
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
complaint investigation and Facility 
Reported incident (FRI) completed in your 
facility on 06/18/23, in accordance with 
Nevada Administrative Code (NAC) Chapter 
449, Residential Facility for Groups. The 
census at the time of the survey was 104. 
The sample size was six. There were one 
complaint and one Facility Reported 
Incident (FRI) investigated. The facility 
received a grade of A. Substantiated: 1. 
Complaint #NV00071070 was 
substantiated. (See Tag Y0357) 
Substantiated without deficiencies: 2. FRI 
#9910 was substantiated with no deficient 
practice. The investigation of the complaint 
and FRI included: Observation of grooming 
and physical appearance of residents, 
resident dining, laundry rooms, facility 
cleanliness and resident's bathrooms. 
Interviews were conducted with residents, 
Caregivers, the Maintenance Director, the 
Dining Service Director, and the 
Administrator. Record Review six of 
resident records, which included the 
residents of concern. Document Review of 
facility policies and procedures, 
maintenance requests, menus, grievance 
logs, and letters to residents from the 
facility. 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 deficiency was identified:
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0357
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Bathrooms and Toilet Facilities - NAC 
449.222 Bathrooms and toilet facilities; toilet 
articles. (NRS 449.0302) 7. Each resident 
must have his or her own toilet articles and 
must be provided with toilet paper, 
individual towels and washcloths. Paper 
towels may be used for hand towels. The 
towels and washcloths must be changed as 
often as is necessary to maintain 
cleanliness, but in no event less often than 
once each week. A soap dispenser may be 
used instead of individual bars of soap. 

Inspector Comments: Based on interview 
and document review the facility failed to 
provide residents with toilet paper. Findings 
include: Resident #1 (R1) On 06/18/24 in 
the morning, R1 verbalized the facility 
stopped providing toilet paper to the 
residents and was told they had to 
purchase their own toilet paper for their 
apartments. Resident #2 (R2) On 06/18/24 
in the morning, R2 verbalized the facility 
stopped providing toilet paper to the 
residents and was told they had to 
purchase their own toilet paper for their 
apartments. Resident #4 (R4) On 06/18/24 
in the morning, R4 verbalized the facility 
stopped providing toilet paper to the 
residents and was told they had to 
purchase their own toilet paper for their 
apartments. Resident #5 (R5) On 06/18/24 
in the morning, R5 verbalized they believed 
their family provides the toilet paper and 
didn't know if the facility would provide toilet 
paper or not. A letter dated 04/04/24 sent to 
residents and families stated the facility 
would only be stocking toilet paper in public 
restrooms and in the case of emergency 
only. The letter stated the change would go 
into affect on 04/15/24. On 06/18/24 in the 
afternoon, the Administrator acknowledged 
the facility stopped providing toilet paper to 
the residents in April of 2024 related to 
budget constraints. Severity: 1 Scope: 3

0357 1. The community has always had toilet 
paper if needed, going forward MD will have 
a few rolls left during housekeeping days, if 
needed by the resident. 
2. MD will return to purchasing toilet paper 
monthly from supplier.
3. ED to monitor purchasing application to 
ensure that toilet paper is being ordered.
4. ED and MD.
5. 08/13/2024
6. See attached.
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