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Y 000 Initial
Iniial Comments YO0 1 Ay Employee #2 & 3 had TB test
done on 6/2/08 which should have
The findings and conciusions of any investigation been done prior o h"“.‘?’
by the Health Division shall not be construed as Employee # 4 has positive TB test
prohibiting any criminal or civil investigations, negative x-ray, but needs to do an
actipns or other claims for relief that may be annual TB symptom check; attached
available to any party under applicable federal, is a copy of the annual symptom
state, or local laws. check done on 4/3/09.
This Statement of Deficiencies was generated as .
a result of an annual State Licensure survey B) All employees files will be
?nducted in your facility t:jn ﬁt’ﬁ’d"ﬁ' ;his Sﬂt?tzw reviewed every 6 months to ensure
icensure survey was condu y the autho
of NRS 449.150, Powers of the Health Division. tal:lar:ua;: zyrggg'e:‘;? ::: stte;htz: r
The facility is ficensed for 10 Residential Facility due. A personal file check list, an
for Group beds for elderly and disabled persons, annual TB symptom check is
Category Il residents. The census at the time of attached; this will be utilized for all
the survey was 10. Ten resident files were employees for their annual TB test
reviewed and 5 employee files were reviewed. o
One discharged resident file was reviewed. :;mg a\::icl)lnl"nltf}:i?:ft?'g The
. compliance and in the future the
Y 103 - .
o 448.200(1)(d) Personnel File - NAC 441A Y 103 administrator will make sure that
prior to hiring TB tests are done and
NAC 449.200 annuat symptom check is done for
1. Except as otherwise provided in subsection 2, employees who have positive x-ray.
a separate personnel file must be kept for each
member of the staff of a facility and must include: C) 4/4/09
(d) The health certificates required pursuant to )
chapter 441A of NAG for the employee.
This RULE: is not met as evidenced by:
Based on record review and interview on 4/2/09,
the facility failed to ensure 3 of 5 caregivers
complied with NAC 441A.375 regarding
tuberculosis testing (Employee #2, #3 and #4) for
the protection of 10 of 10 residents (Resident

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Y 103| Continued From Page 1 Y 103 Y105
A) Employee # 2 & 3 had fingerprinting
#1, 92,3, #4, #5, #6, #1, #8, #9 and #10). done on 6/16/08 which should have been
) done within 10 days after hiring. In the
Severty. 2 Scope: 3 future fingerprinting will be done within
10 days after hiring,
Y 108| 449.200(1)(f) Personnel File - Background Y 105
ss=p| Check B) All employees should have an
employee checklist that will utilized to
determine if it was completed and when
NAC 448.200 they need recertification, attached is the

1. Except as otherwise provided in subsection 2,
a separate personnet file must be kept for each
member of the staff of a facility and must include:

employee checklist. The administrator
will monitor that the employees are in
compliance with the employee checklist.

(f} Evidence of compliance with NRS 449.176 to

449 185, inclusive. C) 4/3109
Y 878
This RULE: is not met as evidenced by: A) The physician was cafled to write the
Based on record review on 4/2/09, the facility prescription with the correct dosage and
failed to ensure 2 of 5 caregivers had criminal the days that each should be taken,
history background checks completed attached is the copy of the prescriptions
(Employee #2 and #3). for patient#3 & 8.
In the future caregivers and administrator
Severity: 2  Scope: 1 will make sure that the patients will have
the correct prescripfion, changes, and
Y878 449.2742(6)(@)(1) Medication / Change order | va7s | neworders.
$8=0D

B) Whenever there are changes in the
medications the physician should have a
written instruction and must keep a copy
in the file and make sure that the
caregiver checks the dosage and days
each should be given, Always have
documentation, Caregiver and
administrator should monitor that the
prescription is correct, with the seven

NAC 4482742

6. Except as otherwise provided in this
subsection, a medication prescribed by a
physician must be administered as prescribed by
the physician. If a physician orders a change in
the amount or times medication is to be
administered to a resident:

{a) The caregiver responsible for assisting in the rights.
administration of the medication shall:
(1) Comply with the order. C) 4/9/09
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NAC 449.2749

1. A separate file must be maintained for each
resident of a residential facility and retained for at
least 5 years after he 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.

This RULE: is not met as evidenced by

Based on record review on 4/2/09, the facility
failed to ensure(3 of 10 residents complied with
NAC 441A.380 regarding tuberculosis {Resident
#3 and #6) which affected all residents.

Severity: 2 Scope: 1

we're on compliance. In the future
we will request for copies of TB
test prior to admission and use the
checklist.

C) 4/3/08
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Y 878 | Confinued From Page 2 Y 878 Y936
A) Resident # 3 & 6 had TB test
prior to admission, but never
received copies except for resident
This RULE: is not met as evidenced by: #86, copy aftached. Both residents
; " had TB tests done after admission
Based on record review and interview on 4/2/09, hich should have been done prior
the facility failed to ensure 2 of 10 residents which should have been done p
received medications as prescribed (Resident #3 to admission.
and #8), '
B) All residents files will be
) reviewed every month to ensure
Severity: 2 Scope: 1 that all residents have proper
documentations needed, attached
Y 936/ 449.2749(1)(e) Resident file Y936 is a checklist for each resident.
$8=D The administrator will monitor that
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