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Initial Comments

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
State Licensure re-grading survey
conducted at your facility on 10/19/20, by
the Division of Public and Behavioral Health
in accordance with NAC 449, Residential
Facility for Groups. The facility is licensed
for eight Residential Facility for Group beds
for elderly and disabled persons, persons
with mental iliness, persons with chronic
illness, and individuals with intellectual
disabilities Category Il residents. The
census at the time of survey was six
residents. Six resident files were reviewed
and five 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. There were no deficiencies
identified. No further action is necessary.
Please retain a copy of this report for your
records.

0000

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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0072 | Qualifications of Caregiver - Med Training -
SS=D | NAC 449.196 Qualifications and training of
caregivers. (NRS 449.0302) 3. If a caregiver
assists a resident of a residential facility in
the administration of any medication,
including, without limitation, an over-the-
counter medication or dietary supplement,
the caregiver must: (a) Before assisting a
resident in the administration of a
medication, receive the training required
pursuant to paragraph (e) of subsection 6 of
NRS 449.0302, which must include at least
16 hours of training in the management of
medication consisting of not less than 12
hours of classroom training and not less
than 4 hours of practical training, and obtain
a certificate acknowledging the completion
of such training; (b) Receive annually at
least 8 hours of training in the management
of medication and provide the residential
facility with satisfactory evidence of the
content of the training and his or her
attendance at the training; (c) Complete the
training program developed by the
administrator of the residential facility
pursuant to paragraph (e) of subsection 1 of
NAC 449.2742; and (d) Annually pass an
examination relating to the management of
medication approved by the Bureau.

0072 | Please refer to original Statement of
Deficiency/Plan of Correction. Event ID
H5FQ11

0088 | Staffing Schedule - NAC 449.199 Staffing
SS=E | requirements 4. The administrator of a
residential facility shall maintain monthly a
written schedule that includes the number
and type of members of the staff of the
facility assigned for each shift. The
schedule must be amended if any changes
are made to the schedule. The schedule
must be retained for at least 6 months after
the schedule expires.

0088 | Please refer to original Statement of
Deficiency/Plan of Correction. Event ID
H5FQ11

0178 | Health & Sanitation - Maintain Int/ext - NAC
SS=D | 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 | Please refer to original Statement of
Deficiency/Plan of Correction. Event ID
H5FQ11

STATE FORM Event ID: H5FQ12 Facility ID:
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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

Please refer to original Statement of
Deficiency/Plan of Correction. Event ID
H5FQ11

0872
SS=D

Medication Educ Initial/annual Administrator
- NAC 449.2742 -Administration of
medication: Responsibilities of
administrator, caregiver and employees of
facility. 1. The administrator of a residential
facility that provides assistance to residents
in the administration of medications shall: (f)
In his or her first year of employment as an
administrator of the residential facility,
receive, from a program approved by the
Bureau, at least 16 hours of training in the
management of medication consisting of
not less than 12 hours of classroom training
and not less than 4 hours of practical
training and obtain a certificate
acknowledging completion of such training.
(g) After receiving the initial training
required by paragraph (f), receive annually
at least 8 hours of training in the
management of medication and provide the
residential facility with satisfactory evidence
of the content of the training and his or her
attendance at the training. (h) Annually
pass an examination relating to the
management of medication approved by the
Bureau.

0872

Please refer to original Statement of
Deficiency/Plan of Correction. Event ID
H5FQ11
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Medication/OTCS, Supplements, Change
Order - NAC 449.2742 - Administration of
medication: Responsibilities of
administrator, caregiver and employees of
facility. 5. An over-the-counter medication
or a dietary supplement may be given to a
resident only if the resident's physician has
approved the administration of the
medication or supplement in writing or the
facility is ordered to do so by another
physician. The over-the-counter medication
or dietary supplement must be administered
in accordance with the written instructions
of the physician. The administration of over-
the-counter medications and dietary
supplements must be included in the record
required pursuant to paragraph (b) of
subsection 1 of NAC 449.2744. 6. Except
as otherwise provided in this subsection, a
medication prescribed by a physician must
be administered as prescribed by the
physician. If a physician 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 (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
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.

0878

Please refer to original Statement of
Deficiency/Plan of Correction. Event ID
H5FQ11
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Adults with Intellectual Disabilities - NAC
449.2762 Residential facility which offers or
provides care for adults with intellectual
disabilities or adults with related conditions:
Application for endorsement; training for
caregivers. (NRS 449.0302) 2. Within 60
days after being employed by a residential
facility for adults with intellectual disabilities,
a caregiver must receive not less than 4
hours of training related to the care of
persons with intellectual disabilities.

1006

Please refer to original Statement of
Deficiency/Plan of Correction. Event ID
H5FQ11

1011
SS=D

Care for Persons with Mental llinesses -
NAC 449.2764 Residential facility which
offers or provides care for persons with
mental illnesses: Application for
endorsement; training for employees. (NRS
449.0302) 2. A person who provides care
for a resident of a residential facility for
persons with mental illnesses shall, within
60 days after becoming employed at the
facility, attend not less than 8 hours of
training concerning care for residents who
are suffering from mental ilinesses.

1011

Please refer to original Statement of
Deficiency/Plan of Correction. Event ID
H5FQ11

1021
SS=D

Care for Persons with Chronic llinesses -
NAC 449.2766 Residential facility which
offers or provides care for persons with
chronic illnesses and debilitating diseases:
Application for endorsement; training for
employees. (NRS 449.0302) 2. Within 60
days after being employed by a residential
facility for persons with chronic illnesses, an
employee of the facility shall obtain at least
4 hours of in-service training relating to the
care provided to such persons and in the
actions necessary to control infections. 3.
Evidence of training received pursuant to
subsection 2 must be included in the
employee ' s personnel file.

1021

Please refer to original Statement of
Deficiency/Plan of Correction. Event ID
H5FQ11
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