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0000 | Initial Comments 0000

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
State Licensure mandatory regrading
survey conducted in your facility on
03/26/24. 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 142 residential
facility for group beds with 104 beds for
elderly or disabled persons and provide
assisted living services, Category Il
residents; and 38 beds for persons with
Alzheimer's disease, Category Il residents.
The census at the time of the survey was
111. Fifteen resident files were reviewed
and fifteen employee files were reviewed.
The facility received a grade of A. 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 deficiencies were

identified:
0160 | Advertising - NAC 449.205 Advertising and 0160 03/26/202
SS=C | promotional materials. (NRS 449.0302) Please refer to original Statement of 4
Advertising and promotional materials for a Deficiency/Plan of Correction - Event ID
residential facility must be accurate and not GQJR11.

misrepresent accommodations, services or
programs offered by the facility.

0255 | Permits-Comply with NAC 446 on Food 0255 03/26/202
SS=F | Service - NAC 449.217 Kitchens; storage of 03/26/2024Please refer to original 4
food; adequate supplies of food; permits; Statement of Deficiency/Plan of Correction -
inspections. (NRS 449.0302) 6. A Event ID GQJR11.

residential facility with more than 10
residents shall: (a) Comply with the
standards prescribed in chapter 446 of
NAC; and (b) Obtain the necessary permits
from the Division.

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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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
GQJR11.

03/26/202

4

0593
SS=F

Rights of Residents; Procedure for Filing -
NAC 449.268 Rights of residents;
procedure for filing grievance, complaint or
report of incident; investigation and
response. (NRS 449.0302) 1. The
administrator of a residential facility shall
ensure that: (d) The facility is a safe and
comfortable environment;

0593

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
GQJR11.

03/26/202

4

0878
SS=D

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

0878

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
GQJR11.

03/26/202

4
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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
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.
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0920 | Medication: Storage - NAC 449.2748 0920 03/26/202
SS=D | Medication: Storage; duties upon discharge, On 10/25/23 allmedications 4
transfer and return of resident. (NRS : :
449.0302) 1. Medication, including, without discovered in rooms 155’ 146
limitation, any over-the-counter medication, and 151 were removed and
stored at a residential facility must be stored securelystored. On 3/26/24 all
in a locked area that is cool and dry. The . .
caregivers employed by the facility shall non'Comp“ant items were
ensure that any medication or medical or removed and storedcorrectly.
diagnostic equipment that may be misused
or appropriated by a resident or any other
unauthorized person is protected.
Medications for external use only must be .
kept in a locked area separate from other On 4/9/24 an_ln-Serwce was
medications. A resident who is capable of completed with team members
administering medication to himself or on proper Med|cat|on Storage
herself without supervision may keep the . .
resident ' s medication in his or her room if Tomonitor fgture _Compllance, the
the medication is kept in a locked container Health Service Director or
for which the facility has been provided a designee will Conductweek|y
key. 2. Medication stored in a refrigerator, . . .
including, without limitation, any over-the- inspections of reS|den_t )
counter medication, must be kept in a apartments. Any medications
locked box unless the refrigerator is locked discovered duringthe inspections
or is located in a locked room. . . .
will be immediately removed.
Inspector Comments: Based on Housekeeping staff will alsobe in
observation, interview, and document serviced to monitor for any
review the facility failed to ensure . .
medications were secured. Findings Unse(_:ure medications when
include: On 10/25/23, the following resident cleaning apartmentsand to report
rooms contained unsecured medications: Qi i
Room 204 - at 10:19 AM, five eight-ounce this Immedlatel.y to a member of
containers of Ensure, and one bottle of the health services team.
vitamin D supplements were kept in the
resident's room. On 03/26/24 at 10:25 AM,
the Health Services Director confirmed the
medications for self medication resident's
should be secured and not available to
residents in the Assisted Living. Facility
policy, "Medication Storage of Centrally
Stored Medications," dated 12/02/22,
documented, "All medications, including
over-the-counter (OTC), are kept in locked
storage at all times." Severity: 2 Scope: 1
STATE FORM Event ID: GQJR12 Facility ID: Page 4 of 6




Division of Public and Behavioral Health

PRINTED: 6/15/2026
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

11048

(X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

03/26/2024

NAME OF PROVIDER OR SUPPLIER

CLEARWATER AT RANCHARRAH

STREET ADDRESS, CITY, STATE, ZIP CODE

5255 KIETZKE LANE, RENO, NEVADA ,89511

(X4)
ID

PREFIX
TAG

0923
SS=D

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

Medication: Storage - NAC 449.2748
Medication: Storage; duties upon discharge,
transfer and return of resident. (NRS
449.0302) 3. Medication, including, without
limitation, any over-the-counter medication
or dietary supplement, must be: (a) Plainly
labeled as to its contents, the name of the
resident for whom it is prescribed and the
name of the prescribing physician; and (b)
Kept in its original container until it is
administered.

0923

Please refer to original Statement of
Deficiency/Plan of Correction -Event
ID GQJR11.

03/26/202

4

0936
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) 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 GQJR11.

03/26/202

4

0994
SS=F

Alzheimer 's Care Standards for Safety -
NAC 449.2756 and R043-22 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 or other
forms of dementia who meet the criteria
prescribed in paragraph (a) of subsection 2
of NRS 449.1845 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.

0994

Please refer to original Statement of
Deficiency/Plan of Correction -Event
ID GQJR11.

03/26/202

4
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0999 | Alzheimer's Care Standards for Safety - 0999 03/26/202

SS=D | NAC 449.2756 and R043-22 Residential On 3/26/24 all non_comp”ant 4
facility which provides care to persons with .
Alzheimer ' s disease: Standards for safety; items were removed and
personnel required; training for employees. storedcorrectly.
(NRS 449.0302) 1. The administrator of a
residential facility which provides care to
persons with Alzheimer ' s disease or other
forms of dementia who meet the criteria : :
prescribed in paragraph (a) of subsection 2 On 4/9/24 an_ln-Serwce will be
of NRS 449.1845 shall ensure that: (g) All completed with team members
:zéllg esxgsé?rt'ﬁgsf 2 ﬁtmt accessible to the on unsafe items and standards

y: of safety in Memory Support.
Inspector Comments: Based on observation Tomonitor future compliance, the
and interview, the facility failed to ensure Hea'th Service Director or
toxic substances were inaccessible to . .
residents housed in the memory care unit. _deS'gne_e will Conquc;tweekly
Findings include: On 03/26/24 the following Inspections of resident
roo_m_in the memory care unit contained apartmentsl Any medications
toxic items: Room 126 - at 8:45 AM, a 10 di d durinathe i ti
ounce (0z) container of Dove body wash '_Scove_re u.rmg € Inspections
was in the resident's room. On 03/26/24 at will be immediately removed.
8:50 AM through 11:23 AM, the Executive Housekeeping staff will alsobe in
Director confirmed the above-mentioned iced t itor f
items were toxic and dangerous to residents Serviced to monitor for any
in the memory care unit and should be unsafe items and standards of
secured. Facility policy, "Environmental safetv when cleanin
Safety," dated 07/19/18, documented, Y d 9 hi
"Memory Care staff will provide a safe and _apartm_entsan to report this
healthy environment for residents residing immediately to a member of the
in their Memory Care communities with health services team
consideration of residents' rights and )
dignity." Severity: 2 Scope: 1
STATE FORM Event ID: GQJR12 Facility ID: Page 6 of 6




