities. The census at the
time of the survey was 238. The sample
size was 38. Eleven employee files were
reviewed. The findings and conclusions of
any investigation by the Division of Public
and Behavioral Health shall not be
construed as prohibiting any criminal or civil
investigation, actions, or other claims for
relief that maybe available to any party
under applicable federal, state, or local
laws. The following regulatory deficiencies
were identified.

0000

342
SS=D

NAC 449.74511 - Personnel Records -
Licenses, TB, Background - NAC 441A.375:
"3. Before initial employment, a person
employed in a medical facility, a facility for
the dependent, a home for individual
residential care or an outpatient facility shall
have a: (a) Physical examination or
certification from a licensed physician that
the person is in a state of good health, is
free from active tuberculosis and any other
communicable disease in a contagious
stage; and (b) Tuberculosis screening test
within the preceding 12 months, including
persons with a history of bacillus Calmette-
Guerin (BCG) vaccination. If the employee
has only completed the first step of a 2-step
Mantoux tuberculin skin test within the
preceding 12 months, then the second step
of the 2-step Mantoux tuberculin skin test or
other single-step tuberculosis screening test
must be administered. A single annual
tuberculosis screening test must be
administered thereafter... 4. An employee
with a documented history of a positive
tuberculosis screening test is exempt from
screening with skin tests or chest
radiographs unless the employee develops
symptoms suggestive of tuberculosis. 5. A
person who demonstrates a positive
tuberculosis screening test administered
pursuant to subsection 3 shall submit to a

342

Corrective
actionaccomplished for
residents found to have been
affected bythis deficient

practice.

No specific residents were
affected by this deficientpractice.

Corrective actionfor potential
residents that may be affected

by the same deficient practice.

All residents have the potential
tobe affected by this deficient
hiring practice.

Measures that willbe put into
place to ensure that this
deficient practice does not
recur:

Employees 1, 2, 4, and 10 have
beenterminated.

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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chest radiograph and medical evaluation for
active tuberculosis. 6. Counseling and Employee 7’s employee file has
preventive treatment must be offered to a e
person with a positive tuberculosis been uPdated and Ve_”fled
screening test in accordance with the thatemployee screening
gc;:uideIiTesa)fPthe Centers fordDise?jsg reference checks were

ontrol and Prevention as adopted by
reference in paragraph (g) of subsection 1 completed.
of NAC 441A.200. 7. A medical facility shall
maintain surveillance of employees for the Employees 4 and 10 were
development of pulmonary symptoms. A terminated.
person with a history of tuberculosis or a
positive tuberculosis screening test shall
report promptly to the infection control Employees_3, 7,8,9,and 11 .
specialist, if any, or to the director or other personnel files were updatedwith
person in charge of the medical facility if the physical examinations.
medical facility has not designated an
infection control specialist, when any
pulmonary symptoms develop. If symptoms Emp_loyees 2 and 10 were
of tuberculosis are present, the employee terminated.
shall be evaluated for tuberculosis."
Inspector Comments: Based on interview Employees 6and 7 personn6|
and document review, the facility failed to files were Updated with NABS.
ensure personnel records contained
evidence of 1) employee screening The DSD has reeducated the
reference checks for 2 of 11 employees Directorof Human Resources
(Employees 4 and 7) per facility policy, 2) a .
physical examination was completed for 7 of and the assistant human
11 employees (Employees 3, 4, 7, 8, 9, 10 resource employee on both
and 11) per Nevada Administrative Code thefacmty po“cy and procedures
(NAC) 441A.200 and 3) a Nevada fp | Eil d
Automated Background System (NABS) 0 ersonne lies an
clearance for 4 of 11 employees RecordMaintenance
(Employees 2, 6, 7 and 10) per Nevada as well
Revised Statutes (NRS) 449.124. The P
deficient practice placed residents at risk for asth(_-:' Neva_da_‘ state specific
receiving inappropriate care. Findings requwed training.
include: Employee Reference Checks The
Personnel Record Checklist dated i
08/16/2023, revealed Employees 4 and 7 The Director of H.uman
had no record of employee reference Resources orde3|gr_1¢e has
checks. Employee 4 Employee 4 was hired completed a full facility personnel
on 09/02/2022 as Assistant Director of i i
Nursing (ADON). A review of Employee 4's file audit to.ensure tha.t r.]OOther
file revealed the ADON had no record of employee fl|e_S are deflc_:|ent or
employee reference checks. On 08/17/23 at out of regulation compliance.
11:01 AM, the Assistant Administrator
confirmed the facility did not maintain the The Assistant Administrator
ADON's file who was from a consulting firm. . . .
The Assistant Administrator indicated the willvalidate the audit process and
facility must maintain an employee file for verify that all new hires have
contracted and part time employees.
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Employee 7 Employee 7 was hired on
07/01/2022, as the Administrator. A review
of Employee 7's file revealed there was no
record of employee reference checks. On
08/17/23 at 11:18 AM, the Assistant
Administrator indicated the purpose of the
employee screening reference check was to
ensure the employee did not have poor
work history and was capable of performing
job duties. The Assistant Administrator
indicated having requested the
Administrator's employee reference checks
from the consulting office who confirmed
the Administrator did not have reference
checks. The Employee Reference Check
policy revised January 2022, documented
the company conducted reference checks
on all new hires prior to employment in
accordance with state and federal
guidelines to ensure qualified individuals
were hired. Physical Examination NAC
441A.200 documented before an employee
commences work in a medical facility, a
physical examination or certification from a
health care provider which indicates the
employee is in a state of good health and
free from active disease. The Personnel
Record Checklist dated 08/16/2023,
revealed Employees 3, 4, 7, 8,9, 10 and 11
had no record of a physical examination.
Employee 3 was hired on 07/01/2022 as the
Director of Nursing. Employee 3's personnel
file had no record of a physical examination.
Employee 4 was hired on 09/02/2022 as the
Assistant Director of Nursing. Employee 4's
personnel file had no record of a physical
examination. Employee 7 was hired on
07/01/2022 as the Administrator. Employee
7's personnel file had no record of a
physical examination. Employee 8 was
hired on 08/19/2022 as the Social Services
Director. Employee 8's personnel file had
no record of a physical examination.
Employee 9 was hired on 07/01/2022 as a
Certified Nursing Assistant (CNA).
Employee 9's personnel file had no record
of a physical examination. Employee 10
was hired on 09/19/2022 as a CNA.
Employee 10's personnel file had no record
of a physical examination. Employee 11
was hired on 08/03/2023 as a Nurse Aide in
Training. Employee 11's personnel file had
no record of a physical examination. The

compliantemployee files. Weekly
x4 then Biweekly x2 then
monthly x1.

Any issue or concern not readily
resolved will be brought
toExecutive Director’s attention
for resolution.

Measures that willbe
implemented to monitor the
continued effectiveness of the

corrective actiontaken to
ensure that this deficient
practice has been corrected
and will notrecur:

The Director of Human
Resources will report any hiring
trendsor opportunities to QAPI
committee x 3 months.

Individual Responsible:

Director ofHuman Resources

Date of Completion:

10/18/2023
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Pre-Employment Physical Examination
policy revised November 2012 documented
the company shall abide by federal and
state regulations concerning medical exams
for current employees and applicants to
whom a conditional offer has been made.
The purpose for the exam was to ensure
employees were physically capable of
performing the required tasks of a particular
job. Nevada Automated Background
System (NABS) Clearance: NRS 449.123
documented the Administrator, or the
person licensed to operate a facility shall
ensure information concerning the
background and personal history of each
employee, or contractor who worked at the
facility was completed as soon as
practicable and at least once every five
years after the date of the initial
investigation. NRS 449.124 documented
each facility shall maintain records of the
information concerning its employees which
included, 1) a copy of the fingerprints
submitted to the Central Repository for
Nevada Records of Criminal History or
proof of electronic fingerprint submission
and a copy of the written authorizations
provided by the employee, 2) proof the
employees' fingerprints were submitted to
the Central Repository, and 3) any other
documentation of the information collected
pursuant to NRS 449.123. The Personnel
Record Checklist dated 08/16/2023,
revealed a fingerprint based background
check had been initiated and completed
during the required date set by the Nevada
Background Checks System (NABS) for
Employees 2, 6, 7 and 10. -Employee 2 was
hired on 10/24/2022 as a Certified Nursing
Assistant (CNA) -Employee 6 was hired on
07/01/2022 as Activities Director. -
Employee 7 was hired on 07/01/2022 as the
Administrator. -Employee 10 was hired on
09/19/2022 as a CNA. On 08/17/23 at 11:27
AM, the Assistant Administrator and
Human Resources (HR) Director confirmed
Employees 2, 6, 7 and 10 did not have a
NABS clearance. The Assistant
Administrator explained the company
underwent a transition mid-2022 and lost
access to NABS. The facility regained
access to NABS in December 2022. The
Assistant Administrator indicated
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fingerprints should have been obtained and
the process initiated to obtain NABS
clearance for Employees 2, 6, 7 and 10
when the facility recovered access to
NABS. The Assistant Administrator stated it
was an oversight on the facility's part. On
08/17/23 at 1:49 PM, the Administrator
reviewed the personnel records checklist
and acknowledged missing information
such as required training, background
checks, physical exams, and employee
reference checks. The Administrator
verbalized the facility was expected to abide
by federal, state, and local laws. On
08/17/23 at 2:10 PM, the Administrator
indicated background checks were required
for all employees. The Administrator
acknowledged not having own NABS
clearance. The Pre-Employment
Investigations policy revised January 2022,
documented pre-employment
investigations, including criminal
background checks were conducted to
ensure applicants for employment had not
been convicted of an offense or any other
government finding which precludes
employment by a provider to a federal or
state healthcare program working with
elderly or vulnerable individuals. Post-
employment offers procedure indicated an
applicant may commence employment
while the results of the Nevada Department
of Public Safety (NDPS) fingerprint-based
criminal background check using the
Nevada Automated Background Check
(NABS) are still pending. The applicant
must complete and sign a Disclosure and
Authorization form either on paper or
electronically which was required to initiate
the accurate background check and
complete the Criminal History Self-
Disclosure form. Severity 2 Scope 1

393
SS=D

Personnel Training in Dementia - NAC
449.74522 Employees of facility which
provides care to persons with dementia. 1.
Except as otherwise provided in subsection
4, each person who is employed by a facility
for skilled nursing which provides care to
persons with any form of dementia,
including, without limitation, dementia
caused by Alzheimer ' s disease, who has

393
93

Corrective
actionaccomplished for

residents found to have been

10/18/202
3

affected bythis deficient
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direct contact with and provides care to ice.
persons with any form of dementia and who practce.
is licensed or certified by an occupational e .
licensing board must complete the following No SpeCIfIC re5|denFS We_r(:j‘ found
number of hours of continuing education to be affected by thisdeficient
specifically related to dementia: (a) In his hiring practice.
first year of employment with a facility for
skilled nursing, 8 hours which must be : : :
completed within the first 30 days after the COI‘_I‘EC'[IVE actionfor potential
employee begins employment; and (b) For residents that may be affected
every year after the first year of by the same deficient practice.
employment, 3 hours which must be
completed on or before the anniversary . .
date of the first day of employment. 2. The All residents have t_he pqt_entlal
hours of continuing education required to be tobe affected by this deficient
completed pursuant to this section: (a) Must hiring practice.
be approved by the occupational licensing
board which licensed or certified the person . .
completing the continuing education; and Measures that willbe D_Ut Into
(b) May be used to satisfy any continuing place to ensure that this
gduca_tion requirements of an ocm_:upational deficient practice does not
licensing board and do not constitute .
additional hours or units of required recur.
continuing education. 3. Each facility for
skilled nursing shall maintain proof of Employees 1, 4, and 10 have
completion of the hours of continuing beenterminated.
education required pursuant to this section
in the personnel file of each employee of
the facility who is required to complete Employees 3, 5_’ anq 11
continuing education pursuant to this completed required initial or
section. 4. A person employed by a facility annualDementia training and
for skilled nursing which provides care to .
persons with any form of dementia, personnel files has been
including, without limitation, dementia updated.
caused by Alzheimer ' s disease, is not
required to complete the hours of continuing The DSD has reeducated the
education specifically related to dementia .
required pursuant to subsection 1 if he has Directorof H_uman Resources
completed that training within the previous and the Assistant Human
12 months. 5. As used in this section, Resource employee on required
continuing education specifically related to L. . .
dementia " includes, without limitation, PgrsonnelTrqlnlng In D.em'en“a
instruction regarding: (a) An overview of the with emphasis on both initial 8
disease of dementia, including, without hours upon 30d hire andannual 3
limitation, dementia caused by Alzheimer's
disease, which includes instruction on the -hour refresher
symptoms, prognosis and treatment of the thereafter.
disease; (b) Communicating with a person
with demenna; (c) Prowdmg personal care The Director of Human
to a person with dementia; (d) Recreational .
and social activities for a person with Resources orde3|gr_1¢e has
dementia; (e) Aggressive and other difficult completed a full facility personnel
behaviors of a person with dementia; and (f)
STATE FORM Event ID: WXIG11 Facility ID: Page 6 of 8
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dAdvisintg family memb_e;s of ? perS_?r?t\évith file dementia audit to ensurethat
ementia concerning interaction wi e .
- : no other employee files are
person with dementia. it -
deficient or out of regulation
Inspector Comments: Based on interview compliance.
and document review, the facility failed to
ensure dementia training was provided to 3 . .
of 11 employees (Employee 3, 5 and 11) The, DSD will Va“date_ the
per the Nevada Revised Statutes (NRS) auditprocess and verify that all
4496094{. Thte;]ciieficientt_ pra:ct.iclffplaced_ _ new hires have compliant
residents with dementia at risk for receiving -
inappropriate care. Findings include: NRS er_nployee files. Weekly x4then
449.094 documented the Administrator shall Biweekly x2 then monthly x1.
ensure each employge of th(_e chility was
cclucation requiements concerning care o Any issue or concern not readily
persons with dementia for facilities for resolved _W"I b_e brou,ght .
skilled nursing. The Personnel Records toExecutive Director’'s attention
Checklist dated 08/16/2023, revealed for resolution.
Employees 3, 5 and 11 had not completed
dementia training. Employee 3 Employee 3 .
was hired on 07/01/2022 as the Director of _Measu res that W”lbe_
Nursing (DON). The DON completed the implemented to monitor the
|n|t|_a| dementia training qn 07/26/2022. A continued effectiveness of the
review of Employee 3's file revealed the ti tiontak t
DON was due to complete annual dementia correclive ac '_On a 'en 0
training on or before 07/26/2023. On ensure that this deficient
08/17/23 at 11:14 AM, the Assistant i
' ractice h n corr
Administrator confirmed the DON had no P adCt C|(|_3 as bee_ corrected
record of an annual dementia training which and will notrecur:
was due on or before 07/26/2023. .
Employee 5 Employee 5 was hired on The Directorof Human
07/27/2023 as a Registered Nurse (RN). A Resources will report any trends
review of Employee 5's file revealed there .-
was no record dementia training had been Or opportunities to QAPI
completed. On 08/17/23 at 11:17 AM, the committee x3 months.
Assistant Administrator confirmed the RN
had no dementia training on file. Employee ivi ; .
11 Employee 11 was hired on 08/03/2023 Individual Responsible:
as a Nurse Aide in Training (NAT). A review .
of Employee 11's file revealed the NAT had Director ofHuman Resources
no record of dementia training. On 08/17/23 .
at 11:33 AM, the Assistant Administrator Director ofStaff Development
confirmed the NAT had no record of
dement@a train?ng and was require_d_ to do Date of Completion:
dementia training because the facility had
dementia residents. The facility document
(undated), documented training 10/18/2023
requirements for direct care staff at nursing
facilities which provide care to residents
with dementia shall complete eight hours of
dementia training initially and must
complete three hours of dementia training
STATE FORM Event ID: WXIG11 Facility ID: Page 7 of 8




Division of Public and Behavioral Health

PRINTED: 12/12/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

10890

(X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

08/17/2023

NAME OF PROVIDER OR SUPPLIER

HENDERSON HEALTH AND REHABILITATION

STREET ADDRESS, CITY, STATE, ZIP CODE

1180 EAST LAKE MEAD PARKWAY, HENDERSON, NEVADA ,89015-5561

(X4)
ID

PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY
OR LSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION (X5)

PREFIX

DEFICIENCY)

(EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE

COMPLETION
DATE

annually thereafter. On 08/17/23 at 1:49
PM, the Administrator reviewed the
personnel records checklist and
acknowledged missing information such as
required dementia training. The
Administrator verbalized all employees were
expected to complete dementia training. On
08/17/23 at 2:10 PM, the Administrator
indicated background checks are required
for all hires. The Administrator
acknowledged not having own NABS
clearance. Severity 2 Scope 1
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