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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
11/17/21, in accordance with Nevada
Administrative Code (NAC) Chapter 449,
Residential Facilities for Groups. The facility
is licensed for eight Residential Facility for
Group beds for the elderly and disabled
and/or persons with Alzheimer's, Category
Il residents. The census at the time of the
survey was eight. Eight resident files were
reviewed and two 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
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 deficiencies
were identified:

0000

0690
SS=F

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

0690

closet.

radiators, windows with

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

The spare tanks were put into a
wooden stand in Resident #2

Our new policy is to ensure that
all tangs are Placed the away
fromopen flames and any
sources of heat, including

directsunlight coming in, and

12/07/202
1
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herself with assistance. 2. The caregivers furnace air ducts/registers_ Heat
employed by a residential facility with a
resident who requires the use of oxygen can warm the o_xy_gentanks and
shall: (a) Monitor the ability of the resident cause them to ignite.
to operate the equipment in accordance Our procedures in the future will
with the orders of a physician; and (b) .
Ensure that: (1) The resident ' s physician be to: )
evaluates periodically the condition of the 1. Call the Durable Medical
resident which necessitates his or her use ; ;
of oxygen; (2) Signs which prohibit smoking Equipment Supplier and
and notify persons that oxygen is in use are ask for the storage ranks to
posted in areas of the facility in which secure the tanks. This is
oxygen is in use or is being stored; (3) ; ; ; ;
Persons do not smoke in those areas where included m_ their service.
smoking is prohibited; (4) All electrical 2. These cabinets are made
equipment is inspected for defects which with heavy-gauge metal to
may cause sparks; (5) All oxygen tanks kept
in the facility are secured in a stand or to a protect your tanks _from
wall; (6) The equipment used to administer damage or tampering and
oxygen is In gOOd workln_g _Cond_ltlon; (7) A to store Securely |n uprlght
portable unit for the administration of s
oxygen in the event of a power outage is p03|t|9n.
present in the facility at all imes when a 3. We will chose a safe
resident who requires oxygen is present in i i
the facility; and (8) The equipment used to location f(:)l’ storage. We will
administer oxygen is removed from the not store in a garage or
facility when it is no longer needed by the where flammable cleaners
resident, or materials are kept. We
Inspector Comments: Based on observation will choose a storage area
and interview, the facility failed to ensure 3 that is not near furnaces or
of 5 oxygen tanks were stored secured to
the wall or in a stand in Resident #7's heaters, stoves,
bedroom. Findings include: On 11/17/21, in flreplaces, vehicle trunks,
the morning, during a tour of the facility, five direct sunlight or electrical
oxygen tanks were stored in Resident #7's . t
bedroom. Three of the oxygen tanks were equipment. .
not secured. On 11/17/21, in the morning, 4. Checkthe cylinder for any
Employee #1 acknowledged t_he oxygen signs of damage to the tank
tanks were unsecured. Severity: 2 Scope: 3
or the valves. Make
certainthe valves are
turned off. Return any tank
with a problem
immediately.
5. We made a Policy and
Procedure for safe storage
of attached.
6. Itis the Responsibility of
STATE FORM Event ID: JT5Q11 Facility ID: Page 2 of 4
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House
Manager/Supervisor,
Personal Caregiver and/ or
the Administrator to ensure
that these policies and
procedures are followed.
0936 | Maintenance and Contents of Separate File 0936 12/03/202
SS=E | - NAC 449.2749 Maintenance and contents Resident#4 had a QuantiFERON | 1
of separate file for each resident; .
confidentiality of information. (NRS neg_atlve test on 12/03/2021 ar_]d
449.0302) 1. A separate file must be Resident #6 had a TB test April
maintained for each resident of a residential 3. 2021
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 The reS|der_'t checklist has _be?n
is resistant to fire and is protected against updated to include the expiration
unauthorized use. The file must contain all date of their TB test is checked
records, letters, assessments, medical X
information and any other information when the files are checked.
related to the resident, including, without
Iirr]nitatior): (e) E\/fidince 0f4a01r2plim<§swithd We will create a new resident
the provisions of chapter 0 an el ;
the regulations adopted pursuant thereto. admlsglon pa(_:kage with a
checklist and it will be reviewed
Inspector Comments: Based on record on admission and again on
review and interview, the facility failed to
ensure 2 of 8 residents met the Fhe4th d?y to en_sure that we are
requirements concerning tuberculosis (TB) in compliance with all
testing in accordance with Nevada regulations.
Administrative Code (NAC) 441A.
(Residents #4 and #6). Findings include: - .
Resident #4 (R4) R4 was admitted to the The Administrator will Che(:k the
facility on 08/31/21, with a diagnosis of files of every employee in the
Alzheimer's Disease. R4's file lacked month of December to ensure
documented evidence an initial two-step TB .
test was completed. Resident #6 (R6) R6 that all regulatlons and statues
wzas admitted to the facility on O|9/1|6/}(9,dwith are in compliance with the State
a diagnosis of Dementia. R6's file lacke
documented evidence an initial two-step TB of Nevada. T_he Owners _have
test was completed. On 11/17/21, in the placed a reminder on their
mOJnFLrég, fFTImplloyEed#é acknovvtle:jllgec;ldR4 telephone for November 30, and
an 's files lacked documented evidence o
initial two-step TB tests had been the ?dmmIStrator has placed a
completed. Severity: 2 Scope: 2 reminder on her phone for
December 17. Please note that
we do check the files ore often
throughout the year, however
these inspections are like the
STATE FORM Event ID: JT5Q11 Facility ID: Page 3 of 4
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Bureau as we come
unannounced.
Individual responsible: The
Administrator
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