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0000 | Initial Comments 0000

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
State Licensure grading re-survey, a
change of ownership, and a complaint
investigation conducted at your facility on
04/13/23. This State Licensure Survey was
conducted in accordance with Nevada
Administrative Code (NAC) Chapter 449,
Residential Facility for Groups. The facility
has requested a 134 Residential Facility for
Group beds, which provides assisted living
services for elderly and disabled persons
and/or persons with Alzheimer's disease, 57
Category |, 45 Category Il (non-
Alzheimer's) and 32 Category I
(Alzheimer's) residents. The census at the
time of the survey was 104. Fifteen resident
files were reviewed, and eight employee
files were reviewed. Facility policies and
protocols were reviewed The facility
received a grade of A. There were two
complaints investigated. Complaint #68122
with the following allegations could not be
substantiated due to lack of evidence:
Allegation #1, the facility did not
communicate changes in a resident's
condition with the family. Allegation #2, the
resident's room had fecal matter on toilet
and seat and floor and was not cleaned
after uses. Allegation #3, a resident left
soiled for extended periods. Allegation #4, a
resident had frequent falls. The
investigation into the allegations included
the following: Observations of residents in
the memory care unit. Interviews with the
Memory Care Manager and a Caregiver.
Review of incident reports and
provider/family communication. Policy
review including Incontinence Care policy.
Complaint #NV00068232 with the following
allegations could not be substantiated due
to lack of evidence: Allegation #1, the night
shift care staff refused to assist a resident
with pulling up a blanket when the resident
was unable. Allegation #2, a resident's
bedside urinal was left full and not emptied
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by staff. Allegation #3, a resident's heat was
left off and the resident's room was very
cold. Allegation #4, a resident had
requested food to be delivered to the
resident's room and the facility did not
deliver the food. The investigation into the
allegations included the following:
Observation of resident rooms, common
areas, and food delivery. Interviews were
completed with two residents, a Resident
Assistant, the Director of Dining Services,
and the Wellness Director. Review of the
resident file for the resident of concern
included the resident's service plan and
contract. Review of the facility document for
Room Tray 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
deficiencies were identified:

0179 | Health & Sanitation - Screens - NAC 0179 [ Please refer to original Statement of

SS=D | 449.209 Health and sanitation. (NRS s iAo
449.0302) 6. All windows that are capable Deficiency/Plan of Correction -Event

of being opened in the facility and all doors ID JULO11.
that are left open to provide ventilation for
the facility must be screened to prevent the
entry of insects.

0252 | Storage of Food - Adequate Storage; 0252 [ Please refer to original Statement of

SS=F | Packaging - NAC 449.217 Kitchens; storage Deficiency/Plan of Correction -Event
of food; adequate supplies of food; permits;

inspections. (NRS 449.0302) 3. Sufficient ID JULO11.
storage must be available for all food and
equipment used for cooking and storing
food. Food that is stored must be
appropriately packaged.
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First Aid & CPR - NAC 449.231 First aid
and cardiopulmonary resuscitation. (NRS
449.0302) 1. Within 30 days after an
administrator or caregiver of a residential
facility is employed at the facility, the
administrator or caregiver must be trained
in first aid and cardiopulmonary
resuscitation. The advanced certificate in
first aid and adult cardiopulmonary
resuscitation issued by the American Red
Cross or an equivalent certification will be
accepted as proof of that training.

0450

Please refer to original Statement of
Deficiency/Plan of Correction -Event
ID JULO11.

0620
SS=F

Written Policy on Admissions - NAC
449.2702 Written policy on admissions;
eligibility for residency. (NRS 449.0302) 4.
Except as otherwise provided in NAC
449.275 and 449.2754, a residential facility
shall not admit or allow to remain in the
facility any person who: (a) Is bedfast; (b)
Requires restraint; (c) Requires
confinement in locked quarters; or (d)
Requires skilled nursing or other medical
supervision on a 24-hour basis.

0620

Please refer to original Statement of
Deficiency/Plan of Correction -Event
ID JULO11.

0859
SS=D

Medical Care of Resident After lliness -
NAC 449.274 Medical care of resident after
illness, injury or accident; periodic physical
examination of resident; rejection of medical
care by resident; written records. (NRS
449.0302) 5. Before admission and each
year after admission, or more frequently if
there is a significant change in the physical
condition of a resident, the facility shall
obtain the results of a general physical
examination of the resident by his or her
physician. The resident must be cared for
pursuant to any instructions provided by the
resident ' s physician.

0859

Please refer to original Statement of
Deficiency/Plan of Correction -Event
ID JULO11.
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Medication Administration-Accuracy &
Report - NAC 449.2742 Administration of
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).

0870

Please refer to original Statement of
Deficiency/Plan of Correction -Event
ID JULO11.
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Medication/OTCS, Supplements, Change
Order - NAC 449.2742 - 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 has
approved the administration of the
medication or supplement in writing or the
facility is ordered to do so by another
physician. The over-the-counter medication
or dietary supplement must be administered
in accordance with the written instructions
of the physician. 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 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
administration of the medication shall: (1)
Comply with the order; (2) Indicate on the
container of the medication that a change
has occurred; and (Previously Y 0879) (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 must
be included in the 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, the
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.

0878

Please refer to original Statement of
Deficiency/Plan of Correction -Event
ID JULO11.
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Medication - Destruction - NAC 449.2742 -
Administration of medication:
Responsibilities of administrator, caregiver
and employees of facility. 9. If the
medication of a resident is discontinued, the
expiration date of the medication of a
resident has passed, or a resident who has
been discharged from the facility does not
claim the medication, an employee of a
residential facility shall destroy the
medication, by an acceptable method of
destruction, in the presence of a withess
and note the destruction of the medication
in the record maintained pursuant to NAC
449.2744,

0885

Please refer to original Statement of
Deficiency/Plan of Correction -Event
ID JULO11.

0936
SS=E

Maintenance and Contents of Separate File
- NAC 449.2749 Maintenance and contents
of separate file for each resident;
confidentiality of information. (NRS
449.0302) 1. A separate file must be
maintained for each resident of a residential
facility and retained for at least 5 years after
he or she 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.

0936

Please refer to original Statement of
Deficiency/Plan of Correction -Event
ID JULO11.
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Maintenance and Contents of Separate File
- NAC 449.2749 Maintenance and contents
of separate file for each resident;
confidentiality of information. (NRS
449.0302) 1. A separate file must be
maintained for each resident of a residential
facility and retained for at least 5 years after
he or she 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: (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.

0938

Please refer to original Statement of
Deficiency/Plan of Correction -Event
ID JULO11.

0945
SS=D

Maintenance and Contents of Separate File
- NAC 449.2749 Maintenance and contents
of separate file for each resident;
confidentiality of information. (NRS
449.0302) 3. Except as otherwise provided
in this subsection, a resident's file must be
kept confidential. A resident's file must be
made available upon request at any time to
an employee of the Bureau who is acting in
his or her capacity as an employee of the
Bureau.

0945

Please refer to original Statement of
Deficiency/Plan of Correction -Event
ID JULO11.
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0966 | Alzheimer’s Care - NAC 449.2754 0966 | Please refer to original Statement of
SS=F [ Residential facility which provides care to Deficiency/Plan of Correction -Event
persons with Alzheimer ' s disease: ID JULO11
Application for endorsement; general :
requirements. (NRS 449.0302) 5. The
administrator of such a facility shall
prescribe and maintain on the premises of
the facility a written statement which
includes: (b) Evidence that the facility has
established interaction groups within the
facility which consist of not more than six
residents for each caregiver during those
hours when the residents are awake;
0994 | Alzheimer's Care Standards for Safety - 0994 | 1. All dangerous items were removed 05/15/202
SS=D | NAC 449.2756 Residential facility which fromthememory care unit and a letter was 3

provides care to persons with Alzheimer's
disease: Standards for safety; personnel
required; training for employees. (NRS
449.0302) 1. The administrator of a
residential facility which provides care to
persons with Alzheimer ' s disease shall
ensure that: (e) Knives, matches, firearms,
tools and other items that could constitute a
danger to the residents of the facility are
inaccessible to the residents.

Inspector Comments: Based on observation
and interview, the facility failed to ensure
dangerous items were inaccessible to
residents housed in the memory care unit
for 1 of 30 resident rooms accessible to
residents. Findings include: On 04/13/23,
room 16 B in the memory care unit had 19
pushpins used to hand posters and pictures
on the wall. On 04/13/23 at 10:19 AM, the
Memory Care Manager confirmed the
pushpins were dangerous and should be
secured. On 04/13/23, the Administrator
verbalized the facility did not have a policy
on dangerous items in the memory care
unit. This was a repeat deficiency from the
02/07/23 annual re-licensure survey.
Severity: 2 Scope: 1

sent to allfamily members to not bring in
these itemsasthey are not permitted.2.
Education provided by the Wellness
Directorto perform every shift checks by
staff.Residents'families were also provided
education.3. Wellness Director or designee
willperformrandom daily audits of three
resident roomstoensure checks are being
competed.4. Corrected Date: 5/15/2023
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Alzheimer 's Care Standards for Safety -
NAC 449.2756 Residential facility which
provides care to persons with Alzheimer's
disease: Standards for safety; personnel
required; training for employees. (NRS
449.0302) 1. The administrator of a
residential facility which provides care to
persons with Alzheimer ' s disease shall
ensure that: (g) All toxic substances are not
accessible to the residents of the facility.

Inspector Comments: Based on
observation, interview and document
review, the facility failed to ensure toxic
items were secured in 2 of 30 resident
rooms accessible to residents in the
memory care unit. Findings include: On
04/13/23 the following resident rooms in the
memory care unit contained unsecured
toxic substances: Room 16A contained: - a
bar of soap Room 2B contained: - 21
alcohol pads - one package of Sting Aid On
04/13/23 at 10:20 AM through 10:38 AM,
the Memory Care Manager confirmed the
potentially toxic items should have been
removed and/or secured. On 04/13/23, the
Administrator verbalized the facility did not
have a policy on toxic items in the memory
care unit. This was a repeat deficiency from
the 02/07/23 annual re-licensure survey.
Severity: 2 Scope: 1

0999

1. All toxic substances were removed
fromtheresidents' rooms immediately.2.
Wellness staff will perform room
auditseveryshift to ensure no toxic
substances areavailable to residents.3.
Education provide to residents'
familymembers and staff to not bring or
allow toxicsubstances in the room.4.
Corrected Date: 5/15/2023

05/15/202
3
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1310 | Discrimination prohibited - NRS 449.101 1310 | Please refer to original Statement of
SS=C | Discrimination prohibited; development of

antidiscrimination policy; posting of
nondiscrimination statement and certain
other information; construction of section.
[Effective January 1, 2020.] 3. In addition to
the statement prescribed by subsection 2, a
facility for skilled nursing, facility for
intermediate care or residential facility for
groups shall post prominently in the facility
and include on any Internet website used to
market the facility: (a) Notice that a patient
or resident who has experienced prohibited
discrimination may file a complaint with the
Division; and (b) The contact information for
the Division. 4. The provisions of this
section shall not be construed to: (a)
Require a medical facility, facility for the
dependent or facility which is otherwise
required by regulations adopted by the
Board pursuant to NRS 449.0303 to be
licensed or an employee or independent
contractor thereof to take or refrain from
taking any action in violation of reasonable
medical standards; or (b) Prohibit a medical
facility, facility for the dependent or facility
which is otherwise required by regulations
adopted by the Board pursuant to NRS
449.0303 to be licensed from adopting a
policy that is applied uniformly and in a
nondiscriminatory manner, including,
without limitation, such a policy that bans or
restricts sexual relations. (Added to NRS by
2019, 1333, effective January 1, 2020)

Deficiency/Plan of Correction -Event
ID JULO11.
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Cultural Competency Training - R016-20
Section 14.1 1. Pursuant to subsection 1 of
NRS 449.103, within 30 business days after
the course or program is assigned a course
number by the Division pursuant to section
18 of this regulation or within 30 business
days of any agent or employee being
contracted or hired, whichever is later, and
at least once each year thereafter, a facility
shall conduct training relating specifically to
cultural competency for any agent or
employee of the facility who provides care
to a patient or resident of the facility so that
the agent or employee may: (a) More
effectively treat patients or care for
residents, as applicable; and (b) Better
understand patients or residents who have
different cultural backgrounds, including,
without limitation, patients or residents who
fall within one or more of the categories in
paragraphs (a) to (f), inclusive, of
subsection 1 of NRS 449.103.

1540

Please refer to original Statement of
Deficiency/Plan of Correction -Event
ID JULO11.

1700
SS=D

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
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

1700

Please refer to original Statement of
Deficiency/Plan of Correction -Event
ID JULO11.
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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 (II) 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)
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