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Inspector Comments: This Statement of
Deficiencies was generated as a result of
an annual State Licensure survey
conducted in your facility on August 15,
2019. This State survey was conducted by
the Division of Public and Behavioral Health
in accordance with NAC 449, Residential
Facilities for Groups. The facility is licensed
for eight Residential Facility for Group beds
for elderly and disabled persons and/or
persons with chronic iliness, mental iliness,
or intellectual disabilities, three Category |
residents, and five Category |l residents.
The census at the time of the survey was
six. Six resident files 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. The following regulatory deficiency
was identified:

0690 | Residents Requiring Use of Oxygen - NAC 0690 | 1. Training was given to the Caregivers on 08/15/201

SS=F | 449.2712 Residents requiring use of how to properly store oxygen tanks. Oxygen| 9
oxygen. (NRS 449.0302) 1. A person who tanks should be secured in the rack when
requires the use of oxygen must not be delivered to the facility.
admitted to a residential facility or be 2. We will store the oxygen tank properly by
permitted to remain as a resident of a placing them secured in the rack once
residential facility unless he or she: (a) Is delivered to the facility,
mentally and physically capable of 3. Oxygen tank will be checked every month
operating the equipment that provides the or after delivery of Oxygen tank to ensure
oxygen; or (b) Is capable of: (1) Determining proper storage.
his or her need for oxygen; and (2) 4. Administrator will do the routine check.
Administering the oxygen to himself or 5. The 5 oxygen tanks were properly
herself with assistance. 2. The caregivers secured in the rack during the survey on
employed by a residential facility with a 08/15/2019.
resident who requires the use of oxygen 6. Please see attached photo of the oxygen
shall: (a) Monitor the ability of the resident tanks in the rack.

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)

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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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.

Inspector Comments: Based on observation
and interview, the facility failed to ensure
oxygen tanks were secured. Findings
include: On 08/15/19 at 10:04 AM, during a
tour of the facility, there were five
unsecured oxygen tanks stored in the walk-
in closet of room #1. On 08/15/19 at 10:05
AM, Employee #2 confirmed the oxygen
tanks were unsecured in room 1 and
verbalized the oxygen tanks were to be kept
in a rack because they could be dangerous
if knocked over. Severity: 2 Scope: 2
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