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Initial Comments

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
grading resurvey State Licensure survey
conducted at your facility on 10/07/2024.
This survey was conducted by the Division
of Public and Behavioral Health in
accordance with NAC 449, Residential
Facility for Groups. The facility is licensed
for 74 Residential Facility for Group beds for
elderly or disabled persons and provides
assisted living services, Category I
residents. The census at the time of survey
was 40. Six resident 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
investigations, 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

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 originalStatement of
Deficiency/Plan of Correction - Event ID
062Y11.

03/31/202
4

1700
SS=D

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

1700

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
062Y11.

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.

04/30/202
4
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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
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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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
062Y11.
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0859 | Medical Care of Resident After lliness - 0859 | Please refer to original Statement of 04/30/202
SS=D | NAC 449.274 and R043-22 Medical care of Deficiency/Plan of Correction - Event ID 4
resident after illness, injury or accident; 062Y11.
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.
0874 | Medication Administration-Report Received 0874 | Please refer to original Statement of 08/31/202
SS=C | - NAC 449.2742 and R043-22 - Deficiency/Plan of Correction - Event ID 4
Administration of medication: 062Y11.
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.
0878 | Medication/OTCS, Supplements, Change 0878 | 1. The resident's physician was asked to 10/16/202
SS=D | Order - NAC 449.2742 and R043-22 - clarify orders. Resident was seen by 4
Administration of medication: primary care physician and orders were
Responsibilities of administrator, caregiver clarified. The medication in question was
and employees of facility. 5. An over-the- discontinued.
counter medication or a dietary supplement 2. Routine monthly cart audits will be
may be given to a resident only if the completed to ensure compliance standard
resident's physician , physician assistant or for order reconciliation to medication.
advanced practice registered nurse has 3. Completed audits will be monitored by
approved the administration of the the Health and Wellness Director.
medication or supplement in writing or the 4. Medication Technicians and Resident
facility is ordered to do so by another Care Coordinator with monitoring by the
physician, physician assistant or advanced Health and Wellness Director
practice registered nurse. The over-the- 5. Medication orders within compliance
counter medication or dietary supplement 10/16/24.
must be administered in accordance with 6. Attached current med list.
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
STATE FORM Event ID: 062Y12 Facility ID: Page 4 of 8
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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.

Inspector Comments: Based on
observation, interview, and record review,
the facility failed to ensure a medication
change label was affixed to a resident's
medication containers for 1 of 6 sampled
residents (Resident #4). Findings include:
Resident #4 Resident #4 was admitted to
the facility on 07/31/2024, with diagnoses
including chronic obstructive pulmonary
disease, congestive heart failure and type I
diabetes. Resident #4's October 2024
Medication Administration Record (MAR)
documented Bupropion XL 150 milligram
(mg) tablet, take one table by mouth every
day for anxiety/depression. A physician's
order dated 07/01//2024, documented
Bupropion XL 150 mg tablet, take one table

STATE FORM Event ID: 062Y12 Facility ID:
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by mouth every day for anxiety/depression.
The medication on-site documented
Bupropion XL 150 mg tablet, take one table
by mouth for seven days. The medication
lacked a change order indicating the
medication no longer had an end date. On
10/07/2024 at 11:35 AM, the Health and
Wellness Director confirmed the medication
lacked a change order sticker on the
medication to indicate the medication no
longer had an end date for Burpropion.
Severity: 2 Scope:1

0885
SS=D

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

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
062Y11.

03/31/202

4

0895
SS=D

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

0895

1. The resident's physician was asked to
clarify orders. Resident was seen by
primary care physician and orders were
clarified. The medication in question was
discontinued.

2. Routine monthly cart audits will be
completed to ensure compliance standard
for order reconciliation to medication.

3. Completed audits will be monitored by
the Health and Wellness Director.

4. Medication Technicians and Resident
Care Coordinator with monitoring by the
Health and Wellness Director

5. Medication orders within compliance
10/16/24.

6. Attached current med list.

10/16/202

4
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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.

Inspector Comments: Based on
observation, interview and clinical record
review, the facility failed to ensure a
Medication Administration Record (MAR)
accurately reflected the correct medication
dosage and frequency to be administered to
a resident for 1 of 6 sampled residents
(Resident #4). Findings include: Resident
#4 Resident #4 was admitted to the facility
on 07/31/2024, with diagnoses including
chronic obstructive pulmonary disease,
congestive heart failure and type Il diabetes
Resident #4's Octobber 2024 MAR
documented the following: -Bupropion XL
150 milligram (mg) tablet, take one tablet by
mouth every day for anxiety/depression.
Resident #4's medication containers
documented the following: -Bupropion XL
150 mg tablet, take one table by mouth for
seven days. Resident #4's physician orders
dated 08/30/2024, documented the
following: -Bupropion XL 150 mg tablet,
take half a tablet by mouth every day for 14
days. On 10/07/2024 at 11:35 AM, the
Health and Wellness Director confirmed the
doses of the available Bupropion XL did not
match the dosage and/or frequency of the
medication as documented on the resident's
physician order. Severity: 2 Scope: 1
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Medication: Storage - NAC 449.2748
Medication: Storage; duties upon discharge,
transfer and return of resident. (NRS
449.0302) 1. Medication, including, without
limitation, any over-the-counter medication,
stored at a residential facility must be stored
in a locked area that is cool and dry. The
caregivers employed by the facility shall
ensure that any medication or medical or
diagnostic equipment that may be misused
or appropriated by a resident or any other
unauthorized person is protected.
Medications for external use only must be
kept in a locked area separate from other
medications. A resident who is capable of
administering medication to himself or
herself without supervision may keep the
resident ' s medication in his or her room if
the medication is kept in a locked container
for which the facility has been provided a
key. 2. Medication stored in a refrigerator,
including, without limitation, any over-the-
counter medication, must be kept in a
locked box unless the refrigerator is locked
or is located in a locked room.

0920 | Please refer to original Statement of
Deficiency/Plan of Correction - Event ID 4

062Y11.

04/15/202
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