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This Statomsnt of Oollcienciea was gensrat€d as e
rcEull ofs Complalnt lNestlgadon conducted ln your
faclllty from 08/292025 lhrough 0S/0312025, in
accordance v/ith 42 Codo of F6d€ral Regulatons (CFR)
Chapter lV Part {83, Requirements for Long Torm Carg
Facllides.

Tho samplg 6ize was nlne.

Th€ae rvas ono comphlnt lnvBtlget6d.

Complalnt 2603300, dofci€.lt p'actic6 \ias Een{fled.
(So€ Tag FE80)

Tlle invosliga(on includedi

A lour of lho facilftV.

lnterviews !,vere conduct€d with the infactron
provontionl6t (lP) nurBe, rnslnt€nance di.€cto(,
8sslstant dlroctor of nursing, clinicsl resource, and
adninistrator

A revi€w qfnlne dlnlcalrecords whlch included trle
resldonl ofconc6an.

oocumenl review included faclllty polldos 6nd

Focadu.66, infeclion cor rol lo€/survelllanoo, and
wEt6r rmnagement plan,

Tho fndlnos and concfuslons of any investigallon by
the Divislon oI Purchasing and Comdisnc€ siall not b6
constued as prchlbl0ng any Criminalor clvil
invostrgEtions actons or other clalms Ior,eli6f lhal
may bo avallablo to any psrty under appllcablo fudoral,
state, or local laws.

Th6 following r69uhtory defldency wqs ldentified

Tho census was 102

lnfection Preventlon & Control

cFR(s): a$.80(a)(1 X2)(aXe)(0

F0000

F0880

This plan of con€ction constitutes the fscility's
wdtten qedibl€ allsgation of colnplianc€.
Pr€paration andor oxeculion olthis Plan of
Corr€c1ion does not constitute admission or
agreenEnt by th€ provider of lhe truth of tho taqls
alleg€d orthe conclusion s6t forth on th6 Statemont
of Defciencies. This plan of correcdon b prepsred
and/orex€cut€d sololy becaugo r6quirod by th6
provisioos of th€ health and safely code seclion
1280 and 42 CFR 483.

JAN 2 3 202
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Any d6llcl6ncy statament ending \,rllh a, aslerisk (')deoot63 a deiicjency whi*r the lnsttfution may be excusod from corectng provlding itis determlnsd that oth6r
s€fegua.ds provido 3lffrcl6nl pmtsctim to tha patients. (See r6t€rs6 icr further instructjons.) Exoept lbr nu.slng hom€q lhe findings st3l6d above 6€ dlsclcoablo 90
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LABORATO PROVIDER/SUPPLIER REPRESENIATIVE'S SIGNATUR€ TIlLE

FORM CM5-2567 (02y99) Prcvlous Versions Otrsolele Event lD: 105833-H1 Facllity lD:NVS8385SNF tf

(x6) oArE

Page 1 of 7

NINAL COMMENTS



DEPARTIVENT OF HEALTH AND HUiIAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTEOi 12l16/2025

FORM APPRCIVED

o[/B NO.0338-0391

FORIV Cl\,lS-2567 (02/99) PrBviou6 Ve6lons Obsolote

F 880:

It is the expectation of the facility to
provide a safe, sanitary and comfortablel
environmen! and to help prevent the
development and transmission of
communicable diseases and infections

lmmediate Corrective Action :

Resident Rl no longer resides at the
facility

ldentification of others:
Other residents have the potential to be
affected by the deticient practice. Eight
additional other residents were
investigated on September 3, 2025, in
relation to same room assignments and
symptoms potentially associated with
respiratory infection or pneumonia.

Systemic Changes:
The lnfection Prevention Nurse (lP) was
educated on September 8, 2025 by the
Director Of Nursing (DON) on the
expectation of the facility to provide a
safe, san jtary and comfortable
environment and to help prevenl the
development and transmission of
communicable diseases and infections.
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Thc faclllty nusl establlsh and maintain an lnfuction
prewntioo and control program designed to provide a
safe, sanllary and comfortable envlron rnent and to help
prevent the developmont and bansmission of
comrnunicable dbeases and infeclions.

Th6 facility mustestabllsh an inf€ctlon prevenlion and
conlrol prcgram (IPCP) thal must lnclude, ata mlnlmun,
the following elements:

S483.80(aX1) A sysiem for proventing, idofllifyirE,
reporlng, In\€stlgatinq, and controlling inkclions
and communicable diseases lor allrssidenls. staff
voluntoels, visitors, and othsr indlvlduals providing

services under a contraClual anangement bas€d upon the
facility assessm€nt conducted according to !483.71 aod
fo lot ring acc€pted nalional slandards;

5483.80(dX2) Wrinen standards, policies, and
procedures for the program, whlch must lnclude, but aro
not limit€d toi

(l) A systom of survelllance designed tc idBnti,
possiblo communlcablo disoas€s or

inGclions b€br6 they can sprgad to olher peGons in
th6 facility;

(ili) Standard and transmlsslon-based precautions to be
lrllot,ved to pr6vo'lt spread of inloclions;

(iv)!^r'ten and ho,v isolatron should be used fora
resident; induding but not llmited tol

(A) The type and duradon of he lsolaton, depending
upon th6 infoclio{rs agent ororganism involvod and

(B) A requlremont lhat the isolalion sholld be lhe
hast roslrictjve posslblc for th€ rosident under he
circum6tancea,

(v)The circumstancos und€rwhich be facility musl
prohibit employcos wlth € communicable disease or
inf8clad skin lesions ftom direct contact with

Conllnued from page 1

5483.80 lnfectlon Cohtrol
F0880 Comdetlon

Da2e(s):

1/21n026

!

No other residents were affected by the
deficient practice.
Water sample testing was completed for
the presence of Legionella on
September 5 2025 and October 13,
2025 on same room assignment and the
following areas:
Case Rooms - Shower head, hot water
faucet; Distal rooms - shower head, hot
water faucet; Hot Water retumi Clinical
sinks; Beauty salon basin; ice machines.'

No Legionella was present or positive in
the sample testing.

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

S483.80(a) lnfeclion preventlon and conlrol prograrn.

(ii) l/Vleh and to whom posslue incidents of
commrnlcablo disaase or infectaons should b6 raportBd;
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Conlin!€d ftom page 2
rosidents or their bod, lf dla€cl contact will
trarumlt tho dlsa666; And

(vl)The hahd hygieno procedures to b6 followod by staff
invoi/ed ln dlrcot rcsldont contact.

S483.8O(aX4) A 8yst€m for r€cordlng incidents
dentmed under lhe facilivs IPCP and lhai conective
acuons taken by thE facilit,,

PoBonnelmust handle, storg, process, and fansport
linons 60 as to prwent the spr6ad of inGclion.

Th6 facility will conduct an annlal r€vie* of Jts IPCP
and updat€ theirprogram, a9 ne@ssary

Thls REOUIREMENT rs NOT MET as a/idenc€d by:

Bes€d on intorvl€w, record rcvlow 6nd documBnt rcvlew.
th€ facillty fall€d to provlde documenled evld6nc6 of
lhe acdons tskon and follo ,-up mad€ aflsr the facility
was nodisd of a .oportod posltjvo caae ot Leqlonell6
(s baclerla which causod Legionnalres' dls€ass by
spreadlng tfilough contamlnaled wator mist, not water
ff66f, which p6opl6 Inhel6) for a rglldent wfio was
dlscha€od from the faclllt'y on 081022025 qnd teslod
Legionella Polyrnora$ Chain Reactlon posltivo (PCR test
wEs a laboraloay technhue us6d to det€ct snd amplftV
spedfc g€nedc s€qu€nce9, such as lhose /rom viruses
or bactoria) at a hospltalon 0U04/2025 for 1 of I
sampled residonts (Rgsldent 1). Th€ dolici€nt pracdc€
had tle polontlal to p.ovent eady deteclion and
possible transmissbn of inibction among the rssidenls.

Residoril 1 (Rl)was admltted on 0207,/2025 and
dl6charg€d on 0&02/2025, with dlagnoses inchlding
cereblal edema, udnary tract infection, Escherichia
Coli (E. Coll). and dopondonce on supplem€ntal Oxlg€n.

The Hospital Transfer form dated 08/02025, docum€nted
R1 lxas s6nt to a hospitslon 08/02/2025 al5:40 PM.The
reason br tansfur wa3 altorod mental status.

Th€ Nurs6s Noto6 dated 08/022025, docum€ntEd the
physician oder€d lo s€nd Rl to the hospital.The

S483-80(e)Linens.

S483.80(f) Annual review.

Flndln0s include

F0880
The lP was educated on September B,
2025 by the DON to maintain a cafl tog
associated with reports of potentjal,
suspected and actual positive cases of
Legionella and other community and
hospital acquired infectjons. And to
report t0 the DON or designee and the
Health District.

The Marntenance Director updated the
Water management plan on October 20,
2025 to include additional areas during
annual testing, for the potentjal presence
of Legionella, based on Health District
recommendation to include: sample
rooms - Shower head, hot water faucet;
Distal Rooms - Shovyer heads, hot water
faucet; Hot water Return; clinical sinks;
beauty salon basin; ice machines.

Facility staff were educated by the Staff
Development Coordinator (SDC) on
November 11, 2025 on the expectation
of the facility to provide a safe, sanitary
and comfortable environment to help
prevent the development and
transmission of corrmunicable diseases
and infections.

Monitoring:
The DON or designee will audit the on-
going surveillance for Healthcare-
Associated inEcetions (HAls) maintained
,by the lnfection Prevention Nurse (lP)
monthly.
The DON or designee will audit the call
log of the lP weekly for four weeks and
monthly tor thre€ months. The DON or
designee will review audits, identifo any
deficient practice/trends and report to the
Quality Assurance and lmproyement
Committee monthly for 3 months to
validate compliance.

FORM CM5-2567 (02/99) Pr€vious VelBions Obsolele Event lD:105831H1 Facitity l0: NVS8385SNF lfconlinuation sheet Paga 3 or 7
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Continu€d from pag6 3
Ath€ri,can N4edical Response (AMR) ambulance camg snd
plcked up R1 at 5:40 PM-

The hosdlal's Emsrg€ncy Deparlrnenl (ED) Physiden
Not€8 datod 08/022025, ckrqrm€nted tho provi{re. contac{
tinle was 08i/02025 at 5:52 PM.The drl6t comptaints
wore altered mental status and shortness of breath.

R1 s hospltallost results documented the hllowlng

L€gionella spoc es by qualitatjve PCR: Dstecl€d

tlal€,/Time: 08/042025 at I 0:55 AM Pacifc oaylight Tims
(PDT)

L€gionella Sourcer Nasopharyngeal

Legionella pnaumophila by PCR: Detectad

Leglonella speci8 by qualitativ6 PCR] Doteded

Sourc6 Type: Nasopharyngeal swab

Source: Cdlecled on 08,0412025 at 10:55 AM PDT

lnt€rpr€dv€ lnbflnatloo: Legionella speclos by
qualltadve PCR

(kglonElla epedes wes th€ broad oenus of bacterja.
whrlo Lsgionalla pneJftophlla was s spedllc spe{ies
within lhatgenus ard the mostcommon caus€ ol
Logionnalres' dlB6rB6.)

On 0S/03/2025 at 11r53 AM,lh6lnbction Prcventionist
(lP) NuBs r€a/oalod the duti$ end ,65ponslbilides of
an lP Nurse included sufteillance, p.B!€ntion, and
reponlng of lnfectons and overseeing the lnkbn
prewntion pro€ram of lho facility. Tho lP Nurs€
explalned a comdr.,nilyacquircd lnbdion r€furred lo an
infeclbn whjch was p€sont on admission and the
symploms were manibsl€d wfiin 48 hours upon a
re8ldant's admissiofl Ths lP Nurss lndicalod a
hsallhcare-associated lnfeciion (HAl).ofofi€d to an
inibc,ton acquired at th6 hcility and the symptoms
devaloped all€r zl8 houls flom adrnisgion.

On 0910312025 at 12:24 PM. the lP Nurss conflnned
roceiving 9 phone call from tho hospital on 0&06/2025
ln the morning about R1 belng lesled positivo for
L€glonolla.The lP Nurs€ r6!oal6d notasking queslions
about lhe resident. After th6 phone call, the lP Nurse
spoke to the Dir€ctor of Nuasing (DON) and Assl6tant
Diroctor of NuGing (ADON) and relayed he information
about lhe rosidenl who was tested posative for

F0880 The QAPI committee wjll review findings
and make recommendations to the
Nursing Home Administrator and
Corrective action will be taken.

FORM CMS-2567 (02/99) Previous Versions Obsolele Event lD 1D583$H1 Facili9l0: NVSS3a5SNF lf continualion sheel Page 4 of7
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Continued fiom page 4
Legion6lla atthe hospital.The lP Nurse asked the DON
and AoON on wh6n wa6 lhe last tims the water systom was
lested for L€gronella. Th€ lP Nurs€ revealad r,€ing
directed to the Mainl€nance Dkector.

The lP Nurs€ indicat€d calling the Mainten€flce Director
who told tho lP Nulse the water system was tested tn
February 2025 for Legionella and ths rcsults we€
negaliva.The lP Nulse had anolher conversation wllh
the Maanlenance Directorand th€ lP NUrs€ was told the
Gciliv would no loiger test 6r Leoion€lla because of
lhe negative resulls in Fobrusry 2025.

Th6lP Nurse revealed afler lhe phone call lrom th€
hosfrital, the lP Nurs6 aoviewed R1's medical record
Including thE chost X-ray rosulls on 07/112025 which
Ehowed no infiltlatos.Th9 lP Nurge indicaied R1 had no
symploms of pneumonia and the hospital Lansigr on
08/0212025 was not.ehted to pneuhonia.

The lP Nurs€ acknowledged they should have asked the
hosrilal more questlons abod R1 such as the date when
lhe resldentwas tesled posldvs 1br L€ionolla and if
the resid€nt was symptomatic. The lP Nurse explained
th€ corrversation orthe pnone callwith the hospital
sholld have been docuahented The lP Nurse conflm€d not
doclmenting the inbrma0on rocelved from the hospital
abolt R'l being tostod po6itivo for Legionetla.TlE lP
Nurg€ lndicaled the detalls of lh6 inbrmation that R1
was tested posjlive for Legionelh could have been
presented and discrssed wjlh the DON and ADON for
lurther actjons such a6 initiating an lnwstigation.
lestlng the wet€r system for Legionella and rosident
trackjnqn.scing.

Th€ lP Nurse acknolvledged by knowing lhe date trle
resldent was tesled posillve fcr Lsgionslla, the
tacility could halg dstermined lfth€ Legionella wag
acqulred at the lacilityor not.Tho lP Nurse explained
lhe wale. syslem should have been tested for
Legion€lla, hacing or surveillanc€ should have b€en
done. Th€ lP Nurse .ewal€d L€glon€lla was a r€portable
disease and should ha\re been r€port€d immedietely by
phone lo the Health Dlstrlcl it identifed.

TIe lP Nurse explained not r6m6mbering the nam€ oflh6
hospllal lP who called on 08/06/2025. The lP NUIS€
revealed th€ call€r introduced self as the hospital lP

On 09/03/2025 at 119 PM,lh€ ADON confkmed b€ing lold
bythe lP Nurso about R1 tosting positive fo.
Legionella but notsure ot the ex6cl date when the
notifcalion occurrcd- The ADON indicated the
conv€rsatlon with ihe lP Nur6o about R'l occu.red

F0880
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Contlnuod fiom paqe 5
somotirne in Algust 2025 and pfior to 08/2812025 when
t|€ Hoalth Dbtrict notired the facility about what
happen€d to R1.

On 09/03/2025 et 2:15 PM, th6 Clinical Ro6ourc€
indicated lhe lP Nurse should have ask6d questions ftofi
th6 hospil,al lP lik€ lh€ dato wh6n thg residenl was
tostod posMvo lor Legionella end ttro dats whon tho
lgsldenl was discharged from th€ facility.The Cijnical
RogoLr@ acknowl€dged the lP Nuree shou{d have
docum€ntod in thg progr6s6 nol6s th€ convea6atlon with
the hospital lP gnd thoacdons taken in Esponse to
lh6 inlormalion provided by the ho3pital. The Clinical
Resourco explained lhg lP NurE€ should have reporled
the informalion to the lnt€rdisciplinary Tssm (lDT) and
th€ pdmini6lrator, and called th6 Southem Nevada
Health Oistr{ci fdr guidanc€. The Clinlcal Rosourc€
reveal€d these ac[ons and inbrventions vverB p€rt of
the surveillanco br inbctions 6nd the fuciiity slEuld
havB follory€d lhe water management plan.

On 0910312025 at 2:44 PM, th€ lP Nu6e exptained th6
survoillanc€ for inbctlons includod vedryhg who we,e
tt|s former occupanir ol lhe morns wher6 Rl stayed and
revle$lng medicel records to detormine if th€ r€sidents
manibsted symplomB of r€spi.atory intr€ction or
pnsumonia.The lP Nulse @nllrh€d thsse actton6 w6r€r
not implsmenled aner rcceiving 8lo c€ll from ihe
hospit8l lP on 08i06/2025.

On 09/03/2025 et 3 11 PM, lhe firaintenenc€ Director
connrmed b€lng told by fi€ lP NurE6 about rece.v ng a
call from the hospital that somebody was tesbd
positive for L€ionolla. The Msintenance Dkector
re\€aled the lP Nurso did not mention lho name of lhs
resldent.The Maintsnance Director explained ;t was not
imporbnt to know lhe name of the ro6id6nl and th€ lp
Nu.s€ could not r6veal tho namo of h€ lssident to th€
l\ralnlenahce Director because dHIPAA (Heatlh Insuranoe
Porbbility and Accountability Act).

Th6 M8intenanc€ Oirector indicated inbrmlng the
Adminislrator on 08/1 1 2025 abo'rt lhe positive
Lagion€lla c€so reported by lhe hospital lo the lP
Nurs€.The Malntonance Okector confrmod tho
Adminislralor 6aid no tvhen agkod if the facility wouh
t6st the wabr system brLeglon€lla.

Tho Maintenance Dirsctor revdled not being aw"are of
the p€,iod or timeframo whon th€ rosid6nl stayod at th€
Iadllly bocauso the Malntenance Dir€ctor did not know
who the residsnt was.

On 09/03/2025 al4 05 PM, tho Adminlstrator lhdic€t€d
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not b€ing awar6 of the 08/06/2025 phone calt lrom the
ho3pilEl about a Esld€nt prBviously admlttGd at th6
fecillty end tested poGitivo br Loglonella at lhe
hospital.

Th6 fecilalyb policy ti{€d Surveillance for
{nfectjons dated Septomber 2017, documenied lhe
lnfuction Preventaonlst $/ould conduct ongoing
surveillance fDr Hoahhcare.Assocj8t€d lnfecilicns
(BAls) and other epldemiologically slgnificant
Infection6 that have substantial impact ol1 pot6ntial
rgsident outcome afld lhat may laquire
lransrnlssion-based pBcsutions and other prov€ntative
interventions. Th€ purpos6 of the surveillance of
Infections was to ldenlifi/ both lndividualcas6s and
bends of epidemiologically slgnifi cent org6risms and
Hoallhcarc-Associatod lnfuctlrns, to guide appr@riate
intedontlons and lo pravent fulure lnfeations.

Compleint 2603300
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Th€ hospital lnbction Prevgntionlst Summary docu.nent€d
R1's Legionella reportad, also notlticd (name of the
taclllty) 08/082025 at 8:56 Arvl. 6nd name of the tP
NuIse.


