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Initial Comments 0000

Inspector Comments: This Statement of
Deficiencies was generated as a result of
an annual State Licensure survey
conducted in your facility on 11/19/19. This
State Licensure survey was conducted in
accordance with NAC 449, Residential
Facilities for Groups. The facility is licensed
for six Residential Facility for persons with
Alzheimer's disease, Category Il residents.
The census at the time of the survey was
six. Six resident files were reviewed and six
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 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:

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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0051 | Administrator's Responsiblities - 0051 11/19/201
SS=F | Designation - NAC 449.194 Responsibilities 1. Administrator does not need a 9
of administrator. (NRS 449.0302) The designee assigned since she is
administrator of a residential facility shall: 2. available for communication,
Designate one or more employees to be in administrative job and on call at all
charge of the facility during those times times. Administrator was not on leave
when the administrator is absent. Except as of absence during the survey and the
otherwise provided in this subsection, caregiver on duty was able to assist the
employees designated to be in charge of inspector with files needed for review
the facility when the administrator is absent The care of the residents was not
must have access to all areas of and compromised
records kept at the facility. Confidential
information may be removed from the files 2. Facility owner will continue to monitor
to which the employees in charge of the operations of facility with the
facility have access if the confidential administrator.
information is maintained by the
administrator. The administrator or an 3. Administrator will be posting a sign for
employee who is designated to be in charge employee in charge when she is not
of the facility pursuant to this subsection available for any administrative
shall be present at the facility at all times. functions and will not be able to go to
The name of the employee in charge of the facility on scheduled day of work due to
facility pursuant to this subsection must be leave. Administrator has posted a sign
posted in a public place within the facility in the facility when she went on leave
during all times that the employee is in during May 27- June 8, 2019
charge. Attachment #1 & 2
Inspector Comments: Based on observation 4.  Facility owner and administrator will
and interview, the facility failed to designate be responsible for monitoring
in writing one or more employee to be in
charge of the facility during the 5. Current practice. Nov 19, 2019.
Administrator's absence. The Administrator
was not present at the facility. There was no
evidence of a written posted designation of
the employee in charge during the
Administrator's absence. Severity: 2 Scope:
3 This is a repeat deficiency from the
complaint investigation from 3/26/19.
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