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0000 | Initial Comments 0000

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
complaint investigation completed at your
facility on 12/13/22, in accordance with
Nevada Administrative Code (NAC) Chapter
449, Residential Facility for Groups. The
census at the time of the survey was 10.
The sample size was six. Six resident files
were reviewed. The facility received a grade
of A. There were two complaints
investigated. Complaint #NV00067128 with
two allegations was unsubstantiated.
Allegation #1, residents are not provided
ample amounts of food was
unsubstantiated based on observation of
lunch time meal service and food on hand
which was sufficient for each resident and
interviews with a caregiver, the
Administrator and five residents who
indicated meals were sufficient and snacks
were available in between meal times.
Review of facility menu documented three
meals of sufficient food and snacks were
provided daily. Allegation #2. A resident
passed away due to starvation was
unsubstantiated based on observation of no
residents appearing malnourished,
interviews with a caregiver, the
Administrator and five residents who
indicated meals were sufficient and snacks
were available in between meal times and
review of medical record and hospice
record which documented resident of
concern passed away due to natural
progression of disease and comorbidities.
Complaint #NV00067529 with two
allegations was unsubstantiated. Allegation
#1, family members were not notified of a
resident change of condition was
unsubstantiated based on interview with the
Administrator who indicated a family
member of the resident of concern was
notified as soon as injury was discovered
and review of Series Occurrence Report
which documented family was notified
following a fall with injuries. Allegation #2, a
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resident had a fall with injury and was not
seen by a doctor for three days was
unsubstantiated based on interview with a
caregiver and the Administrator who
indicated the resident of concern was
transported by emergency services to the
hospital as soon as an injury after a fall was
discovered and record review which
documented resident was assessed by
staff, the family was notified and the
resident was subsequently transported to
the hospital within 24 hours of the fall.
Investigation into the allegation included:
Observation of lunch time meal service,
residents appearance and food supplies on
hand. Interviews with a caregiver, the
Administrator and five residents. Record
review including physical exams, nursing
notes, hospice records, orthopedic notes
and physicians notes for six residents,
including the residents of concern.
Document review of incident reports. 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 regulatory deficiencies.
Maintain a copy for your records.
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