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0000 | Initial Comments 0000
Inspector Comments: This Statement of
Deficiencies was generated as a result of a
State Licensure Annual Grading Survey
conducted at your facility on 07/27/22, in
accordance with Nevada Administrative
Code (NAC) Chapter 449, Residential
Facilities for Groups. The facility is licensed
for ten Residential Facility for Group beds
for mental illnesses and/or persons with
chronic illnesses with five Category | and
five Category Il. The census at the time of
the survey was ten. Ten resident files were
reviewed and four 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
regulatory deficiencies were identified:
1540 | Pursuant to subsection 1 of NRS 449.103 1540 | 1. Employee #2,3,4 all had Cultural 07/29/202
SS=F Competency training completed On 7/29/22. | 2
Inspector Comments: Based on interview See attached (certificates)
and employee record review, the facility
failed to ensure employees were trained in 2. The Cultural Competency training is
cultural competency for three of four done annually. The employees will have a
sampled employees (Employee #2, #3, and renewal yearly of CCT going forward.
#4). Findings include: There was no
documentation of approved training in 3. The administrator on visits will review
cultural competency for Employee #2, #3, employee files to ensure the deficient
and #4. The Administrator acknowledged practice does not recur.
the lack of required training for the three
employees. Severity: 2 Scope: 3 4. The administer will be responsible for
ensuring the Plan of Correction is
implemented.
5. Date of Compliance: 7/29/22

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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