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Initial Comments

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
State Licensure re-survey initiated at your
facility on 08/25/2020, in accordance with
Nevada Administrative Code (NAC) Chapter
449, Residential Facility for Groups. The
facility is licensed for ten Residential Facility
for Group beds for persons with mental
illness and/or persons with chronic illness,
three Category | and seven Category Il
residents. The census at the time of the
survey was eight. Eight resident files were
reviewed and zero 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 investigation,
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:

0000

0174
SS=F

Health& Sanitation-odors-hazards-insects-
dirt - NAC 449.209 Health and sanitation.
(NRS 449.0302) 4. To the extent
practicable, the premises of the facility must
be kept free from: (a) Offensive odors; (b)
Hazards, including obstacles that impede
the free movement of residents within and
outside the facility; (c) Insects and rodents;
and (d) Accumulations of dirt, garbage and
other refuse.

0174

0178
SS=F

Health & Sanitation - Maintain Int/ext - NAC
449.209 Health and sanitation. (NRS
449.0302) 5. The administrator of a
residential facility shall ensure that the
premises are clean and that the interior,
exterior and landscaping of the facility are
well maintained.

0178

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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Laundry & Linen Services Provided - NAC
449.213 Laundry and linen services. (NRS
449.0302) 1. A residential facility shall: (a)
Provide laundry and linen services on the
premises of the facility; or (b) Contract with
a commercial laundry for the provision of
those services. 2. A residential facility that
provides its own laundry and linen services
shall have accommodations which are
adequate for the proper and sanitary
washing and finishing of linen and other
washable goods. 3. The laundry room in a
residential facility must be situated in an
area which is separate from an area where
food is stored, prepared or served. The
laundry must be adequate in size for the
needs of the facility and maintained in a
sanitary manner. The laundry room must
contain at least one washer and at least
one dryer. All the equipment must be kept
in good repair. All dryers must be ventilated
to outside the building. If a washer or dryer
is located outside the residential facility, the
washer or dryer must be in a room or
enclosure.

0220

0250
SS=F

Kitchens- Equipment Works; Clean And
Sanitary - NAC 449.217 Kitchens; storage
of food; adequate supplies of food; permits;
inspections. (NRS 449.0302) 1. The
equipment in a kitchen of a residential
facility and the size of the kitchen must be
adequate for the number of residents in the
facility. The kitchen and the equipment must
be clean and must allow for the sanitary
preparation of food. The equipment must be
in good working condition.

0250

0272
SS=C

Service of Food - Menus - NAC 449.2175 3.
Menus must be in writing, planned a week
in advance, dated, posted and kept on file
for 90 days.

0272
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0690 | Residents Requiring Use of Oxygen - NAC
SS=F | 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
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0876 | Medication Administration - NRS 449.0302 - 0876
SS=F | 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.
0878 | Medication/OTCS, Supplements, Change 0878 | 1. In order to correct the specific findings 09/06/202
SS=D | Order - NAC 449.2742 - Administration of stated in the Statement of Deficiencies, 0
medication: Responsibilities of failing to ensure medications were given as
administrator, caregiver and employees of prescribed to resident #3 and #4 the
facility. 5. An over-the-counter medication or medication for both resident #3 and #4 was
a dietary supplement may be given to a reviewed. Resident #3 medication of
resident only if the resident's physician has Ferrous Sulfate 325mg BID is discontinued.
approved the administration of the Resident #4 medication of Morphine
medication or supplement in writing or the 20mg/ml take 0.25ml by mouth Q4prn was
facility is ordered to do so by another listed on the MAR but was already
physician. The over-the-counter medication discontinued.
or dietary supplement must be administered 2. To ensure the deficient practice does not
in accordance with the written instructions recur, and the medication are given as
of the physician. The administration of over- prescribed, all medications listed on the
the-counter medications and dietary MARS will have current orders and all
supplements must be included in the record discontinued medications will have
required pursuant to paragraph (b) of discontinue orders and will be noted on the
subsection 1 of NAC 449.2744. 6. Except as MAR.
otherwise provided in this subsection, a 3. We will have weekly meetings in order to
medication prescribed by a physician must monitor and ensure the deficient practice of
be administered as prescribed by the failing to ensure medications were given as
physician. If a physician orders a change in prescribed to recur.
the amount or times medication is to be 4. The administrator will be responsible for
administered to a resident: (a) The ensuring the plan of correction is
caregiver responsible for assisting in the implemented. That all medications are
administration of the medication shall: (1) given as prescribed.
Comply with the order; (2) Indicate on the 5. The corrective action will be completed
container of the medication that a change September 6, 2020.
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
STATE FORM Event ID: NIPJ12 Facility ID: Page 4 of 8
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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.

Inspector Comments: Based on interview
and record review, the facility failed to
ensure medications were given as
prescribed for 2 of 8 residents (Resident #3
and #4). Findings include: Resident #3
Resident #3 was admitted on 01/13/20, with
diagnoses including diabetes. Resident #3's
Medication Administration Record (MAR)
documented Ferrous Sulfate 325 milligrams
(mg) take one tablet by mouth twice a day.
The medication was not documented as
given for the month of August 2020 and the
medication bottle had not been opened.
There was no physician's order or
discontinued order. On 08/25/20, the
caregiver did not know what was going on
with the resident's Ferrous Sulfate.
Resident #4 Resident #4 was admitted on
01/08/18, with diagnoses including
congestive heart failure and coronary artery
disease. Resident #4's MAR documented
Morphine 20 mg/milliliters (ml) take 0.25 ml
by mouth every four hours as needed for
pain and/or shortness of breath. The
medication was not on site. There was no
physician's order or discontinued order.
Severity: 2 Scope: 3
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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
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0920 | Medication: Storage - NAC 449.2748 0920 | 1. To correct the specific findings of failing 08/26/202
SS=F | Medication: Storage; duties upon discharge, to ensure the medication cabinet was 0
transfer and return of resident. (NRS locked and the keys being in the lock, all
449.0302) 1. Medication, including, without staff were notified and reminded that the
limitation, any over-the-counter medication, medication cabinet should be lock at all
stored at a residential facility must be stored times and the key should be with the
in a locked area that is cool and dry. The caregiver at all times.
caregivers employed by the facility shall 2. To ensure the deficient practice does not
ensure that any medication or medical or recur a caregiver will be assigned to have
diagnostic equipment that may be misused the key to the medication cabinet and all
or appropriated by a resident or any other staff working are to make sure the
unauthorized person is protected. medication cabinet is locked.
Medications for external use only must be 3. We will address this issue in the weekly
kept in a locked area separate from other staff meeting in order to monitor the the
medications. A resident who is capable of deficient practice of failing to ensure the
administering medication to himself or medication cabinet was locked and keys
herself without supervision may keep the being in the lock to recur.
resident ' s medication in his or her room if 4.The administrator will be responsible to
the medication is kept in a locked container ensuring the plan of correction is
for which the facility has been provided a implemented. That the medication cabinets
key. 2. Medication stored in a refrigerator, are locked and the keys are with the
including, without limitation, any over-the- assigned caregiver and not left in the lock.
counter medication, must be kept in a 5. The corrective action was completed on
locked box unless the refrigerator is locked August 26, 2020.
or is located in a locked room.
Inspector Comments: Based on observation
and interview, the facility failed to ensure
the medication cabinet was locked based
on the medication cabinet containing refills
was unlocked upon arrival and the
medication cart was unlocked with the keys
left in the lock. The caregiver acknowledged
the medication cabinet/cart were unlocked.
Severity: 2 Scope: 3
0923 | Medication: Storage - NAC 449.2748 0923
SS=D | 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.
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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.
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