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Initial Comments

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
State licensure annual survey initiated at
your facility on 03/05/2020, in accordance
with Nevada Administrative Code (NAC)
Chapter 449, Residential Facility for
Groups. The facility is licensed for six
Residential Facility for Group beds for
elderly or disabled persons and/or Category
| residents. The census at the time of the
survey was six. Six resident files were
reviewed and two employee files were
reviewed. The facility received a grade of A.
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 may be
available to any party under applicable
federal, state, or local laws. The following
deficiencies were identified:

0000

0074
SS=D

Elder Abuse Training - NRS 449.093
Training to recognize and prevent abuse of
older persons: Persons required to receive;
frequency; topics; costs; actions for failure
to complete. 1. An applicant for a license to
operate a facility for intermediate care,
facility for skilled nursing, agency to provide
personal care services in the home, facility
for the care of adults during the day,
residential facility for groups or home for
individual residential care must receive
training to recognize and prevent the abuse
of older persons before a license to operate
such a facility, agency or home is issued to
the applicant. If an applicant has completed
such training within the year preceding the
date of the application for a license and the
application includes evidence of the
training, the applicant shall be deemed to
have complied with the requirements of this
subsection. 2. A licensee who holds a
license to operate a facility for intermediate
care, facility for skilled nursing, agency to
provide personal care services in the home,
facility for the care of adults during the day,
residential facility for groups or home for
individual residential care must annually
receive training to recognize and prevent
the abuse of older persons before the

0074

1) A certificate of Training dated 03/10/2020

is hereto attached and marked as exhibit

"A" TAG Y 0074 for employee #1 proof of
completion.

2)
Administrator should monitor/review
employees files regularly and make sure
that they are current and updated.
3) Administrator should monitor for
compliance.

4) Person responsible: Administrator

5) Completion date: 03/10/2020

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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license to operate such a facility, agency or
home may be renewed. 3. If an applicant or
licensee who is required by this section to
obtain training is not a natural person, the
person in charge of the facility, agency or
home must receive the training required by
this section. 4. An administrator or other
person in charge of a facility for
intermediate care, facility for skilled nursing,
agency to provide personal care services in
the home, facility for the care of adults
during the day, residential facility for groups
or home for individual residential care must
receive training to recognize and prevent
the abuse of older persons before the
facility, agency or home provides care to a
person and annually thereafter. 5. An
employee who will provide care to a person
in a facility for intermediate care, facility for
skilled nursing, agency to provide personal
care services in the home, facility for the
care of adults during the day, residential
facility for groups or home for individual
residential care must receive training to
recognize and prevent the abuse of older
persons before the employee provides care
to a person in the facility, agency or home
and annually thereafter. 6. The topics of
instruction that must be included in the
training required by this section must
include, without limitation: (a) Recognizing
the abuse of older persons, including sexual
abuse and violations of NRS 200.5091 to
200.50995, inclusive; (b) Responding to
reports of the alleged abuse of older
persons, including sexual abuse and
violations of NRS 200.5091 to 200.50995,
inclusive; and (c) Instruction concerning the
federal, state and local laws, and any
changes to those laws, relating to: (1) The
abuse of older persons; and (2) Facilities for
intermediate care, facilities for skilled
nursing, agencies to provide personal care
services in the home, facilities for the care
of adults during the day, residential facilities
for groups or homes for individual
residential care, as applicable for the
person receiving the training. 7. The facility
for intermediate care, facility for skilled
nursing, agency to provide personal care
services in the home, facility for the care of
adults during the day, residential facility for
groups or home for individual residential
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care is responsible for the costs related to
the training required by this section. 8. The
administrator of a facility for intermediate
care, facility for skilled nursing or residential
facility for groups who is licensed pursuant
to chapter 654 of NRS shall ensure that
each employee of the facility who provides
care to residents has obtained the training
required by this section. If an administrator
or employee of a facility or home does not
obtain the training required by this section,
the Division shall notify the Board of
Examiners for Long-Term Care
Administrators that the administrator is in
violation of this section. 9. The holder of a
license to operate a facility for intermediate
care, facility for skilled nursing, agency to
provide personal care services in the home,
facility for the care of adults during the day,
residential facility for groups or home for
individual residential care shall ensure that
each person who is required to comply with
the requirements for training pursuant to
this section complies with such
requirements. The Division may, for any
violation of this section, take disciplinary
action against a facility, agency or home
pursuant to NRS 449.160 and 449.163.

Inspector Comments: Based on interview
and record review, the facility failed to
ensure annual Elder Abuse training was
completed for 1 of 2 employees (Employee
#1). Employee #1 last completed Elder
Abuse training on 02/13/2019. Severity: 2
Scope: 1
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0102 | Personnel File - TB Screening - NAC 0102 | 1) A TB screening has been completed for 03/05/202

SS=D | 449.200 Personnel files. 1. Except as employee #2 as evidenced of exhibit "B" 0
otherwise provided in subsection 2, a TAG Y 0102 hereto attached.
separate personnel file must be kept for 2) A regular review of employees files
each member of the staff of a facility and should be done by the administrator and
must include: (d) The health certificates make sure that they are current and
required pursuant to chapter 441A of NAC updated in compliance with the
for the employee; regulations.
Inspector Comments: Based on interview 3) Administrator should
and record review, the facility failed to monitor for compliance.
ensure an annual tuberculosis (TB)
assessment was completed for 1 of 2 4) Person responsible:
employees (Employee #2). Employee #2 Administrator
last completed a TB assessment on
02/11/2019. Severity: 2 Scope: 1 5) Completion date:

03/05/2020
STATE FORM Event ID: 9JVT11 Facility ID: Page 4 of 5
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0938 | Maintenance and Contents of Separate File 0938 | !) Immediately after the survey done on 03/05/202
SS=E | - NAC 449.2749 Maintenance and contents 03/05/2020; administrator completed the 0
of separate file for each resident; annual activities of daily living screening for
confidentiality of information. (NRS resident #3 and resident #4
449.0302) 1. A separate file must be evidencing attachments "C" TAG Y 0938
maintained for each resident of a residential and "D" TAG Y 0938 respectively.
facility and retained for at least 5 years after 2) Administrator should
he or she permanently leaves the facility. review the residents files regularly and
The file must be kept locked in a place that make sure they are updated as per
is resistant to fire and is protected against regulations requirement. 3)
unauthorized use. The file must contain all Administrator should monitor for
records, letters, assessments, medical compliance.
information and any other information
related to the resident, including, without 4) Person responsible: Administrator
limitation: (g) An evaluation of the resident '
s ability to perform the activities of daily
living and a brief description of any 5) Completion date:03/05/2020
assistance he or she needs to perform
those activities. The facility shall prepare
such an evaluation: (1) Upon the admission
of the resident; (2) Each time there is a
change in the mental or physical condition
of the resident that may significantly affect
his or her ability to perform the activities of
daily living; and (3) In any event, not less
than once each year.
Inspector Comments: Based on interview
and record review, the facility failed to
complete annual Activities of Daily Living
screenings for 2 of 6 residents (Resident #3
and #4). Severity: 2 Scope: 2
STATE FORM Event ID: 9JVT11 Facility ID: Page 5 of 5




