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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, record review and document review, the facility failed to provide documented evidence of the 
actions taken and follow-up made after the facility was notified of a reported positive case of Legionella (a 
bacteria which caused Legionnaires' disease by spreading through contaminated water mist, not water itself, 
which people inhale) for a resident who was discharged from the facility on 08/02/2025 and tested Legionella 
Polymerase Chain Reaction positive (PCR test was a laboratory technique used to detect and amplify 
specific genetic sequences, such as those from viruses or bacteria) at a hospital on [DATE] for 1 of 9 
sampled residents (Resident 1). The deficient practice had the potential to prevent early detection and 
possible transmission of infection among the residents.Findings include:Resident 1 (R1) was admitted on 
[DATE] and discharged on 08/02/2025, with diagnoses including cerebral edema, urinary tract infection, 
Escherichia Coli (E. Coli), and dependence on supplemental Oxygen. The Hospital Transfer form dated 
08/02/2025, documented R1 was sent to a hospital on [DATE] at 5:40 PM. The reason for transfer was 
altered mental status. The Nurse's Notes dated 08/02/2025, documented the physician ordered to send R1 
to the hospital. The American Medical Response (AMR) ambulance came and picked up R1 at 5:40 PM. The 
hospital's Emergency Department (ED) Physician Notes dated 08/02/2025, documented the provider contact 
time was 08/02/2025 at 5:52 PM. The chief complaints were altered mental status and shortness of breath. 
R1's hospital test results documented the following:Legionella species by qualitative PCR: 
DetectedDate/Time: 08/04/2025 at 10:55 AM Pacific Daylight Time (PDT)Legionella Source: 
NasopharyngealLegionella pneumophila by PCR: DetectedLegionella species by qualitative PCR: 
DetectedSource Type: Nasopharyngeal swabSource: Collected on 08/04/2025 at 10:55 AM PDTInterpretive 
Information: Legionella species by qualitative PCR(Legionella species was the broad [NAME] of bacteria, 
while Legionella pneumophila was a specific species within that [NAME] and the most common cause of 
Legionnaires' disease.) On 09/03/2025 at 11:53 AM, the Infection Preventionist (IP) Nurse revealed the 
duties and responsibilities of an IP Nurse included surveillance, prevention, and reporting of infections and 
overseeing the infection prevention program of the facility. The IP Nurse explained a community-acquired 
infection referred to an infection which was present on admission and the symptoms were manifested within 
48 hours upon a resident's admission. The IP Nurse indicated a healthcare-associated infection (HAI) 
referred to an infection acquired at the facility and the symptoms developed after 48 hours from admission. 
On 09/03/2025 at 12:24 PM, the IP Nurse confirmed receiving a phone call from the hospital on [DATE] in 
the morning about R1 being tested positive for Legionella. The IP Nurse revealed not asking questions about 
the resident. After the phone call, the IP Nurse spoke to the Director of Nursing (DON) and Assistant Director 
of Nursing (ADON) and relayed the information about the resident who was tested positive for Legionella at 
the hospital. The IP Nurse asked the DON and ADON on when was the last time the water system was 
tested for Legionella. The IP Nurse revealed being directed to the Maintenance Director. The IP Nurse 
indicated calling the Maintenance Director who told the IP Nurse the water system was tested in February 
2025 for Legionella and the results were negative. The IP Nurse had another conversation with the 
Maintenance Director and the IP Nurse was told the facility would no longer test for Legionella because of 
the negative results in February 2025. The IP Nurse revealed after the phone call from the hospital, the IP 
Nurse reviewed R1's medical record including the chest X-ray results on 07/11/2025 which showed no 
infiltrates. The IP Nurse indicated R1 had no symptoms of pneumonia and the hospital transfer on 
08/02/2025 was not related to pneumonia. The IP Nurse acknowledged they should have asked the hospital 
more questions about R1 such as the date when the resident was tested positive for Legionella and if the 
resident was symptomatic. The IP Nurse explained the conversation or the phone call with the hospital 
should have been documented. The IP Nurse confirmed not documenting the information received from the 
hospital about R1 being tested positive for Legionella. The IP Nurse indicated the details of the information 
that R1 was tested positive for Legionella could have been presented and discussed with the DON and 
ADON for further actions such as initiating an investigation, testing the water system for Legionella and 
resident tracking/tracing. The IP Nurse acknowledged by knowing the date the resident was tested positive 
for Legionella, the facility could have determined if the Legionella was acquired at the facility or not. The IP 
Nurse explained the water system should have been tested for Legionella, tracing or surveillance should 
have been done. The IP Nurse revealed Legionella was a reportable disease and should have been reported 
immediately by phone to the Health District if identified. The IP Nurse explained not remembering the name 
of the hospital IP who called on 08/06/2025. The IP Nurse revealed the caller introduced self as the hospital 
IP. On 09/03/2025 at 1:19 PM, the ADON confirmed being told by the IP Nurse about R1 testing positive for 
Legionella but not sure of the exact date when the notification occurred. The ADON indicated the 
conversation with the IP Nurse about R1 occurred sometime in August 2025 and prior to 08/28/2025 when 
the Health District notified the facility about what happened to R1. On 09/03/2025 at 2:15 PM, the Clinical 
Resource indicated the IP Nurse should have asked questions from the hospital IP like the date when the 
resident was tested positive for Legionella and the date when the resident was discharged from the facility. 
The Clinical Resource acknowledged the IP Nurse should have documented in the progress notes the 
conversation with the hospital IP and the actions taken in response to the information provided by the 
hospital. The Clinical Resource explained the IP Nurse should have reported the information to the 
Interdisciplinary Team (IDT) and the Administrator, and called the Southern Nevada Health District for 
guidance. The Clinical Resource revealed these actions and interventions were part of the surveillance for 
infections and the facility should have followed the water management plan. On 09/03/2025 at 2:44 PM, the 
IP Nurse explained the surveillance for infections included verifying who were the former occupants of the 
rooms where R1 stayed and reviewing medical records to determine if the residents manifested symptoms of 
respiratory infection or pneumonia. The IP Nurse confirmed these actions were not implemented after 
receiving the call from the hospital IP on 08/06/2025. On 09/03/2025 at 3:11 PM, the Maintenance Director 
confirmed being told by the IP Nurse about receiving a call from the hospital that somebody was tested 
positive for Legionella. The Maintenance Director revealed the IP Nurse did not mention the name of the 
resident. The Maintenance Director explained it was not important to know the name of the resident and the 
IP Nurse could not reveal the name of the resident to the Maintenance Director because of HIPAA (Health 
Insurance Portability and Accountability Act). The Maintenance Director indicated informing the Administrator 
on 08/11/2025 about the positive Legionella case reported by the hospital to the IP Nurse. The Maintenance 
Director confirmed the Administrator said no when asked if the facility would test the water system for 
Legionella. The Maintenance Director revealed not being aware of the period or timeframe when the resident 
stayed at the facility because the Maintenance Director did not know who the resident was. On 09/03/2025 at 
4:05 PM, the Administrator indicated not being aware of the 08/06/2025 phone call from the hospital about a 
resident previously admitted at the facility and tested positive for Legionella at the hospital. The hospital 
Infection Preventionist Summary documented R1's Legionella reported, also notified (name of the facility) 
08/08/2025 at 8:56 AM, and name of the IP Nurse. The facility's policy titled Surveillance for Infections dated 
September 2017, documented the Infection Preventionist would conduct ongoing surveillance for 
Healthcare-Associated Infections (HAIs) and other epidemiologically significant infections that have 
substantial impact on potential resident outcome and that may require transmission-based precautions and 
other preventative interventions. The purpose of the surveillance of infections was to identify both individual 
cases and trends of epidemiologically significant organisms and Healthcare-Associated Infections, to guide 
appropriate interventions and to prevent future infections.Complaint 2603300
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