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0000 | Initial Comments 0000

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
regrading survey conducted at your facility
on 11/27/19, in accordance with Nevada
Administrative Code, Chapter 449,
Residential Facilities for Groups. The facility
is licensed for ten Residential Facility for
Group beds for alzheimers and dementia
and/or Category Il residents. The census at
the time of the survey was six. Ten resident
records were reviewed and four employee
records 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 regulatory deficiencies
were identified:

0050 | Administrator's Responsibilities - Oversight - 0050 | Administrator and acting administrator will 12/13/201
SS=F | NAC 449.194 Responsibilities of provide daily oversight and direction for the | 9
administrator. (NRS 449.0302) The staff members of the facility. 12-12=19

administrator of a residential facility shall: 1.
Provide oversight and direction for the
members of the staff of the facility as
necessary to ensure that residents receive
needed services and protective supervision
and that the facility is in compliance with the
requirements of NAC 449.156 to
449.27706, inclusive, and chapter 449 of
NRS.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER = Name: REBECCA WOLFKILL Title: Administrator Date: 12/13/2019
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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0088 | Staffing Schedule - NAC 449.199 Staffing 0088 | a) Staffing schedule now posted in a 12/13/201
SS=C | requirements 4. The administrator of a common are. (attachment #1 and #2) The 9
residential facility shall maintain monthly a November staffing schedule is on file. b)
written schedule that includes the number The administrator had a meeting with facility
and type of members of the staff of the owner and caregivers to maintain monthly
facility assigned for each shift. The written schedule. The schedule must be
schedule must be amended if any changes amended if there is any changes. ¢) The
are made to the schedule. The schedule facility owner and administrator will monitor
must be retained for at least 6 months after for compliance. d) 12-12-19
the schedule expires.
Inspector Comments: Based on observation
and interview on 11/27/19, the facility failed
to ensure a current staff schedule was
posted in a common area. Severity: 1
Scope: 3
0102 | Personnel File - TB Screening - NAC 0102 | 4 caregivers and administrator are in 12/13/201
SS=F | 449.200 Personnel files. 1. Except as compliance of TB screening NAC449.200 9
otherwise provided in subsection 2, a 12-13-19
separate personnel file must be kept for
each member of the staff of a facility and
must include: (d) The health certificates
required pursuant to chapter 441A of NAC
for the employee;
0104 | Personnel Files - Background Checks - 0104 | 4 caregivers and administrator background | 12/13/201
SS=F | NAC 449.200 Personnel files. (NRS check are complete and on file. 12-13-19 9
449.0302) 1. Except as otherwise provided
in subsection 2, a separate personnel file
must be kept for each member of the staff
of a facility and must include: (f) Evidence of
compliance with NRS 449.122 to 449.125,
inclusive.
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0276 | Service of Food-Nutritious Meals;Frequency 0276 | Menus schedule are posted on the wall also | 12/13/201
SS=D | - NAC 449.2175 Service of food 7. Meals the schedule of snacks served 3 times in 9
must be nutritious, served in an appropriate between meals. 12-13-19

manner, suitable for the residents and
prepared with regard for individual
preferences and religious requirements. At
least three meals a day must be served at
regular intervals. The times at which meals
will be served must be posted. Not more
than 14 hours may elapse between the
meal in the evening and breakfast the next
day. Snacks must be made available
between meals for the residents who are
not prohibited by their physicians from
eating between meals.

0445 | Requirements and Precautions - NAC 0445 | a) The front door lock was installed 12/13/201
SS=F | 449.229 Requirements and precautions backward. b) During the inspection the 9
regarding safety from fire. (NRS 449.0302) caregiver reinstalled the front door lock the
3. An exit door in a residential facility must right way. The opening outside and required
not be equipped with a lock that requires a key to get inside the facility. c) The owner
key to open it from the inside unless and administrator will monitor for
approved by the State Fire Marshal or his or compliance. d) 12-12-19

her designee.

Inspector Comments: Based on observation
and interview, the facility failed to ensure
the facility front door was not secured with a
lock that required a key to open from the
inside. Caregivers were observed opening
and closing the front door with a key from
inside the facility. It was observed that the
front door locking mechanism was reversed,
preventing facility staff and residents from
exiting the facility through the front door
without a key. Severity: 2 Scope: 3

0592 | Rights of Residents; Procedure for Filing - 0592 | Grievance Policy and Procedures are on 12/13/201
SS=D | NAC 449.268 Rights of residents; residents file. 12-13-19 9
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: (c) The residents are treated
with respect and dignity;
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Residents Requiring Use of Oxygen - NAC
449.2712 Residents requiring use of
oxygen. (NRS 449.0302) 3. The
administrator of a residential facility shall
ensure that the caregivers who may be
required to administer oxygen have
demonstrated the ability to operate properly
the equipment used to administer oxygen.

0702

19

4 caregivers are trained by Alta Care
Hospice to operate the equipment to
administer oxygen to the residents. 12-13-

12/13/201
9

0850

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

visits the residents.12-13-19

The majority of the residents are under
hospice care. Residents that are not
hospice had a Home Health Agency that

12/13/201
9

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 | Tag 0859

12/13/201
9
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Medication Administration - NRS 449.0302 -
NAC 449.2742 - Administration of
medication: Responsibilities of
administrator, caregiver and employees of
facility. (as amended by LCB File No. R109-
18) 4. Except as otherwise provided in this
subsection, a caregiver shall assist in the
administration of medication to a resident if
the resident needs the caregiver's
assistance. A caregiver may assist the
ultimate user of: (a) Controlled substances
or dangerous drugs only if the conditions
prescribed in subsection 6 of NRS 449.0302
are met. (b) Insulin using an auto-injection
device only if the conditions prescribed in
NRS 449.0304 and section 13 of this
regulation are met.

0876 | Tag 0876

12/13/201
9
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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

Tag 0878

12/13/201
9
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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 | Tag 0885

12/13/201
9

0895
SS=F

Administration of Medication Maintenance -
NAC 449.2744 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; and (4) Instructions for
administering the medication to the resident
that reflect each current order or
prescription of the resident ' s physician.

0895 | Tag 0895

12/13/201
9
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0905 | Administration of Medication Restrictions - 0905 | Tag 0905 12/13/201
SS=D | NAC 449.2746 Administration of 9
medication: Restrictions concerning
medication taken as needed by resident;
written records. (NRS 449.0302) 1. A
caregiver employed by a residential facility
shall not assist a resident in the
administration of a medication that is taken
as needed unless: (a) The resident is able
to determine his or her need for the
medication; (b) The determination of the
resident ' s need for the medication is made
by a medical professional qualified to make
that determination; or (c) The caregiver has
received written instructions indicating the
specific symptoms for which the medication
is to be given, the exact amount of
medication that may be given and the
frequency with which the medication may
be given.

0936 | Maintenance and Contents of Separate File 0936 | Tag 0936 12/13/201
SS=D | - NAC 449.2749 Maintenance and contents 9
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.
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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 | Tag 0938

12/13/201
9

0966
SS=F

Alzheimer’s Care - NAC 449.2754
Residential facility which provides care to
persons with Alzheimer ' s disease:
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;

0966 | Tag 0966

12/13/201
9
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Alzheimer 's Care Standards for Safety - 0992 | Tag 0992 12/13/201
NAC 449.2756 Residential facility which 9

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: (c) At least one member of the
staff is awake and on duty at the facility at
all times. (d) Each employee of the facility
who has direct contact with and provides
care to residents with any form of dementia,
including, without limitation, dementia
caused by Alzheimer ' s disease,
successfully completes the training and
continuing education required pursuant to
NAC 449.2768.
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