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Inspector Comments: This Statement of
Deficiencies was generated as a result of a
complaint investigation completed in your
facility on 05/19/25 in accordance with
Nevada Administrative Code (NAC) Chapter
449, Residential Facility for Groups. The
census at the time of the survey was six.
The sample size was seven resident files,
and four employee files. The facility
received a grade of A. There were two
complaints investigated: Substantiated
without deficient practice: Complaint
#NV00073945 was substantiated with no
deficient practice. Unsubstantiated:
Complaint #NV00074124 could not be
substantiated. No regulatory deficiencies
could be identified. The investigation of the
Complaint included: Observation of
residents interacting with residents, fall
precautions, staff attending to residents,
and a tour of the facility. Interviews were
conducted with the residents, Caregivers,
and the Manager. Record review of seven
resident files and four employee files.
Document review of facility policies and
procedures. 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 deficiency
unrelated to the complaint was identified:

0740 | Residents Requiring Indwelling Catheter - 0740 | 1. Corrective action will be taken by 06/03/202
SS=D | NAC 449.272 Residents requiring use of ensuring to have medical exemption waiver | 5
indwelling catheter. (NRS 449.0302) 1. A for any residents who has a urinary
person who requires the use of an catheter. E3 immediately contacted R5's
indwelling catheter must not be admitted to home health agency to request for their
a residential facility or be permitted to plan of care. We attempted several times
remain as a resident of a residential facility but was unsuccessful due to the home
unless: (a) The resident is physically and health office not answering/ returning our
mentally capable of caring for all aspects of calls. We finally were able to receive their
the condition, with or without the assistance most recent plan of care and submitted
of a caregiver; (b) Irrigation of the catheter medical exemption waiver application (See
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is performed in accordance with the
physician ' s orders by a medical
professional who has been trained to
provide that care; and (c) The catheter is
inserted and removed only in accordance
with the orders of a physician by a medical
professional who has been trained to insert
and remove a catheter.

Inspector Comments: Based on
observation, record review and interview,
the facility failed to obtain a medical
exemption to maintain a resident who had a
urinary catheter for 1 of 7 sampled residents
(Resident #5). Findings include: Resident
#5 (R5) R5 was admitted on 05/06/25 with a
diagnosis of chronic kidney disease. On
05/19/25 in the morning, R5 was observed
to have a urinary catheter. R5 reported
being unable to care for the catheter and
stated someone else provided care for all
aspects of the urinary catheter. On 05/19/25
in the morning, E2 confirmed R5 had a
urinary catheter and verbalized E2's home
health nurse provided care for R5's
catheter. R5's file lacked documented
evidence of a medical exemption waiver for
the urinary catheter. A review of the
Bureaus' Medical Waiver log lacked
documented evidence a waiver for a urinary
catheter was submitted from the facility. On
05/19/25 in the morning, the Manager was
not sure if the facility had submitted for
approval to the Bureau for a medical
exemption waiver for the urinary catheter
for R5. The Manager verbalized needing to
verify with the Administrator the status of
R5's waiver. Severity: 2 Scope: 1

attachment A).

2. The manager and the administrator will
review plan of care from home
health/hospice agencies more closely and
observe residents' conditions to make sure
have medical exemption waiver if required.
3. The manager and the administrator will
observe all residents' condition on a regular
basis and communicate with their providers
to make sure all are in compliance.

4. The manager and the administrator will
be responsible for monitoring this corrective
action.

5. 06/03/25
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