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Initial Comments

Inspector Comments: This Statement of
Deficiencies was generated as a result of
an annual State Licensure survey
conducted in your facility on 07/15/2025.
This State Licensure survey was conducted
by the Division of Public and Behavioral
Health in accordance with NAC 449,
Residential Facility for Groups. The facility
was licensed for ten Residential Facility for
Group beds for elderly and disabled
persons and/or persons with mental illness,
three Category | and seven Category I
residents, with three beds for low income.
The census at the time of survey was nine.
Nine resident files and four employee files
were reviewed. The facility received a grade
of D. NAC 449.27706 Resurvey: Application
and fee; failure to comply. 2. If the Bureau
issues a placard to a residential facility that
includes a grade of "C" or "D," the
administrator must submit an application to
the Bureau for a resurvey of the facility not
later than 30 days after the facility receives
the placard. The fee for an application for a
resurvey is $600 and must accompany the
application. 3. The Bureau may revoke the
license of a residential facility that is
required to submit an application for a
resurvey pursuant to subsection 2 if the
facility fails to submit the application in
accordance with the provisions of that
subsection. 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:

0000

0072
SS=E

Qualifications of Caregiver - Med Training -
NAC 449.196 Qualifications and training of
caregivers. (NRS 449.0302) 3. If a caregiver
assists a resident of a residential facility in
the administration of any medication,
including, without limitation, an over-the-
counter medication or dietary supplement,
the caregiver must: (a) Before assisting a
resident in the administration of a
medication, receive the training required

0072

The facility administrator acknowledges that
Employee #1 and #2's annual Medication
Management training was completed 9 days
late. Their completed certificates have been
placed in their employee files. The facility
administrator has reviewed all employee
files to ensure no other trainings were
overdue.

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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pursuant to paragraph (e) of subsection 6 of
NRS 449.0302, which must include at least
16 hours of training in the management of
medication consisting of not less than 12
hours of classroom training and not less
than 4 hours of practical training, and obtain
a certificate acknowledging the completion
of such training; (b) Receive annually at
least 8 hours of training in the management
of medication and provide the residential
facility with satisfactory evidence of the
content of the training and his or her
attendance at the training; (c) Complete the
training program developed by the
administrator of the residential facility
pursuant to paragraph (e) of subsection 1 of
NAC 449.2742; and (d) Annually pass an
examination relating to the management of
medication approved by the Bureau.

Inspector Comments: Based on personnel
record review and interview, the facility
failed to ensure annual medication
management training was completed timely
for 2 of 4 employees (Employees #1 and
#2). Findings include: Employee #1
Employee #1 was hired on 04/15/2020, as a
Caregiver. Employee #1's personnel record
included documentation of annual
medication management training completed
on 09/27/2023 and 10/06/2024. The annual
training for 2024 was completed nine days
late. Employee #2 Employee #2 was hired
on 06/15/2014, as a Caregiver. Employee
#2's personnel record included
documentation of annual medication
management training completed on
09/27/2023 and 10/06/2024. The annual
training for 2024 was completed nine days
late. On 07/15/2025 at approximately 2:00
PM, the Owner/Caregiver confirmed the
2024 annual medication management
trainings for Employee #1 and #2 were
completed late. Severity: 2 Scope: 2

The facility administrator will utilize an
employee file checklist to ensure that all
employees receive their annual Medication
Management training on or prior to the
anniversary date of their last training so as
to not let their training lapse.
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0102 | Personnel File - TB Screening - NAC 0102 10/24/202
SS=D | 449.200 Personnel files. 1. Except as he facility administrator acknowledges that 5
otherwise provided in subsection 2, a Employee #1 did not have annual TB
separate personnel file must be kept for screenings completed for 2024 and 2025.
each member of the staff of a facility and Employee #1 has since completed a current
must include: (d) The health certificates TB screening, and the documentation has
required pursuant to chapter 441A of NAC been placed in their employee file. The
for the employee; facility administrator has reviewed all
employee files to ensure no other TB
Inspector Comments: Based on personnel screenings were overdue.
record review and interview, the facility
failed to ensure annual tuberculosis (TB) The facility administrator will utilize an
screenings were completed for 1 of 4 employee file checklist to ensure that all
employees (Employee #1), pursuant to employees receive their annual TB
Nevada Administrative Code, Chapter screening on or prior to the anniversary
441A. Findings include: Employee #1 date of their last TB test as to not let their
Employee #1 was hired on 04/15/2020, as a screening lapse.
Caregiver. Employee #1's personnel record
included a two-step TB skin test completed
on 04/20/2023. The record lacked
documentation of an annual TB screening
for 2024 and 2025. On 07/15/2025 at 1:54
PM, the Owner/Caregiver verbalized TB
screening for employees was to be done
annually. The Owner/Caregiver confirmed
Employee #1's personnel record lacked
documented evidence of an annual TB
screening for 2024 and 2025. This is a
repeat deficiency from the previous annual
State Licensure survey conducted on
09/12/2024. Severity: 2 Scope: 1
STATE FORM Event ID: BL9S11 Facility ID: Page 3 of 25
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0104 | Personnel Files - Background Checks - 0104 10/24/202
SS=E | NAC 449.200 Personnel files. (NRS The facility administrator acknowledges that | 5
449.0302) 1. Except as otherwise provided Employee #1 and #2 did not have a five-
in subsection 2, a separate personnel file year fingerprint renewal or a current NABS
must be kept for each member of the staff clearance letter on file. Fingerprinting and
of a facility and must include: (f) Evidence of updated background checks have been
compliance with NRS 449.122 to 449.125, initiated for both employees. Once the
inclusive. clearance letters are issued by NABS, they
will be printed and placed in the employee
Inspector Comments: Based on personnel files accordingly. The facility administrator
record review and interview, the facility has reviewed all other employee files to
failed to ensure a background check was ensure no other background checks were
completed every five years through the overdue.
Nevada Automated Background Check
System (NABS) for 2 of 4 employees
(Employee #1 and #2). Findings include:
Employee #1 Employee #1 was hired on The facility administrator will utilize an
04/15/2020, as a Caregiver. Employee #1's employee file checklist to ensure that all
NABS Clearance Letter was dated employees receive a background check on
06/15/2020. Employee #1's personnel or prior to the fifth anniversary date of their
record lacked documented evidence of a last background check and that all
five-year fingerprint renewal and a current clearance letters are filed properly.
NABS Clearance Letter. Employee #2
Employee #2 was hired on 06/15/2014, as a
Caregiver. Employee #2's NABS Clearance
Letter was dated 06/12/2020. Employee
#2's personnel record lacked documented
evidence of a five-year fingerprint renewal
and a current NABS Clearance Letter. On
07/15/2025 in the afternoon, the
Owner/Caregiver acknowledged Employee
#1 and #2's personnel records lacked
evidence of completed fingerprints and
clearance letters from NABS within the
previous five years, from the date of survey.
The Owner/Caregiver denied a five-year
background check had been initiated for
both employees. Severity: 2 Scope: 2
STATE FORM Event ID: BL9S11 Facility ID: Page 4 of 25
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0174 | Health& Sanitation-odors-hazards-insects- 0174 10/24/202
SS=F | dirt - NAC 449.209 Health and sanitation. The facility administrator acknowledges the | 5
(NRS 449.0302) 4. To the extent rodent feces found in the upstairs hallway
practicable, the premises of the facility must closet, the laundry room, and a downstairs
be kept free from: (a) Offensive odors; (b) resident room closet. The facility has a
Hazards, including obstacles that impede standing contract with Natura Pest Control.
the free movement of residents within and They were notified of the findings and sent
outside the facility; (c) Insects and rodents; someone out to address the issue. All areas
and (d) Accumulations of dirt, garbage and where rodent droppings were found have
other refuse. been cleaned and sanitized. The facility
administrator has inspected the entire home
Inspector Comments: Based on observation to ensure no other affected areas were
and interview, the facility failed to ensure present.
the premises were free of rodents. Findings
include: On 07/15/2025, during a tour of the The facility administrator will continue
facility, the following were observed: -At utilizing Natura Pest Control and will
10:02 AM, rodent feces were observed in complete a monthly walk-through checklist
the bottom of a closet in an upstairs to ensure the premises remain free of
hallway. -At 10:09 AM, rodent feces were rodents and other pests.
observed in the laundry room. -At 10:11 AM,
rodent feces were observed in a closet in a
downstairs resident room. The
Owner/Caregiver confirmed the above
findings. The Owner/Caregiver verbalized
the facility had not recently had any known
rodent or pest concerns and the facility had
an ongoing contract with a pest control
company. Severity: 2 Scope: 3
STATE FORM Event ID: BL9S11 Facility ID: Page 5 of 25
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0178 | Health & Sanitation - Maintain Int/ext - NAC 0178 11/30/202
SS=F | 449.209 Health and sanitation. (NRS The facility administrator acknowledges the | 5
449.0302) 5. The administrator of a hole in the wall near the upstairs bathroom
residential facility shall ensure that the toilet, the dirt and dust on the bathroom
premises are clean and that the interior, cabinets, the loose deck railing, the broken
exterior and landscaping of the facility are gate with exposed nails, the scattered trash
well maintained. in the backyard, and the missing window
screen at the front of the facility. The facility
Inspector Comments: Based on observation owner has contacted the landlord, and the
and interview, the facility failed to ensure landlord has contracted a handyman
the premises were kept clean and well- company to complete all required repairs on
maintained. Findings include: On or before 11/30/2025. All areas noted
07/15/2025 at 9:55 AM, during a tour of the during the inspection that were related to
interior of the facility, a hole in the wall near cleanliness have already been cleaned. The
the upstairs bathroom toilet was observed. facility administrator will forward pictures of
The cabinets in the bathroom had dirt, dust, the completed repairs to HCQC for final
and hair covering the edges of the cabinets. approval once the handyman work is
On 07/15/2025 at 3:38 PM, during a tour of finished.
the exterior of the facility, the following were
observed: -The railing surrounding the deck The facility administrator will utilize a facility
at the back of the facility was not secure. -A maintenance checklist to ensure the
gate leading to the stairs between the deck interior, exterior, and landscaping remain
and the lower portion of the backyard was clean, safe, and well maintained.
broken and had several exposed nails. -The
backyard had multiple plastic water bottles
and cardboard boxes scattered in the yard.
-A window on the front of the facility, near
the dining room, lacked a screen. On
07/15/2025 in the afternoon, the
Owner/Caregiver acknowledged the
findings above. Severity: 2 Scope: 3
STATE FORM Event ID: BL9S11 Facility ID: Page 6 of 25
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0250 | Kitchens- Equipment Works; Clean And 0250 10/24/202
SS=F | Sanitary - NAC 449.217 Kitchens; storage The facility administrator acknowledges the | 5
of food; adequate supplies of food; permits; grease and food splatter on the cabinets
inspections. (NRS 449.0302) 1. The and backsplash near the stove, the dirt and
equipment in a kitchen of a residential dust on the cabinet edges and handles, the
facility and the size of the kitchen must be dried orange peel in the drawer, and the
adequate for the number of residents in the broken pantry door handle. All kitchen
facility. The kitchen and the equipment must surfaces and cabinets have been cleaned,
be clean and must allow for the sanitary the drawer has been emptied and sanitized,
preparation of food. The equipment must be and the pantry door handle has been
in good working condition. repaired. The facility administrator has
inspected the rest of the kitchen to ensure
Inspector Comments: Based on observation no other cleaning or maintenance issues
and interview, the facility failed to ensure were present.
the kitchen was kept clean and in good
repair. Findings include: On 07/15/2025 at The facility administrator will utilize a
9:34 AM, during a tour of the kitchen, the kitchen cleaning and maintenance checklist
following were observed: -The cabinets and to ensure the kitchen remains clean,
backsplash near the stove had a large sanitary, and in good working condition.
amount of splattered grease and food. -The
cabinets throughout the kitchen had dust
and dirt covering the edges of the cabinets
and the area around the handles and
drawer pulls were soiled and dark. -A
drawer contained a dried orange peel. -The
handle on the left door of the pantry was
broken. The top of the handle came away
from the door when attempting to look
inside the pantry, leaving an exposed
screw. The Owner/Caregiver and the
Caregiver confirmed the above findings.
Severity: 2 Scope: 3
STATE FORM Event ID: BL9S11 Facility ID: Page 7 of 25
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0252 | Storage of Food - Adequate Storage; 0252 10/24/202
SS=D | Packaging - NAC 449.217 Kitchens; storage The facility administrator acknowledges that | 5
of food; adequate supplies of food; permits; an opened bottle of expired yellow mustard
inspections. (NRS 449.0302) 3. Sufficient and an opened bottle of ketchup were
storage must be available for all food and stored in the kitchen cabinets instead of
equipment used for cooking and storing being refrigerated as required. Both items
food. Food that is stored must be have been removed and discarded. The
appropriately packaged. facility administrator has reviewed all
cabinets and food storage areas to ensure
Inspector Comments: Based on observation no other expired or improperly stored items
and interview, the facility failed to ensure were present.
expired items were removed from cabinets
in the kitchen and open food items were The facility administrator will utilize a
properly stored. Findings include: On kitchen food storage checklist to ensure that
07/15/2025 at 9:36 AM, during an all opened food items are stored according
inspection of the facility's kitchen, the to manufacturer instructions and that
following items were found in cabinets: -A expired items are removed promptly.
bottle of yellow mustard. The bottle had
previously been opened. The label included
instructions to refrigerate after opening and
the expiration date printed on the bottle was
01/08/2025. -A bottle of ketchup with half
the contents remaining. The label included
instructions to refrigerate after opening. On
07/15/2025 at 9:39 AM, the Caregiver
confirmed the expiration date printed on the
bottle of yellow mustard had passed and
the bottle had not been stored according to
manufacturer instructions after the bottle
was opened. On 07/15/2025 at 9:48 AM, the
Owner/Caregiver confirmed the bottle of
ketchup had not been stored according to
manufacturer instructions after the bottle
was opened. Severity : 2 Scope : 1
STATE FORM Event ID: BL9S11 Facility ID: Page 8 of 25
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0254 | Storage of Food-No Chemicals, Detergents 0254 10/24/202
SS=D | - NAC 449.217 Kitchens; storage of food; The facility administrator acknowledges that | 5
adequate supplies of food; permits; toxic substances, including toilet bowl
inspections. (NRS 449.0302) 5. Pesticides cleaner and body wash, were stored in the
and other toxic substances must not be kitchen pantry alongside food items. All
stored in any area in which food, kitchen toxic items have been removed from the
equipment, utensils or paper products are pantry and relocated to the proper storage
stored. Soaps, detergents, cleaning area away from food. The facility
compounds and similar substances must administrator has inspected all other kitchen
not be stored in any area in which food is storage spaces to ensure no other toxic
stored. items were stored with food.
Inspector Comments: Based on observation The facility administrator will utilize a
and interview, the facility failed to store toxic kitchen storage checklist to ensure that
substances separately from food products. toxic substances, soaps, detergents, and
Findings include: On 07/15/2025 at 9:43 cleaning products are always stored
AM, the pantry in the facility's kitchen separately from food items.
contained multiple food items and toxic
substances, inclusive of toilet bowl cleaner
and body wash, stored on the bottom shelf.
On 07/15/2025 at 9:48 AM, the
Owner/Caregiver and the Caregiver
confirmed the toxic items were stored in the
same area as food items. The
Owner/Caregiver verbalized toxic
substances were to be stored separate from
food. Severity: 2 Scope: 1
0272 | Service of Food - Menus - NAC 449.2175 3. 0272 10/24/202
SS=C | Menus must be in writing, planned a week The facility administrator acknowledges that | 5
in advance, dated, posted and kept on file the posted menu in the kitchen was
for 90 days. outdated and did not reflect the current
week’s planned meals. The outdated menu
Inspector Comments: Based on observation has been removed and replaced with the
and interview, the facility failed to post a correct weekly menu. The facility
current menu for 9 of 9 residents. Findings administrator has reviewed all food service
include: On 07/15/2025 at 9:34 AM, during documentation to ensure no other posting
a tour of the facility, the menu posted in the requirements were out of date.
kitchen was dated 01/05/2025-01/11/2025.
On 07/15/2025 at 9:54 AM, the The facility administrator will utilize a weekly
Owner/Caregiver confirmed the menu menu posting checklist to ensure that
posted was not current and did not menus are written, posted, dated, and
accurately reflect the planned meals for the available for review as required.
current week. Severity: 1 Scope: 3
STATE FORM Event ID: BL9S11 Facility ID: Page 9 of 25
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0430 | Requirements and Precautions - NAC 0430 10/24/202
449.229 Requirements and precautions The facility administrator acknowledges that | 5
regarding safety from fire. (NRS 449.0302) the fire extinguishers in the facility had not
1. The administrator of a residential facility been inspected since January 2024. All
shall ensure that the facility complies with three fire extinguishers have now been
the regulations adopted by the State Fire serviced and tagged with current inspection
Marshal pursuant to chapter 477 of NRS dates. The facility administrator has
and all local ordinances relating to safety checked the entire facility to ensure no
from fire. The facility must be approved for other fire safety equipment was out of date.
residency by the State Fire Marshal. 2. The
Bureau shall notify the State Fire Marshal or The facility administrator will utilize a fire
the appropriate local government, as safety checklist to ensure that all fire
applicable, if, during an inspection of a extinguishers are inspected annually and
residential facility, the Bureau knows of or remain in compliance with State Fire
suspects the presence of a violation of a Marshal requirements.

regulation of the State Fire Marshal or a
local ordinance relating to safety from fire.

Inspector Comments: Based on observation
and interview, the facility failed to ensure
fire extinguishers were inspected annually.
Findings include: On 07/15/2025 at 10:36
AM, the fire extinguisher near the front door
of the facility had a tag indicating the
extinguisher was last inspected in January
2024. On 07/15/2025 at 10:37 AM, the
Owner/Caregiver verbalized fire
extinguishers should be inspected annually.
The Owner/Caregiver confirmed the tag on
the fire extinguisher near the front door
documented the extinguisher was last
inspected in January 2024 and it had been
greater than one year since the last
inspection. The Owner/Caregiver verbalized
the facility had two other fire extinguishers
in the facility, retrieved the two additional
extinguishers and verbalized the tags
documented an inspection was last
completed in January 2024.

STATE FORM Event ID: BL9S11 Facility ID: Page 10 of 25
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0532 | Activities for Residents - NAC 449.260 0532 10/24/202
SS=C | Activities for residents. (NRS 449.0302) 1. The facility administrator acknowledges that | 5
The caregivers employed by a residential the posted activity calendar in the living
facility shall: (g) Post, in a common area of room was outdated and showed the month
the facility, a calendar of activities for each of June 2025 instead of the current month.
month that notifies residents of the major The outdated calendar has been removed
activities that will occur in the facility. The and replaced with the current monthly
calendar must be: (1) Prepared at least 1 activity calendar. The facility administrator
month in advance; and (2) Kept on file at has checked all other required postings to
the facility for not less than 6 months after it ensure they are current.
expires.
The facility administrator will utilize an
Inspector Comments: Based on observation activity calendar posting checklist to ensure
and interview, the facility failed to post a that each month’s calendar is prepared,
current activities calendar for 9 of 9 posted, and kept on file as required.
residents. Findings include: On 07/15/2025
at 10:25 AM, during a tour of the facility, an
activity calendar was posted in the living
room. The calendar was dated June 2025.
On 07/15/2025 in the afternoon, the
Owner/Caregiver confirmed the activity
calendar posted in the living room was from
the previous month and a current activities
calendar was not posted in the facility.
Severity: 1 Scope: 3
0644 | Posting Requirements - 1. A person who 0644 10/24/202
SS=C | operates a residential facility for groups The facility administrator acknowledges that | 5
shall: (a)?Post his or her license to operate the facility license posted during the
the residential facility for groups; (b)?Post inspection was expired and the current
the rates for services provided by the license was not displayed. The expired
residential facility for groups; and (c)?Post license has been removed and the current
contact information for the administrator facility license has now been posted in a
and the designated representative of the conspicuous location inside the facility. The
owner or operator of the facility, in a facility administrator has verified that all
conspicuous place in the residential facility other required postings are current.
for groups.
The facility administrator will utilize a
Inspector Comments: Based on observation posting checklist to ensure that the facility
and interview, the Administrator failed to license, rates, and administrator contact
ensure the current facility license was information are always posted and up to
posted in a conspicuous place. Findings date.
include: On 07/15/2025, during a tour of the
facility, the facility license posted had an
effective date of 01/01/2024, and an
expiration date of 12/31/2024. On
07/15/2025 in the afternoon, the
Owner/Caregiver confirmed the posted
facility license had expired and the current
facility license was not posted as required.
Severity: 1 Scope: 3
0870 | Medication Administration-Accuracy & 0870 10/24/202
SS=D | Report - NAC 449.2742 Administration of The facility administrator acknowledges that | 5
STATE FORM Event ID: BL9S11 Facility ID: Page 11 of 25
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medication: Responsibilities of
administrator, caregiver and employees of
facility. 1. The administrator of a residential
facility that provides assistance to residents
in the administration of medications shall:
(a) Ensure that a physician, pharmacist or
registered nurse who does not have a
financial interest in the facility: (1) Reviews
for accuracy and appropriateness, at least
once every 6 months the regimen of drugs
taken by each resident of the facility,
including, without limitation, any over-the-
counter medications and dietary
supplements taken by a resident; and (2)
Provides a written report of that review to
the administrator of the facility. (b) Include a
copy of each report submitted to the
administrator pursuant to paragraph (a) in
the file maintained pursuant to NAC
449.2749 for the resident who is the subject
of the report. (c) Make and maintain a
report of any actions that are taken by the
caregivers employed by the facility in
response to a report submitted pursuant to
paragraph (a).

Inspector Comments: Based on record
review and interview, the facility failed to
ensure a drug regimen review was
conducted by a physician, pharmacist or
registered nurse at least once every six
months for 1 of 9 residents residing in the
facility longer than six months (Resident
#7). Findings include: Resident #7 Resident
#7 was admitted to the facility on
10/01/2024, with diagnoses including
coronary artery disease, diabetes mellitus,
and hypertension. Resident #7's record
lacked documented evidence a drug
regimen review was completed at any time
after the resident's admission to the facility.
On 07/15/2025 at 1:09 PM, the
Owner/Caregiver confirmed Resident #7
had resided in the facility for more than six
months and denied the facility had
documentation a drug regimen review was
completed by a physician, pharmacist, or
registered nurse. This is a repeat deficiency
from the previous annual State Licensure
survey conducted on 09/12/2024. Severity:
2 Scope: 1

Resident #7 did not have a six-month drug
regimen review completed after admission.
A current drug regimen review has now
been completed by the resident’s healthcare
provider, and the written report has been
placed in the resident’s file. The facility
administrator has reviewed all other
resident files to ensure no additional drug
regimen reviews were overdue.

The facility administrator will utilize a
resident file checklist to ensure that all
residents receive a drug regimen review
every six months and that the signed report
is filed accordingly.
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0872 | Medication Educ Initial/annual Administrator 0872 10/24/202
SS=D | - NAC 449.2742 and R043-22 - The facility administrator acknowledges that | 5
Administration of medication: the annual Medication Management training
Responsibilities of administrator, caregiver for Employee #4 was not completed for
and employees of facility. 1. The 2025 and the certificate was not available in
administrator of a residential facility that the employee file. Employee #4 has now
provides assistance to residents in the completed the required Medication
administration of medications shall: (f) In his Management training, and the certificate
or her first year of employment as an has been placed in their employee file. The
administrator of the residential facility, facility administrator has reviewed all
receive, from course approved by the employee files to ensure no other annual
Division pursuant to section 12 of this medication trainings were overdue.
regulation, at least 16 hours of training in
the management of medication consisting The facility administrator will utilize an
of not less than 12 hours of classroom employee file checklist to ensure that all
training and not less than 4 hours of employees, including the administrator,
practical training and obtain a certificate receive their annual Medication
acknowledging completion of such training. Management training on or prior to the
(g) After receiving the initial training anniversary date of their last training as to
required by paragraph (f), receive annually not let their training lapse.
from a course approved by the Division
pursuant to section 12 of this regulationat
least 8 hours of training in the management
of medication and provide the residential
facility with satisfactory evidence of the
content of the training and his or her
attendance at the training.
Inspector Comments: Based on personnel
record review and interview, the facility
failed to ensure annual medication
management training was completed and
documentation of the training was available
for review in the personnel record for 1 of 4
employees (Employee #4). Findings
include: Employee #4 Employee #4 was
hired in December 2012, as the
Administrator. Employee #4's personnel
record included documentation of annual
medication management training completed
on 01/04/2024, with an expiration date of
01/04/2025. The record lacked documented
evidence of annual medication
management training for 2025. On
07/15/2025 in the afternoon, the
Owner/Caregiver acknowledged Employee
#4's personnel record lacked documented
evidence of annual medication
management training for 2025. This is a
repeat deficiency from the previous annual
State Licensure survey conducted on
09/12/2024. Severity: 2 Scope: 1
STATE FORM Event ID: BL9S11 Facility ID: Page 13 of 25
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Medication Administration-Report Received
- NAC 449.2742 and R043-22 -
Administration of medication:
Responsibilities of administrator, caregiver
and employees of facility. 2. Within 72 hours
after the administrator of the facility
receives a report submitted pursuant to
paragraph (a) of subsection 1, a member of
the staff of the facility shall notify the
resident's physician, physician assistant or
advanced practice registered nurse of any
concerns noted by the person who
submitted the report. The report must be
reviewed and initialed by the administrator.

Inspector Comments: Based on record
review and interview, the Administrator
failed to ensure suggested
changes/monitoring from a six-month drug
regimen review were forwarded to the
resident's provider within 72 hours of
receiving the suggestions for 6 of 9
residents reviewed for medications and
residing in the facility longer than six
months (Resident #3, #4, #5, #6, #8, and
#9). Findings include: The following
residents' six-month drug regimen review
completed on 02/28/2025 included
suggested changes/monitoring and lacked
documented evidence of the facility's
notification to the resident's provider within
72 hours: - Resident #3 was admitted to the
facility on 10/13/2020, with diagnoses
including Alzheimer's dementia, depression,
and hypertension. - Resident #4 was
admitted to the facility on 05/02/2013, with
diagnoses including dementia, depression,
and dyslipidemia. - Resident #5 was
admitted to the facility on 02/06/2023, with
diagnoses including dementia,
hypertension, and osteoarthritis. - Resident
#6 was admitted to the facility on
01/09/2023, with diagnoses including
dementia, hypothyroidism, and
hypertension. - Resident #8 was admitted to
the facility on 09/01/2023, with diagnoses
including arthritis, atrial fibrillation, and
hypertension. - Resident #9 was admitted to
the facility on 11/15/2022, with diagnoses
including osteoarthritis, anxiety, and
hypertension. On 07/15/2025 in the
afternoon, the Owner/Caregiver confirmed
the six-month drug regimen reviews

0874

The facility administrator acknowledges that
the suggested changes and monitoring from
the six-month drug regimen reviews
completed on 02/28/2025 for Residents#3,
#4, #5, #6, #8, and #9 were not forwarded
to their providers within 72hours. All six
residents’ providers have now been notified
of the recommendations, and
documentation of the natifications has been
placed in each resident’s file. The facility
administrator has checked all other drug
regimen review reports to ensure no other
notifications were missed.

The facility administrator will utilize a drug
regimen review checklist to ensure that all
suggested changes or monitoring
recommendations are forwarded to each
resident’s provider within 72 hours of
receipt.

10/24/202

5
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completed on 02/28/2025, for the residents
listed above, included suggested
changes/monitoring and denied the
suggestions were forwarded to the
residents' provider within 72 hours of the
facility receiving the suggestions. Severity: 2
Scope: 3

0878
SS=E

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
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

0878

The facility administrator acknowledges that
Resident #7’s Furosemide was not onsite
and available to administer, and that
Resident #6’s |Ibuprofen was expired. The
expired Ibuprofen has been removed and
discarded, and new medication has been
obtained from the pharmacy for both
residents. Resident medication bins have
been fully audited to ensure all other
medications are onsite, current, and match
the MAR.

The facility administrator will utilize a
medication supply checklist to ensure that
all resident medications are onsite,
unexpired, and available for administration
as ordered.

10/24/202

5
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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.

Inspector Comments: Based on
observation, record review, and interview
the facility failed to ensure medications
documented on Medication Administration
Records (MARs) were on site and available
to administer for 2 of 9 residents (Resident
#7 and #6). Findings include: Resident #7
Resident #7 was admitted to the facility on
10/01/2024, with diagnoses including
coronary artery disease, atrial fibrillation,
and hypertension. Resident #7's July 2025
MAR documented Furosemide 20
milligrams (mg), take one tablet by mouth
once daily. The medication was
documented as administered from
07/01/2025 through 07/15/2025. On
07/15/2025 at 3:03 PM, Furosemide was
not included in Resident #7's medication
storage bin. On 07/15/2025 at 3:17 PM, the
Owner/Caregiver and Caregiver were
unable to locate a supply of Furosemide for
Resident #7 in the facility. Resident #6
Resident #6 was admitted to the facility on
01/09/2023, with diagnoses including
dementia, hypothyroidism, and
hypertension. Resident #6's July 2025 MAR
documented Ibuprofen 400 mg tablet, take
one tablet by mouth twice daily as needed.
On 07/15/2025 at 3:23 PM, a bubble pack
containing Ibuprofen 400 mg tablets was
included in Resident #6's medication bin.
The pharmacy label on the bubble pack
documented Ibuprofen 400 mg, take one
tablet by mouth twice daily as needed and
the expiration date was 02/2024. The
Owner/Caregiver confirmed the expiration
date for the Ibuprofen tablets had passed
and the medication was expired. The
Owner/Caregiver and the Caregiver were
unable to locate an unexpired supply of
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Ibuprofen for Resident #7 in the facility. The
Owner/Caregiver verbalized the facility did
not have a physician's order onsite for the
Furosemide and Ibuprofen as the orders
were on file electronically at the pharmacy.
MARs were updated based on medications
delivered to the facility. Severity: 2 Scope: 2
0885 | Medication - Destruction - NAC 449.2742 - 0885 10/24/202
SS=D | Administration of medication: The facility administrator acknowledges that | 5
Responsibilities of administrator, caregiver Resident #6 had expired Ibuprofen in their
and employees of facility. 9. If the medication bin and it had not been
medication of a resident is discontinued, the destroyed by the expiration date. The
expiration date of the medication of a expired medication has been removed and
resident has passed, or a resident who has destroyed with a witness, and the
been discharged from the facility does not destruction record has been placed in the
claim the medication, an employee of a resident’s file. All other resident medications
residential facility shall destroy the have been checked to ensure there are no
medication, by an acceptable method of additional expired items.
destruction, in the presence of a witness
and note the destruction of the medication The facility administrator will utilize a
in the record maintained pursuant to NAC medication destruction checklist to ensure
449.2744. that all expired, discontinued, or unclaimed
medications are destroyed timely and with
Inspector Comments: Based on proper documentation.
observation, record review, and interview,
the facility failed to ensure expired
medications were destroyed on or before
the expiration date for 1 of 9 residents
(Resident #6). Findings include: Resident
#6 Resident #6 was admitted to the facility
on 01/09/2023, with diagnoses including
dementia, hypothyroidism, and
hypertension. On 07/15/2025 at 3:23 PM,
during a review of Resident #6's
medications and in the presence of the
Owner/Caregiver, a bubble pack containing
Ibuprofen 400 milligram (mg) tablets was
observed. The pharmacy label documented
Ibuprofen 400 mg, take one tablet by mouth
twice daily as needed. The expiration date
printed on the bubble pack was 02/2024.
The Owner/Caregiver confirmed the
medication was expired and explained the
facility should have discarded and
reordered the medication prior to the
expiration date. Severity: 2 Scope: 1
0895 | Administration of Medication Maintenance - 0895 10/24/202
SS=E | NAC 449.2744 and R043-22 Administration The facility administrator acknowledges that | 5
of medication: Maintenance and contents of Resident #7 was receiving Famotidine that
logs and records. (NRS 449.0302) 1. The was not listed on the July 2025 MAR, and
administrator of a residential facility that that Resident #9 had Hydroxyzine listed on
provides assistance to residents in the the MAR even though it had been verbally
STATE FORM Event ID: BL9S11 Facility ID: Page 17 of 25
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administration of medications shall
maintain: (b) A record of the medication
administered to each resident. The record
must include: (1) The type of medication
administered; (2) The date and time that the
medication was administered; (3) The date
and time that a resident refuses, or
otherwise misses, an administration of
medication; (4) Instructions for
administering the medication to the resident
that reflect each current order or
prescription of the resident's physician,
physician assistant or advanced practice
registered nurse, including, without
limitation, whether the medication is to be
administered according to a routine
schedule or as needed; (5) Any change in
an order or prescription of a resident ' s
physician, physician assistant or advanced
practice registered nurse,including, without
limitation, the discontinuation of the
medication; (6) Any time when the resident
is out of the facility; and (7) Any mistakes
made in the administration of medication.

Inspector Comments: Based on record
review and interview, the facility failed to
ensure the Medication Administration
Record (MAR) was complete and accurate
for 2 of 9 residents (Resident #7 and #9).
Findings include: Resident #7 Resident #7
was admitted to the facility on 10/01/2024,
with diagnoses including coronary artery
disease, atrial fibrillation, and hypertension.
On 07/15/2025 at 3:03 PM, Resident #7's
medication storage bin contained a
pharmacy-prepared bubble pack with
multiple different medications in each
bubble. The pharmacy label on the bubble
pack documented one of the medications
included was Famotidine 10 milligram (mg)
tablets. Resident #7's July 2025 MAR did
not include Famotidine. On 07/15/2025 at
3:13 PM, the Caregiver confirmed the
medications included in the bubble pack
had been administered to Resident #7. The
Owner/Caregiver confirmed the label on the
bubble pack documented Famotidine 10 mg
was one of the medications included and
Famotidine was not on Resident #7's MAR.
The Owner/Caregiver denied the facility had
a physician's order onsite in the facility as
all orders were on file electronically at the

discontinued by the provider. Both MARs
have been corrected to reflect the current
and accurate medication orders. The facility
administrator has obtained written physician
orders for all current medications for both
residents and placed them in their files. All
other resident MARs have been reviewed to
ensure accuracy.

The facility administrator will utilize a MAR
accuracy checklist to ensure that all MARs
match the current written physician orders
and that any medication changes are
documented and updated timely.
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pharmacy. Resident #9 Resident #9 was
admitted to the facility on 11/15/2022, with
diagnoses including osteoarthritis, anxiety,
and hypertension. Resident #9's July 2025
MAR documented Hydroxyzine 25 mg
tablet, take one tablet twice daily as
needed. On 07/15/2025 at 3:30 PM,
Hydroxyzine was not included in Resident
#9's medication storage bin. The Caregiver
explained the resident's physician informed
the Caregiver verbally the Hydroxyzine was
discontinued and the medication should
have been removed from the resident's
MAR. The Caregiver and the
Owner/Caregiver denied the facility had a
physician's order onsite to administer or
discontinue the medication. Severity: 2
Scope: 2
0905 | Administration of Medication Restrictions - 0905 10/24/202
SS=E | NAC 449.2746 Administration of The facility administrator acknowledges that | 5
medication: Restrictions concerning PRN medications for Resident #5, #8, and
medication taken as needed by resident; #6 did not include the required written
written records. (NRS 449.0302) 1. A instructions specifying the exact symptoms
caregiver employed by a residential facility for administration, and that some PRN
shall not assist a resident in the orders required assessment levels that
administration of a medication that is taken facility staff cannot perform. Updated written
as needed unless: (a) The resident is able PRN instructions have been obtained from
to determine his or her need for the each resident’s provider, clarifying the
medication; (b) The determination of the symptoms for which the medications may
resident ' s need for the medication is made be given. All resident MARs and medication
by a medical professional qualified to make labels have been updated accordingly. The
that determination; or (c) The caregiver has facility administrator has reviewed all other
received written instructions indicating the PRN medications to ensure they contain
specific symptoms for which the medication clear written instructions that do not require
is to be given, the exact amount of clinical assessment.
medication that may be given and the
frequency with which the medication may The facility administrator will utilize a PRN
be given. medication checklist to ensure that all PRN
medications include written instructions
Inspector Comments: Based on from the provider specifying the exact
observation, record review, and interview symptoms for administration and are
the facility failed to ensure an As Needed appropriate for caregivers to assist with.
(PRN) medication included written
instructions indicating a specific symptom
for which the medication was to be given
and did not require an assessment to
determine if the medication was appropriate
to administer for 3 of 9 residents (Resident
#5, #8, and #6). Findings include: Resident
#5 Resident #5 was admitted to the facility
on 02/06/2023, with diagnoses including
dementia, hypertension, and osteoarthritis.
STATE FORM Event ID: BL9S11 Facility ID: Page 19 of 25




Division of Public and Behavioral Health

PRINTED: 6/15/2026
FORM APPROVED

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

7195

(X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

07/15/2025

NAME OF PROVIDER OR SUPPLIER

SAINT PAULS HOME CARE Il

STREET ADDRESS, CITY, STATE, ZIP CODE

4910 KOENIG RD, RENO, NEVADA ,89506

(X4)
ID

PREFIX
TAG

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

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

Resident #5's July 2025 Medication
Administration Record (MAR) documented
Trazodone 100 milligrams (mg), take one
tablet by mouth at bedtime as needed. On
07/15/2025 at 2:39 PM, Trazodone 100 mg
tablets were included in Resident #7's
medication storage bin. The pharmacy label
on the Trazodone included instructions to
take one tablet by mouth at bedtime as
needed. The Owner/Caregiver confirmed
the MAR and pharmacy label on the
Trazodone for Resident #5 lacked a specific
symptom for which the medication was to
be administered. Resident #8 Resident #8
was admitted to the facility on 09/01/2023,
with diagnoses including arthritis and
hypertension. Resident #8's July 2025 MAR
documented Acetaminophen 500 mg, take
one tablet by mouth every six hours PRN
for mild to moderate pain. On 07/15/2025 at
3:18 PM, Acetaminophen 500 mg tablets
were included in Resident #8's medication
storage bin. The pharmacy label on the
Acetaminophen included instructions to take
one tablet by mouth every six hours PRN
for mild to moderate pain. The
Owner/Caregiver confirmed Resident #8's
MAR and the pharmacy label on the
Acetaminophen indicated the medication
was to be administered for mild to moderate
pain and required an assessment to
determine the resident's level of pain. The
Owner/Caregiver verbalized facility staff
were not able to assess a resident's level of
pain. Resident #6 Resident #6 was admitted
to the facility on 01/09/2023, with diagnoses
including dementia and hypertension.
Resident #6's July 2025 MAR documented
Ibuprofen 400 mg, take one tablet by mouth
twice daily as needed. On 07/15/2025 at
3:23 PM, Ibuprofen 400 mg tablets were
included in Resident #6's medication
storage bin. The pharmacy label on the
Ibuprofen included instructions to take one
tablet by mouth twice daily as needed. The
Owner/Caregiver confirmed Resident #6's
MAR and the pharmacy label on the
Ibuprofen lacked a specific symptom for
which the medication was to be
administered. Severity: 2 Scope: 2
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0936 | Maintenance and Contents of Separate File 0936 10/24/202
SS=D | - NAC 449.2749 Maintenance and contents The facility administrator acknowledges that | 5
of separate file for each resident; Resident #7 did not have a completed two-
confidentiality of information. (NRS step TB test on admission and only one
449.0302) 1. A separate file must be step was documented. Resident #7 has
maintained for each resident of a residential now completed the required TB screening,
facility and retained for at least 5 years after and the documentation has been placed in
he or she permanently leaves the facility. the resident’s file. The facility administrator
The file must be kept locked in a place that has reviewed all other resident files to
is resistant to fire and is protected against ensure TB testing is complete and properly
unauthorized use. The file must contain all documented.
records, letters, assessments, medical
information and any other information The facility administrator will utilize a
related to the resident, including, without resident file checklist to ensure all residents
limitation: (e) Evidence of compliance with have completed TB testing in accordance
the provisions of chapter 441A of NRS and with NAC 441A upon admission and that
the regulations adopted pursuant thereto. documentation is filed accordingly.
Inspector Comments: Based on record
review and interview, the facility failed to
ensure 1 of 9 residents (Resident #7) met
the requirements for tuberculosis (TB)
testing in accordance with Nevada
Administrative Code (NAC) 441A. Findings
include: Resident #7 Resident #7 was
admitted to the facility on 10/01/2024, with
diagnoses including coronary artery
disease, atrial fibrillation, and hypertension.
Resident #7's record included
documentation of a one-step TB skin test
administered on 06/19/2024, and read on
06/22/2024. The record lacked documented
evidence of a second step. On 07/17/2025
at 1:09 PM, the Owner/Caregiver confirmed
Resident #7's record lacked documented
evidence of completed TB testing/screening
upon admission to facility. This is a repeat
deficiency from the previous annual State
Licensure survey conducted on 09/12/2024.
Severity: 2 Scope: 1
0938 | Maintenance and Contents of Separate File 0938 10/24/202
SS=D | - NAC 449.2749 Maintenance and contents The facility administrator acknowledges that | 5
of separate file for each resident; the Activities of Daily Living (ADL)
confidentiality of information. (NRS assessments for Resident #7 were
449.0302) 1. A separate file must be incomplete and the checkboxes indicating
maintained for each resident of a residential the resident’s level of assistance were left
facility and retained for at least 5 years after blank. Updated and fully completed ADL
he or she permanently leaves the facility. assessments have now been filled out for
The file must be kept locked in a place that Resident #7 and placed in the resident’s file.
is resistant to fire and is protected against The facility administrator has reviewed all
unauthorized use. The file must contain all resident files to ensure no other ADL
records, letters, assessments, medical assessments were incomplete or missing
STATE FORM Event ID: BL9S11 Facility ID: Page 21 of 25
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information and any other information
related to the resident, including, without
limitation: (g) An evaluation of the resident '
s ability to perform the activities of daily
living and a brief description of any
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 record
review and interview, the facility failed to
ensure an initial Activities of Daily Living
(ADL) assessment was completed for 1 of 9
residents (Resident #7). Findings include:
Resident #7 Resident #7 was admitted to
the facility on 10/01/2024, with diagnoses
including coronary artery disease, atrial
fibrillation, and hypertension. Resident #7's
record included Needs Assessment forms
dated 10/01/2024 and 04/01/2025. The
forms listed various ADLs and included
checkboxes to indicate if the resident was
independent, assisted, or completely
dependent. The checkboxes were left blank.
The forms were void of any information
aside from the resident's name, the
Owner/Caregiver's signature, and a date.
On 07/15/2025 at 1:09 PM, the
Owner/Caregiver verbalized ADL
assessments were to be done annually and
the assessments were documented on the
Needs Assessment form. The
Owner/Caregiver confirmed the Needs
Assessment forms in Resident #7's record
were incomplete and verbalized the
Owner/Caregiver was unsure why the forms
were not filled out. This is a repeat
deficiency from the previous annual State
Licensure survey conducted on 09/12/2024.
Severity : 2 Scope: 1

required information.

The facility administrator will utilize a
resident file checklist to ensure that initial
and annual ADL assessments are fully
completed, accurate, and properly filed.

1700
SS=E

Annual Assessment of History of Each
Resident - NRS 449.1845 Administrator of
residential facility for groups to conduct
annual assessment of history of each
resident and cause provider of health care
to conduct certain examinations and

1700

The facility administrator acknowledges that
the initial standard physician placement
determination was not completed upon
admission for the two identified residents.
Both residents have now received the

10/24/202
5
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assessments; placement based on
assessment. 1. The administrator of a
residential facility for groups shall: (a)
Annually cause a qualified provider of
health care to conduct a physical
examination of each resident of the facility;
(b) Annually conduct an assessment of the
history of each resident of the facility, which
must include, without limitation, an
assessment of the condition and daily
activities of the resident during the
immediately preceding year; and (c) Cause
a qualified provider of health care to
conduct an assessment of the condition and
needs of a resident of the facility to
determine whether the resident meets the
criteria prescribed in paragraph (a) of
subsection 2: (1) Upon admission of the
resident to the facility; and (2) If a physical
examination, assessment of the history of
the resident or the observations of the
administrator or staff of the facility, the
family of the resident or another person who
has a relationship with the resident indicate
that: (I) The resident may meet those
criteria; or (lI) 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 record
review and interview, the facility failed to
ensure an initial standard physician

required physician assessments, and the
completed placement determinations have
been filed in their resident records. The
facility administrator has reviewed all other
resident files to ensure that each contains
the required initial assessments and
placement determinations.

The facility administrator will utilize a
resident file checklist to ensure that all
residents receive an initial physical
examination, placement determination, and
required assessments upon admission and
annually thereafter as required.
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placement determination was completed
upon admission for 2 of 9 residents
(Resident #8 and #7). Findings include:
Resident #8 Resident #8 was admitted to
the facility on 09/01/2023, with diagnoses
including arthritis, atrial fibrillation and
hypertension. Resident #8's record lacked
documented evidence of a standard
physician placement determination for the
facility. Resident #7 Resident #7 was
admitted to the facility on 10/01/2024, with
diagnoses including coronary artery
disease, atrial fibrillation, and hypertension.
Resident #7's record lacked documented
evidence of a standard physician placement
determination for the facility. On 07/15/2025
at 1:.09 PM, the Owner/Caregiver confirmed
the records for Resident #8 and #7 lacked
initial standard physician placement
determinations. This is a repeat deficiency
from the previous annual State Licensure
survey conducted on 09/12/2024. Severity:
2 Scope: 2

1825
SS=E

Designation/Training persons for IC
Program - NAC 449.0109 Designation and
training of person responsible for infection
control. 3. The program to prevent and
control infections within the facility for the
dependent developed pursuant to
paragraph (a) of subsection 1 must provide
for the designation of: (a) A primary person
who is responsible for infection control; and
(b) A secondary person who is responsible
for infection control when the primary
person is absent to ensure that someone is
responsible for infection control at all times.
4. The persons designated pursuant to
subsection 3 as responsible for infection
control shall complete not less than 15
hours of training concerning the control and
prevention of infections provided by the
Assaociation for Professionals in Infection
Control and Epidemiology, Inc., the Centers
for Disease Control and Prevention of the
United States Department of Health and
Human Services, the World Health
Organization or the Society for Healthcare
Epidemiology of America, or a successor in
interest to any of those organizations, not
later than 3 months after being designated
and annually thereafter. 5. Training
completed pursuant to subsection 4 may be

1825

The facility administrator acknowledges that
the facility did not have a designated
primary and secondary person responsible
for infection control as required. The facility
administrator has now designated a primary
and a secondary infection control designee,
and both individuals have completed the
required infection control training.
Documentation of their designation and
training has been placed in the facility file.
The facility administrator has reviewed all
policies to ensure the infection control
program is up to date.

The facility administrator will utilize an
infection control checklist to ensure that the
facility always has a designated primary and
secondary infection control person, and that
both individuals maintain current training as
required.

10/24/202

5
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in any format, including, without limitation,
an online course provided for compensation
or free of charge. A certificate of completion
for the training must be maintained in the
personnel file of each person designated
pursuant to subsection 3 for 3 years
immediately following the completion of the
training.

Inspector Comments: Based on record
review and interview, the facility failed to
ensure the primary and secondary staff
responsible for infection control in the
facility completed 15 hours of infection
control and prevention training (Employee
#3 and #2). Findings include: Employee #3
Employee #3 was hired on 12/01/2012, as
the Owner/Caregiver. Employee #3's
personnel record lacked documented
evidence of 15 hours of training related to
infection control and prevention. Employee
#2 Employee #2 was hired on 06/15/2014,
as a Caregiver. Employee #2's personnel
record lacked documented evidence of 15
hours of training related to infection control
and prevention. On 07/15/2025 in the
afternoon, Employee #3 verbalized
Employee #3 was the primary staff member
responsible and Employee #2 was the
secondary staff member responsible for
infection control in the facility. Employee #3
confirmed both employees' personnel
records lacked documented evidence of 15
hours of training related to infection
prevention and control as required.
Employee #3 verbalized Employee #3
thought the training may be in the facility's
infection control binder however, upon
review of the binder, was unable to locate
evidence of the training. Severity: 2 Scope:
2
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