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0000 | Initial Comments 0000

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
grading resurvey State Licensure survey
and complaint (CPT)investigations
conducted in your facility on 11/19/2024, in
accordance with Nevada Administrative
Code (NAC) Chapter 449, Residential
Facility for Groups. The facility is licensed
for 57 Residential Facility for Group beds for
elderly or disabled persons, and/or persons
with Alzheimer's disease, 45 Category |l
residents and 12 Category Il Alzheimer's
residents. The census at the time of the
survey was 42. Seven resident files files
were reviewed. The facility received a grade
of A. Three complaints were investigated.
Complaint (CPT) #NV00071502 with the
following allegations could not be
substantiated due to a lack of evidence:
Allegation #1: A resident was forced to take
a shower by staff after the resident refused
the shower. Allegation #2: Staff were not
trained in how to care for a resident with a
fear of water prior to the resident's first
shower. The investigation into the
allegations included: Observations of staff
interactions with residents, including the
resident of concern, in common areas and
resident rooms. Interviews were conducted
with four residents, including the resident of
concern, two Caregiver's, the Business
Office Manager, and the Administrator.
Review of seven resident records included
Medication Administration Records (MARS),
shower schedules, shower refusal
documentation, physician assessments,
history and physicals, care plans, and
progress notes. Document review included
the Resident Rights Policy, Abuse policy,
and staffing assignments. CPTs
#NV00072035 and #NV00072558 with the
allegation a resident had bruising on the
resident's hands as a result of staff applying
excessive pressure when helping the
resident to stand could not be substantiated
due to lack of evidence. The investigation
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
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into the allegation included: Observation of
the resident of concern and other residents
in the memory care. Interviews were
conducted with the Memory Care
Supervisor and the Administrator. Review of
the file for the resident of concern included
review of activities of daily living
assessments, History and Physicals,
medications, occurrence reports, and
documentation from the contracted hospice
provider. Review of the facility policy for
abuse. 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 was
identified:

0321
SS=E

Bedroom Doors - Single Motion Locks -
NAC 449.220 Bedroom doors. (NRS
449.0302) 2. A bedroom door must not be
equipped with a deadbolt lock or chain stop
unless the door opens directly to the
outside of the facility. The doors of a
bedroom and the doors of the closets in the
bedroom may be equipped with locks for
use by residents if: (a) The doors may be
unlocked with a single motion from inside
the bedroom or closet without the use of a
key; and (b) The doors of the bedroom may
be unlocked from outside the room and the
keys are readily available at all times.

0321 | Please refer to original Statement of
Deficiency/Plan of Correction - Event ID

GJOT11

07/26/202
4

0451
SS=F

First Aid & CPR - NAC 449.231 First aid
and cardiopulmonary resuscitation. (NRS
449.0302) 2. A first-aid kit must be available
at the facility. The first-aid kit must include,
without limitation: (a) A germicide safe for
use by humans; (b) Sterile gauze pads; (c)
Adhesive bandages, rolls of gauze and
adhesive tape; (d) Disposable gloves; (e) A
shield or mask to be used by a person who
is administering cardiopulmonary
resuscitation; and (f) A thermometer or
other device that may be used to determine
the bodily temperature of a person.

0451 | Please refer to original Statement of
Deficiency/Plan of Correction - Event ID

GJOT11

09/20/202
4
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0556 | Provision of Dental, Optical and Hearing
SS=D | Care - NAC 449.262 Provision of dental,
optical and hearing care and social
services; report of suspected abuse,
neglect, isolation or exploitation; restrictions
on use of restraints, confinement or
sedatives. (NRS 449.0302) 2. If an
employee of the facility suspects that a
resident is being abused, neglected,
isolated or exploited, the employee shall
report that fact in the manner prescribed in
NRS 200.5093.

0556 | Please refer to original Statement of
Deficiency/Plan of Correction - Event ID 4

GJOT11

07/10/202

0590 | Rights of Residents; Procedure for Filing -
SS=D | 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: (a) The residents are not
abused, neglected or exploited by a
member of the staff of the facility, another
resident of the facility or any person who is
visiting the facility;

0590 | Please refer to original Statement of
Deficiency/Plan of Correction - Event ID 4

GJOT11

10/03/202
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Residents Requiring Use of Oxygen - NAC
449.2712 Residents requiring use of
oxygen. (NRS 449.0302) 1. A person who
requires the use of oxygen must not be
admitted to a residential facility or be
permitted to remain as a resident of a
residential facility unless he or she: (a) Is
mentally and physically capable of
operating the equipment that provides the
oxygen; or (b) Is capable of: (1)
Determining his or her need for oxygen; and
(2) Administering the oxygen to himself or
herself with assistance. 2. The caregivers
employed by a residential facility with a
resident who requires the use of oxygen
shall: (a) Monitor the ability of the resident
to operate the equipment in accordance
with the orders of a physician; and (b)
Ensure that: (1) The resident ' s physician
evaluates periodically the condition of the
resident which necessitates his or her use
of oxygen; (2) Signs which prohibit smoking
and notify persons that oxygen is in use are
posted in areas of the facility in which
oxygen is in use or is being stored; (3)
Persons do not smoke in those areas where
smoking is prohibited; (4) All electrical
equipment is inspected for defects which
may cause sparks; (5) All oxygen tanks kept
in the facility are secured in a stand or to a
wall; (6) The equipment used to administer
oxygen is in good working condition; (7) A
portable unit for the administration of
oxygen in the event of a power outage is
present in the facility at all times when a
resident who requires oxygen is present in
the facility; and (8) The equipment used to
administer oxygen is removed from the
facility when it is no longer needed by the
resident.

0690

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
GJOT11

07/15/202
4
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Diabetes - Disposal of Sharps - NAC
449.2726 - Residents having diabetes 3.
The caregivers employed by a residential
facility with a resident who has diabetes
shall ensure that: (b) Syringes and needles
are disposed of appropriately in a sharps
container which is stored in a safe place;
and

0791 | Please refer to original Statement of

GJOT11

Deficiency/Plan of Correction - Event ID

0
4

7/15/202

0859

Medical Care of Resident After lliness -
NAC 449.274 and R043-22 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 a qualified provider of health
care in accordance with NRS 449.1845.
The resident must be cared for pursuant to
any instructions provided by the qualified
provider of health care.

0859 | Please refer to original Statement of

GJOT11

Deficiency/Plan of Correction - Event ID

0
4

7/15/202

0874
Ss=C

Medication Administration-Report Received
- NAC 449.2742 and R043-22 -
Administration of medication:
Responsibilities of administrator, caregiver
and employees of facility. 2. Within 72
hours after the administrator of the facility
receives a report submitted pursuant to
paragraph (a) of subsection 1, a member of
the staff of the facility shall notify the
resident's physician, physician assistant or
advanced practice registered nurse of any
concerns noted by the person who
submitted the report. The report must be
reviewed and initialed by the administrator.

0874 | Please refer to original Statement of

GJOT11

Deficiency/Plan of Correction - Event ID

0
4

7/15/202

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

0878 | Please refer to original Statement of

GJOT11

Deficiency/Plan of Correction - Event ID

0
4

9/11/202
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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
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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Administration of Medication Maintenance -
NAC 449.2744 and R043-22 Administration
of medication: Maintenance and contents of
logs and records. (NRS 449.0302) 1. The
administrator of a residential facility that
provides assistance to residents in the
administration of medications shall
maintain: (b) A record of the medication
administered to each resident. The record
must include: (1) The type of medication
administered; (2) The date and time that the
medication was administered; (3) The date
and time that a resident refuses, or
otherwise misses, an administration of
medication; (4) Instructions for
administering the medication to the resident
that reflect each current order or
prescription of the resident's physician,
physician assistant or advanced practice
registered nurse, including, without
limitation, whether the medication is to be
administered according to a routine
schedule or as needed; (5) Any change in
an order or prescription of a resident ' s
physician, physician assistant or advanced
practice registered nurse,including, without
limitation, the discontinuation of the
medication; (6) Any time when the resident
is out of the facility; and (7) Any mistakes
made in the administration of medication.

0895

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
GJOT11

07/25/202
4

0923
SS=D

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
GJOT11

09/11/202
4
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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: (e) Evidence of compliance with
the provisions of chapter 441A of NRS and
the regulations adopted pursuant thereto.

0936

GJOT11

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID 4

09/11/202

0938
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: (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

GJOT11

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID 4

09/11/202
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Care for Persons with Mental llinesses -
NAC 449.2764 Residential facility which
offers or provides care for persons with
mental ilinesses: Application for
endorsement; training for employees. (NRS
449.0302) 1. A residential facility which
offers or provides care and protective
supervision for a resident with mental illness
must obtain an endorsement on its license
authorizing it to operate as a residential
facility for persons with mental ilinesses.
The Division may deny an application for an
endorsement or suspend or revoke an
existing endorsement based upon the
grounds set forth in NAC 449.191 or
449.1915.

1010 | Please refer to original Statement of
Deficiency/Plan of Correction - Event ID 4

GJOT11

09/23/202

1700
SS=E

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
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

1700 | Please refer to original Statement of
Deficiency/Plan of Correction - Event ID 4

GJOT11

07/15/202
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criteria; or (lI) 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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Infection Control Required Training -
Infection Control Required Training LCB
File No. R048-22 Sec. 5 4. The persons
designated pursuant to subsection 3 as
responsible for infection control shall
complete not less than 15 hours of training
concerning the control and prevention of
infections provided by the Association for
Professionals in Infection Control and
Epidemiology, Inc., the Centers for Disease
Control and Prevention of the United States
Department of Health and Human Services,
the World Health Organization or the
Society for Healthcare Epidemiology of
America, or a successor in interest to any of
those organizations, not later than 3 months
after being designated and annually
thereafter. 5. Training completed pursuant
to subsection 4 may be in any format,
including, without limitation, an online
course provided for compensation or free of
charge. A certificate of completion for the
training must be maintained in the
personnel file of each person designated

1830

1. The infection control previously
completed was the incorrect course. The
correct 15 hour infection control course will
be completed by primary and secondary by
12/16/24.

2. Both Administrator and Human resources
are now aware of what course should be
taken and will ensure this training is
completed annually and will be added to our
electronic audit record.

3. The correct infection control course will
be added to our electronic audit record

4. Administrator, Human resources

5.12/16/24

12/16/202
4
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pursuant to subsection 3 for 3 years
immediately following the completion of the
training.

Inspector Comments: Based on record
review and interview, the facility failed to
ensure the primary and secondary infection
control staff completed 15 hours of
approved infection control training
(Employees #5 and #6). Findings include:
Employee #5 Employee #5 was hired as a
Housekeeping Associate on 09/06/2006. On
11/19/2024 at 11:20 AM, the Business
Office Manager identified Employee #5 as
the secondary infection control staff.
Employee #5's file lacked documented
evidence of 15 hours of infection control
training regarding the control and
prevention of infections from an approved
organization. Employee #6 Employee #6
was hired as Maintenance on 04/10/2018.
On 11/19/2024 at 11:20 AM, the Business
Office Manager identified Employee #6 as
the primary infection control staff. Employee
#6's file lacked documented evidence of 15
hours of infection control training regarding
the control and prevention of infections from
an approved organization. On 11/19/2024 at
11:20 AM, the Business Office Manager
confirmed neither Employee #5 nor
Employee #6 had completed the required
15 hours of infection control and prevention
training from an approved organization.
Severity: 2 Scope: 2
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