
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of 
an annual state licensure and infection 
control survey conducted at your facility on 
05/09/22, in accordance with Nevada 
Administrative Code (NAC) Chapter 449, 
Residential Facility for Groups. The facility 
was licensed for seven Residential Facility 
for Group beds for persons with Alzheimer's 
disease and/or Category II residents. The 
census at the time of the survey was four. 
Four resident files and four employee files 
were reviewed. The facility received a grade 
of A. The facility was provided guidance on 
the requirements of NRS 449.101 - 
Discrimination prohibited; development of 
nondiscrimination policy; posting of 
nondiscrimination statement and certain 
other information, NRS 449.102 - Duties of 
licensed facility to protect privacy of patient 
or resident, and LCB File No. R016-20 - 
Cultural competency training; complaint 
policy; development of gender 
identity/expression policy; designated 
person responsible for compliance with 
these regulations. Failure to comply with 
NRS 449.101, NRS 449.102 and LCB File 
No. R016-20 may result in future 
deficiencies. 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.
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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 
and interview, the facility failed to ensure 
toxic substances were secured. In the 
bathroom, silicone cream, calmoseptive 
ointment, bodywash and shampoo was 
accessible to residents. The Administrator 
acknowledged the substances should have 
been locked in the cabinet. Severity: 2 
Scope: 3

0999 1. Silicone cream and calmoseptive 
ointment previously owned by a resident 
who recently passed away was disposed 
and body wash which was recently used for 
morning care was secured under locked 
cabinet under the sink when pointed out by 
inspector.
2. Administrator reminded staff to secure 
personal hygiene items after use and 
dispose topical creams and ointments no 
longer in use immediately.
3. 05/09/2022

05/09/202
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