Division of Public and Behavioral Health

PRINTED: 6/15/2026
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

333

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

11/07/2024

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

PARK PLACE 2305 IVES COURT, RENO, NEVADA ,89503
(X4) SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION (X5)
ID (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
PREFIX REGULATORY CROSS-REFERENCED TO THE APPROPRIATE DATE
TAG OR LSC IDENTIFYING INFORMATION) DEFICIENCY)
0000 | Initial Comments 0000

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
mandatory regrading State Licensure
survey conducted in your facility on
11/07/2024, in accordance with Nevada
Administrative Code (NAC) Chapter 449,
Residential Facility for Groups. The facility
is licensed for 60, Residential Facility for
Group beds for elderly and disabled
persons, with assisted living services,
and/or residents with mental illness,
Category Il residents. The census at the
time of the survey was 47. The sample size
was 15 residents. 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
investigations, actions or other claims for
relief that may be available to any party
under applicable federal, state or local laws.
The following regulatory deficiencies were
identified:

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER  Name: AMY ROUKIE
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Title: Executive Director/OPS mgr
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Qualifications of Caregivers-Age-Eng-
Training - NAC 449.196 and LCB File No.
R043-22 Quialifications and training of
caregivers. (NRS 449.0302) 1. A caregiver
of a residential facility must: (a) Be at least
18 years of age; (b) Be responsible and
mature and have the personal qualities
which will enable him or her to understand
the problems of elderly persons and
persons with disabilities; (c) Understand the
provisions of NAC 449.156 to 449.27706,
inclusive, and sections 2 to 16 inclusive of
this regulation and sign a statement that he
or she has read those provisions; (d)
Demonstrate the ability to read, write, speak
and understand the English language; (e)
Possess the appropriate knowledge, skills
and abilities to meet the needs of the
residents of the facility; and (f) Not later
than 60 days after commencing
employment with the residential facility,
receive not less than 4 hours of a
combination of tier 1 and tier 2 training
related to care for the residents of the
facility; and (g) Receive annually not less
than 8 hours of training related to providing
for the needs of the residents of a
residential facility. Such training must
include, without limitation, at least 2 hours
of tier 2 training.

0065

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
QXC111.

11/07/202
4

0174
SS=D

Health& Sanitation-odors-hazards-insects-
dirt - NAC 449.209 Health and sanitation.
(NRS 449.0302) 4. To the extent
practicable, the premises of the facility must
be kept free from: (a) Offensive odors; (b)
Hazards, including obstacles that impede
the free movement of residents within and
outside the facility; (c) Insects and rodents;
and (d) Accumulations of dirt, garbage and
other refuse.

0174

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
QXC111.

11/07/202
4

0255
SS=F

Permits-Comply with NAC 446 on Food
Service - NAC 449.217 Kitchens; storage of
food; adequate supplies of food; permits;
inspections. (NRS 449.0302) 6. A
residential facility with more than 10
residents shall: (a) Comply with the
standards prescribed in chapter 446 of
NAC; and (b) Obtain the necessary permits
from the Division.

0255

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
QXC111.

11/07/202
4
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First Aid & CPR - NAC 449.231 First aid
and cardiopulmonary resuscitation. (NRS
449.0302) 2. A first-aid kit must be available
at the facility. The first-aid kit must include,
without limitation: (a) A germicide safe for
use by humans; (b) Sterile gauze pads; (c¢)
Adhesive bandages, rolls of gauze and
adhesive tape; (d) Disposable gloves; (e) A
shield or mask to be used by a person who
is administering cardiopulmonary
resuscitation; and (f) A thermometer or
other device that may be used to determine
the bodily temperature of a person.

0451

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
QXC111.

1
4

1/07/202

0515
SS=D

Supervision and Treatment of Residents -
NAC 449.259 & R043-22 Supervision and
treatment of residents generally. (NRS
449.0302) 1. A residential facility shall
ensure that the staff of the facility
collaborate with each resident of the facility,
the family of the resident and other persons
who provide care for the resident, including,
without limitation, a qualified provider of
health care, as interpreted by section 8 of
this regulation, to: (a) Develop a person-
centered service plan for the resident; and
(b) Review the person-centered service
plan at least once each year.;

0515

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
QXC111.

1
4

1/07/202

0773
SS=D

Diabetes - NAC 449.2726 Residents having
diabetes. (NRS 449.0302) 1. A person who
has diabetes must not be admitted to a
residential facility or be permitted to remain
as a resident of a residential facility unless:
(a) The resident's glucose testing is
performed by: (1) The resident himself or
herself without assistance; or (2) With the
consent of the resident, a caregiver who
meets the requirements of NAC 449.196;

0773

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
QXC111.

1
4

1/07/202
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Residents Requiring Injections-
Administration - NAC 449.2728- Residents
requiring regular intramuscular,
subcutaneous or intradermal injections. 1.
Except as otherwise provided by NAC
449.2726, a person who requires regular
intramuscular, subcutaneous or intradermal
injections must not be admitted to a
residential facility or be permitted to remain
as a resident of the facility unless the
injections are administered by: (a) The
resident; or (b) A medical professional, or
licensed practical nurse, acting within his
authorized scope of practice and in
accordance with all applicable statutes and
regulations, who has been trained to
administer those injections.

0800

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
QXC111.

1
4

1/07/202

0859
SS=D

Medical Care of Resident After lliness -
NAC 449.274 and R043-22 Medical care of
resident after illness, injury or accident;
periodic physical examination of resident;
rejection of medical care by resident; written
records. (NRS 449.0302) 5. Before
admission and each year after admission,
or more frequently if there is a significant
change in the physical condition of a
resident, the facility shall obtain the results
of a general physical examination of the
resident by a qualified provider of health
care in accordance with NRS 449.1845.
The resident must be cared for pursuant to
any instructions provided by the qualified
provider of health care.

0859

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
QXC111.

1
4

1/07/202

0878
SS=D

Medication/OTCS, Supplements, Change
Order - NAC 449.2742 and R043-22 -
Administration of medication:
Responsibilities of administrator, caregiver
and employees of facility. 5. An over-the-
counter medication or a dietary supplement
may be given to a resident only if the
resident's physician , physician assistant or
advanced practice registered nurse has
approved the administration of the
medication or supplement in writing or the
facility is ordered to do so by another
physician, physician assistant or advanced
practice registered nurse. The over-the-
counter medication or dietary supplement
must be administered in accordance with
the written instructions of the physician,
physician assistant or advanced practice
registered nurse. The administration of

0878

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
QXC111.

1
4

1/07/202
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over-the-counter medications and dietary
supplements must be included in the record
required pursuant to paragraph (b) of
subsection 1 of NAC 449.2744. 6. Except
as otherwise provided in this subsection, a
medication prescribed by a physician,
physician assistant or advanced practice
registered nurse must be administered as
prescribed by the physician, physician
assistant or advanced practice registered
nurse. If a physician, physician assistant or
advanced practice registered nurse orders
a change in the amount or times medication
is to be administered to a resident: (a) The
caregiver responsible for assisting in the
administration of the medication shall: (1)
Comply with the order; (2) Indicate on the
container of the medication that a change
has occurred; and (3) Note the change in
the record maintained pursuant to
paragraph (b) of subsection 1 of NAC
449.2744; (b) Within 5 days after the
change is ordered, a copy of the order or
prescription signed by the physician,
physician assistant or advanced practice
registered nurse must be included in the
record maintained pursuant to paragraph
(b) of subsection 1 of NAC 449.2744; and
(c) If the label prepared by a pharmacist
does not match the order or prescription
written by a physician, physician assistant
or advanced practice registered nurse, a
physician, registered nurse or pharmacist
must interpret that order or prescription and,
within 5 days after the change is ordered,
the interpretation must be included in the
record maintained pursuant to paragraph
(b) of subsection 1 of NAC 449.2744.
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Medication: Storage - NAC 449.2748
Medication: Storage; duties upon discharge,
transfer and return of resident. (NRS
449.0302) 1. Medication, including, without
limitation, any over-the-counter medication,
stored at a residential facility must be stored
in a locked area that is cool and dry. The
caregivers employed by the facility shall
ensure that any medication or medical or
diagnostic equipment that may be misused
or appropriated by a resident or any other
unauthorized person is protected.
Medications for external use only must be
kept in a locked area separate from other
medications. A resident who is capable of
administering medication to himself or
herself without supervision may keep the
resident ' s medication in his or her room if
the medication is kept in a locked container
for which the facility has been provided a
key. 2. Medication stored in a refrigerator,
including, without limitation, any over-the-
counter medication, must be kept in a
locked box unless the refrigerator is locked
or is located in a locked room.

0920

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
QXC111.

11/07/202
4

0923
SS=D

Medication: Storage - NAC 449.2748
Medication: Storage; duties upon discharge,
transfer and return of resident. (NRS
449.0302) 3. Medication, including, without
limitation, any over-the-counter medication
or dietary supplement, must be: (a) Plainly
labeled as to its contents, the name of the
resident for whom it is prescribed and the
name of the prescribing physician; and (b)
Kept in its original container until it is
administered.

0923

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
QXC111.

11/07/202
4
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0936 | Maintenance and Contents of Separate File 0936 | Please refer to original Statement of 11/07/202
SS=D | - NAC 449.2749 Maintenance and contents Deficiency/Plan of Correction - Event ID 4
of separate file for each resident; QXC111.
confidentiality of information. (NRS
449.0302) 1. A separate file must be
maintained for each resident of a residential
facility and retained for at least 5 years after
he or she permanently leaves the facility.
The file must be kept locked in a place that
is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical
information and any other information
related to the resident, including, without
limitation: (e) Evidence of compliance with
the provisions of chapter 441A of NRS and
the regulations adopted pursuant thereto.
STATE FORM Event ID: QXC112 Facility ID: Page 7 of 17
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0938 | Maintenance and Contents of Separate File 0938 | The Initial ADL assessment was completed | 11/08/202
SS=D | - NAC 449.2749 Maintenance and contents as part of the Physician Packet for Move In | 4
of separate file for each resident; - However, the form was misplaced and
confidentiality of information. (NRS unable to locate during resurvey. The form
449.0302) 1. A separate file must be was discovered and placed in her Clinical
maintained for each resident of a residential Chart as of the date of the survey,
facility and retained for at least 5 years after 11/7/2024.
he or she permanently leaves the facility.
The file must be kept locked in a place that Response update: We have instituted an
is resistant to fire and is protected against amended practice that addresses this
unauthorized use. The file must contain all issue. The assessments including the ADL
records, letters, assessments, medical assessment must be completed as a part of
information and any other information the Physician's packet prior to being
related to the resident, including, without accepted as a resident to Park Place AL.
limitation: (g) An evaluation of the resident ' The packet is reviewed as a part of the
s ability to perform the activities of daily determination for eligibility when being
living and a brief description of any considered for admission on all potential
assistance he or she needs to perform residents. All packets including the ADL
those activities. The facility shall prepare assessment, are reviewed by the Wellness
such an evaluation: (1) Upon the admission Director and the Executive Director to
of the resident; (2) Each time there is a ensure compliance, and prior to
change in the mental or physical condition acceptance. The ED review is secondary to
of the resident that may significantly affect the others so that there is a process for
his or her ability to perform the activities of ensuring the compliance every time. All
daily living; and (3) In any event, not less resident files have been reviewed to ensure
than once each year. compliance in existing resident files as well.
The review of the Physician's packets
Inspector Comments: Based on clinical provided an opportunity to review all files to
record review and interview, the facility ensure all required documentation including
failed to ensure initial Activities of Daily all updates and assessments are included
Living (ADL) assessments were completed in the file and are completed timely.
timely for 1 of 15 sampled residents Auditing of all resident files for clinical and
(Resident #1). Findings include: Resident documentation compliance is performed
#1 Resident #1 was admitted to the facility monthly by the Wellness Coordinator with
on 07/05/2024, with diagnoses including oversight and findings being shared with the
posterior reversible encephalopathy Wellness Director and Executive Director to
syndrome, depression, unspecified and ensure follow-up and improvements are
mental disorder, not otherwise specified. taking place timely. All documents in this
Resident #1's initial ADL assessment was file are retained for a period of at least 5
completed on 07/10/2024, five days after years to ensure compliance.
admission. On 11/07/2024 at 11:39 AM, the
Wellness Director confirmed Resident #1's
initial ADL assessment was completed five
days late and explained the ADL
assessments were not being completed for
four to five days after the date of admission
to the facility. Severity: 2 Scope: 1
1300 | Discrimination prohibited - NRS 449.101 1300 | Please refer to original Statement of 11/07/202
SS=C | Discrimination prohibited; development of Deficiency/Plan of Correction - Event ID 4
antidiscrimination policy; posting of QXC111.
nondiscrimination statement and certain
other information; construction of section.
STATE FORM Event ID: QXC112 Facility ID: Page 8 of 17
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[Effective January 1, 2020.] 1. A medical
facility, facility for the dependent or facility
which is otherwise required by regulations
adopted by the Board pursuant to NRS
449.0303 to be licensed and any employee
or independent contractor of such a facility
shall not discriminate in the admission of, or
the provision of services to, a patient or
resident based wholly or partially on the
actual or perceived race, color, religion,
national origin, ancestry, age, gender,
physical or mental disability, sexual
orientation, gender identity or expression or
human immunodeficiency virus status of the
patient or resident or any person with whom
the patient or resident associates. 2. A
medical facility, facility for the dependent or
facility which is otherwise required by
regulations adopted by the Board pursuant
to NRS 449.0303 to be licensed shall: (a)
Develop and carry out policies to prevent
the specific types of prohibited
discrimination described in the regulations
adopted by the Board pursuant to NRS
449.0302 and meet any other requirements
prescribed by regulations of the Board; and
(b) Post prominently in the facility and
include on any Internet website used to
market the facility the following statement:
[Name of facility] does not discriminate and
does not permit discrimination, including,
without limitation, bullying, abuse or
harassment, on the basis of actual or
perceived race, color, religion, national
origin, ancestry, age, gender, physical or
mental disability, sexual orientation, gender
identity or expression or HIV status, or
based on association with another person
on account of that person's actual or
perceived race, color, religion, national
origin, ancestry, age, gender, physical or
mental disability, sexual orientation, gender
identity or expression or HIV status. 3. In
addition to the statement prescribed by
subsection 2, a facility for skilled nursing,
facility for intermediate care or residential
facility for groups shall post prominently in
the facility and include on any Internet
website used to market the facility: (a)
Notice that a patient or resident who has
experienced prohibited discrimination may
file a complaint with the Division; and (b)
The contact information for the Division. 4.

STATE FORM
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The provisions of this section shall not be
construed to: (a) Require a medical facility,
facility for the dependent or facility which is
otherwise required by regulations adopted
by the Board pursuant to NRS 449.0303 to
be licensed or an employee or independent
contractor thereof to take or refrain from
taking any action in violation of reasonable
medical standards; or (b) Prohibit a medical
facility, facility for the dependent or facility
which is otherwise required by regulations
adopted by the Board pursuant to NRS
449.0303 to be licensed from adopting a
policy that is applied uniformly and in a
nondiscriminatory manner, including,
without limitation, such a policy that bans or
restricts sexual relations.

1540
SS=E

Cultural Competency Training - Cultural
Competency Training R016-20 Sec. 14 1.
Pursuant to subsection 1 of NRS 449.103,
within 30 business days after the course or
program is assigned a course number by
the Division pursuant to section 18 of this
regulation or within 30 business days of any
agent or employee being contracted or
hired, whichever is later, and at least once
each year thereafter, a facility shall conduct
training relating specifically to cultural
competency for any agent or employee of
the facility who provides care to a patient or
resident of the facility so that the agent or
employee may: (a) More effectively treat
patients or care for residents, as applicable;
and (b) Better understand patients or
residents who have different cultural
backgrounds, including, without limitation,
patients or residents who fall within one or
more of the categories in paragraphs (a) to
(), inclusive, of subsection 1 of NRS
449.103. R016-20 Sec. 14 2. The facility
shall provide the training required by
subsection 1 through a course or program
that is approved by the Director of the
Department or his or her designee pursuant
to section 17 of this regulation and is
assigned a course number by the Division
pursuant to section 18 of this regulation.
R016-20 Sec. 14 3. The facility shall keep
documentation in the personnel file of any
agent or employee of the facility of the
completion of the cultural competency
training required pursuant to subsection 1.

1540

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
QXC111.

11/07/202

4
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R016-20 Sec. 15 1. Within 90 days after a
facility is licensed to operate, the facility
must submit to the Department on a form
prescribed by the Department the course or
program which the facility will use to provide
cultural competency training. The facility
may: (a) Develop or operate the course or
program; or (b) Contract with a third party to
develop and operate the course or program.
R016-20 Sec. 15 2. The course or program
submitted by the facility pursuant to
subsection 1 must address patients or
residents who have different cultural
backgrounds from that of the agent or
employee of the facility, including, without
limitation, patients or residents who fall
within one or more of the categories in
paragraphs (a) to (f), inclusive, of
subsection 1 of NRS 449.103. R016-20
Sec. 15 3. When a facility submits a course
or program pursuant to subsection 1, the
facility must also provide to the Department
the following information for the instructor of
the course or program: (a) The application
of the instructor who will teach the course or
program; (b) Three letters of
recommendation for the instructor,
including, without limitation, at least one
letter of recommendation in which the
recommender has knowledge of the
methods the instructor uses in teaching a
cultural competency course or program; and
(c) The resume of the instructor of the
course or program that includes, without
limitation, the education, training and
experience the instructor has in providing
cultural competency training. R016-20 Sec.
15 4. Except as otherwise provided in
subsection 5, when a facility submits a
course or program pursuant to subsection
1, the facility must also provide to the
Department: (a) The syllabus of the course
or program; (b) The following information:
(1) The name of the facility; (2) The address
of the facility; (3) The electronic malil
address of the facility; (4) The license
number of the facility; and (5) The name
and contact information of a person who
represents the facility and who can discuss
the course or program submitted by the
facility pursuant to subsection 1; (c) If the
facility contracts with a third party who
develops and operates the course or
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program, the following information: (1) The
name of the third party; (2) The address of
the third party; (3) The electronic mail
address of the third party; and (4) The
name and contact information of a person
who represents the third party and who can
discuss the course or program submitted by
the facility pursuant to subsection 1; (d)
Evidence that the subjects covered by the
course or program include, without
limitation, the course materials required by
section 16 of this regulation; (e) A sample
sign-in sheet for the course or program that
contains: (1) The dates of the course or
program; and (2) A place for a participant of
the course or program to print and sign his
or her name; (f) A sample evaluation form
that a participant of the course or program
may complete at the end of the course or
program which evaluates: (1) The content
of the course or program; (2) The instructor
of the course or program; and (3) The
manner in which the course or program is
presented to the participant; and (g) A
sample document that a participant of the
course or program may complete at the end
of the course or program in which the
participant can perform a self-evaluation.
R016-20 Sec. 15 5. A facility may submit a
course or program pursuant to subsection 1
without submitting the information required
in subsection 4 if the course or program: (a)
Is provided by: (1) A nationally recognized
organization, as determined by the Director
of the Department; (2) A federal, state or
local government agency; or (3) A university
or college that is accredited in the District of
Columbia or any state or territory of the
United States; and (b) Provides proof of
completion upon the participant of the
course or program completing the course or
program that the Director or his or her
designee determines to be satisfactory.
R016-20 Sec. 15 6. When a facility submits
pursuant to subsection 1 a course or
program that is described in subsection 5,
the facility must also provide to the
Department: (a) The name of the course or
program; (b) The name of the organization,
agency, university or college providing the
course or program; (c) If the course or
program is provided online, the URL of the
course or program; (d) If the course or
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program is provided through a training
system, access to the training system,; (e) If
the course or program is not provided
online or through a training system, the
syllabus of the course or program; (f) The
following information: (1) The name of the
facility; (2) The address of the facility; (3)
The electronic mail address of the facility;
(4) The license number of the facility; and
(5) The name and contact information of a
person who represents the facility and who
can discuss the course or program
submitted by the facility pursuant to
subsection 1; and (g) Any other information
the Department requests to assist the
Director or his or her designee in
determining whether or not to approve the
course or program pursuant to section 17 of
this regulation. 7. As used in this section,
"URL" means the Uniform Resource
Locator associated with an Internet website.
R016-20 Sec. 16 1. A course or program
subject to the requirements of subsection 4
of section 15 of this regulation must include,
without limitation, the following course
materials: (a) An overview of cultural
competency; (b) An overview of implicit bias
and indirect discrimination; (c) The common
assumptions and myths concerning
stereotypes and examples of such
assumptions and myths; (d) An overview of
social determinants of health; (e) An
overview of best practices when interacting
with persons who fall within one or more of
the categories in paragraphs (a) to (f),
inclusive, of subsection 1 of NRS 449.103;
() An overview of gender, race and
ethnicity; (g) An overview of religion; (h) An
overview of sexual orientation and gender
identities or expressions; (i) An overview of
mental and physical disabilities; (j)
Examples of barriers to providing care; (k)
Examples of language and behaviors that
are discriminatory; and (I) Examples of a
welcoming and safe environment. R016-20
Sec. 16 2. The course materials included in
a course or program, including, without
limitation, the course materials required by
subsection 1, must include, without
limitation: (a) Evidence-based, peer-
reviewed sources; (b) Source materials that
are used in universities or colleges that are
accredited in the District of Columbia or any
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state or territory of the United States; (c)
Source materials that are from nationally
recognized organizations, as determined by
the Director of the Department; (d) Source
materials that are published or used by
federal, state or local government agencies;
or (e) Other source materials that are
deemed appropriate by the Department.
R016-20 Sec. 17 4. The facility shall submit
the additional information that the facility
needs to submit pursuant to paragraph (b)
of subsection 3 within 45 days after being
notified that the course or program is not
approved pursuant to paragraph (a) of
subsection 3. Upon receiving the additional
information, the Director or his or her
designee may approve the course or
program. If the additional information is not
received or fails to include all of the
information that the Director or his or her
designee informed the facility that it needed
to submit, the Director or his or her
designee shall not approve the course or
program.
1700 | Annual Assessment of History of Each 1700 | Plan of Correction: All records require a 11/12/202
SS=D | Resident - NRS 449.1845 Administrator of note monthly, at a minimum to ensure that 4
residential facility for groups to conduct there are clinical assessments of their
annual assessment of history of each status from a health perspective. See
resident and cause provider of health care policy attached. This regular assessment
to conduct certain examinations and offers the opportunity to examine any
assessments; placement based on change in health status and is
assessment. 1. The administrator of a communicated to the Provider when there is
residential facility for groups shall: (a) a need. Providers are also onsite and
Annually cause a qualified provider of meeting with residents monthly. For those
health care to conduct a physical with outside Providers, an annual updated
examination of each resident of the facility; H & P is requested from their office at the
(b) Annually conduct an assessment of the 11th month. Unfortunately, they are not
history of each resident of the facility, which always compliant with providing this to the
must include, without limitation, an resident and thereby it is not added to their
assessment of the condition and daily files. With our audits, we are now able to
activities of the resident during the address this issue monthly to ensure there
immediately preceding year; and (c) Cause is no lapse in meeting this critical
a qualified provider of health care to requirement.
conduct an assessment of the condition and Systemically, the Wellness Coordinator or
needs of a resident of the facility to Director will confirm the presence in each
determine whether the resident meets the record monthly as a part of their audit and
criteria prescribed in paragraph (a) of monthly notes. This will also be the process
subsection 2: (1) Upon admission of the to monitor for compliance and will decrease
resident to the facility; and (2) If a physical the potential for additional issues moving
examination, assessment of the history of forward based on the Wellness Director's
the resident or the observations of the accountability.
administrator or staff of the facility, the
STATE FORM Event ID: QXC112 Facility ID: Page 14 of 17
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family of the resident or another person who
has a relationship with the resident indicate
that: (I) The resident may meet those
criteria; or (II) The condition of the resident
has significantly changed. 2. If, as a result
of an assessment conducted pursuant to
paragraph (c) of subsection 1, the provider
of health care determines that the resident:
(a) Suffers from dementia to an extent that
the resident may be a danger to himself or
herself or others if the resident is not placed
in a secure unit or a facility that assigns not
less than one staff member for every six
residents, any residential facility for groups
in which the resident is placed must meet
the requirements prescribed by the Board
pursuant to subsection 2 of NRS 449.0302
for the licensing and operation of residential
facilities for groups which provide care to
persons with Alzheimer's disease or other
severe dementia. (b) Does not suffer from
dementia as described in paragraph (a), the
resident may be placed in any residential
facility for groups. 3. As used in this section,
"provider of health care" has the meaning
ascribed to it in NRS 629.031. (Added to
NRS by 2019, 2594)

Inspector Comments: Based on clinical
record review and interview, the facility
failed to obtain an annual Physician
Placement Determination for 1 of 15
sampled residents (Resident #6). Findings
include: Resident #6 Resident #6 was
admitted to the facility on 10/30/2020, with
diagnoses including other specified
hypothyroidism, other hyperlipidemia, other
generalized epilepsy and epileptic
syndrome not intractable without status
epilepticus, and dementia associated with
alcoholism. Resident #6's clinical record
documented a Physician Placement
Determination last completed on
08/15/2023. The clinical record lacked
documented evidence a Placement
Determination was completed for 2024. On
11/07/2024 at 11:37 AM, the Wellness
Director confirmed Resident #6 did not have
a Placement Determination completed for
2024 and acknowledged the Placement
Determination needed to be completed
annually. Severity: 2 Scope: 1
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1810 | Infection Control Program - Infection 1810 | Please refer to original Statement of 11/07/202
SS=F | Control Program LCB File No. R048-22 Deficiency/Plan of Correction - Event ID 4
Sec. 5 1. A facility for the dependent shall: QXC111.
(a) Develop and carry out an infection
control program to prevent and control
infections within the facility; (b) Review the
infection control program, including, without
limitation, the infection control policy
adopted pursuant to subsection 2, at least
annually to ensure that the program meets
current evidence-based standards for
infection control plans and the safety needs
of residents, staff and visitors;
STATE FORM Event ID: QXC112 Facility ID: Page 16 of 17
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1840 | UNL Caregiver Training - R063-21 Sec. 4 1. 1840 | Employee #10 was terminated on 11.25.24. | 11/25/202
SS=D | An unlicensed caregiver who provides care She was both unwilling and uncooperative 4
to residents, patients or clients at a facility in completing her training.
described in section 3 of this regulation
shall annually complete evidence-based Subsequently, the ownership of this process
training provided by a nationally recognized falls on the Wellness Director. The
organization concerning the control of Business Office Manager is responsible for
infectious diseases. The training must the employee files; however, the training is
include, without limitation, instruction the requirement the Wellness department to
concerning: (a) Hand hygiene; (b) The use ensure clinical competencies for all
of personal protective equipment, including, engaging with the residents. A tracking
without limitation, masks, respirators, eye spreadsheet was created to add another
protection, gowns and gloves; (c) level of accountability and oversight.
Environmental cleaning and disinfection; (d) Compliance is now being managed to
The goals of infection control; (e) A review ensure regular auditing of these files. The
of how pathogens, including, without Executive Director now reviews at least
limitation, viruses, spread; and (f) The use monthly both the tracking spreadsheet. All
of source control to prevent pathogens from new hires are expected to be in compliance
spreading. 2. Each unlicensed caregiver with the majority of the training within 30
who completes the training required by days. Some require scheduling outside of
subsection 1 must provide proof of our internal systems such as medication
completion of that training to the tech trainings, therefore we cannot ensure
administrator or other person in charge of 100% compliance for all new staff. As we
the facility in which the unlicensed caregiver review/audit all records, we are also able to
provides care. monitor other requirements outside of
trainings, such as annual renewals. With
Inspector Comments: Based on employee the additional reviews we are discovering
record review and interview, the facility more areas to focus on related to employee
failed to ensure 1 of 10 sampled employees files. This aids in the overall ability to
providing care to residents, obtained annual monitor staff for compliance is all areas of
infectious disease control training employee files.
(Employee #10). Findings include:
Employee #10 Employee #10's record, with
a title of Medication Aide and a start date of
03/17/23, lacked documented evidence of
training in the control of infectious diseases.
On 11/07/2024 at 12:13 PM, the Acting
Executive Director confirmed Employee #10
was a Caregiver and had not completed
the required infectious disease control
training. The Acting Executive Director
verbalized the training should have been
completed annually. Severity: 2 Scope: 1
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