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0000 | Initial Comments 0000

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
mandatory regrading survey conducted at
your facility on 07/23/21, in accordance with
Nevada Administrative Code (NAC) Chapter
449, Residential Facility for Groups. The
facility was licensed for 10 Residential
Facility for Group beds for elderly or
disabled persons, with an endorsement for
persons with mental illnesses, Category I
The census at the time of the survey was
eight. The sample size was eight. The
facility received a grade of A. The facility
was provided guidance on the requirements
of NRS 449.101 - Discrimination prohibited;
development of antidiscrimination 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
investigation, 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:

0040 | Supervision of AGC - NRS 449.186 0040
SS=F | Supervision of residential facility for groups.
A residential facility for groups must not be
operated except under the supervision of an
administrator of a residential facility for
groups or a health services executive
licensed pursuant to the provisions of
chapter 654 of NRS.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER  Name: CHRIS MIRANDO Title: Administrator Date: 08/08/2021
REPRESENTATIVE'S SIGNATURE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the date
of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date these
documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Provision of Dental, Optical and Hearing
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) 3. The members
of the staff of a residential facility shall not:
(a) Use restraints on any resident; (b) Lock
a resident in a room inside the facility; or

0557

0830
SS=D

Exemption Requests - NAC 449.2736
Procedure to exempt certain residents from
restrictions. (NRS 449.0302) 1. The
administrator of a residential facility may
submit to the Division a written request for
permission to admit or retain a resident who
is prohibited from being admitted to a
residential facility or remaining as a resident
of the facility pursuant to NAC 449.271 to
449.2734, inclusive.

Inspector Comments: Based on interview
and record review, the facility failed to
obtain a bed fast waiver/exemption for a
resident (Resident # 3). Findings include:
Resident #3 (R3) R3 was admitted to the
facility on 06/01/21 with diagnoses including
senile degeneration of the brain and type 2
diabetes mellitus. The resident file lacked
documented evidence of a bed fast
waiver/exemption for the resident. On
07/23/21 at 9:55 AM, R3 was observed
lying in a hospital bed with half bed rails up.
R3 did not respond to questions and was
unable to rotate position or sit up in bed
when requested. On 07/23/21 at 10:00 AM,
a Caregiver indicated R3 is unable to
reposition in bed or sit up without
assistance. On 07/23/21 at 10:10 AM, the
Administrator confirmed R3 was bedfast
and they have not applied for a bedfast
exemption. Severity: 2 Scope: 1 Thisis a
repeat deficiency from the complaint
investigation completed on 6/21/21.

0830

Bedbound wavier was sent to HCQC on
8/6/2021 for Resident #3. New
Administrator reviewed all other Residents
and no others require bed bound waiver.
Administrator will ensure that all bed bound
residents will have a waiver to the state
submitted upon diagnosis of bed bound
status by a PCP or Hospice agency and will
place documentation in the Resident file
going forward.

08/06/202
1
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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) 1. If a resident of a residential
facility becomes ill or is injured, the resident
' s physician and a member of the resident '
s family must be notified at the onset of
illness or at the time of the injury. The
facility shall: (a) Make all necessary
arrangements to secure the services of a
licensed physician to treat the resident if the
resident ' s physician is not available; and
(b) Request emergency services when such
services are necessary.

0850

0960
SS=D

Alzheimer’s Care Application for
Endorsement - NAC 449.2754 Residential
facility which provides care to persons with
Alzheimer ' s disease: Application for
endorsement; general requirements. (NRS
449.0302) 1. A residential facility which
offers or provides care for a resident with
Alzheimer ' s disease or related dementia
must obtain an endorsement on its license
authorizing it to operate as a residential
facility which provides care to persons with
Alzheimer ' s disease. 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.

0960
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