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0000 | Initial Comments

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
re-grading, State Licensure survey, and
focused COVID-19 infection control survey
initiated at your facility on 08/25/20 and
finalized on on 08/25/20. This State
Licensure Survey was conducted in
accordance with Nevada Administrative
Code (NAC) Chapter 449, Residential
Facility for Groups. The facility is licensed
for ten Residential Facilities for Group beds
for elderly and disabled persons and/or
persons with chronic iliness, and/or persons
with Alzheimer's disease, Category Il
residents. The census at the time of the
survey was seven. Four resident 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 investigation,
actions or other claims for relief that may be
available to any party under applicable
federal, state or local laws. No deficiencies
were identified. The focused COVID-19
infection control survey included:
Observations: - Upon arrival, a caregiver
utilized an infrared thermometer to check
the inspector's temperature. The inspector
then required to sign in and answer
questions about having signs and
symptoms of COVID-19. - Staff were
observed wearing surgical style masks
throughout the facility. They were also
observed washing their hands before
donning gloves and assisting a resident. -
Inventory of personal protective equipment
(PPE) included: One box of 50 surgical style
masks, two plastic face shields, 13 surgical
gowns, and five boxes of 100 gloves. - The
facility had 10 bottles of 24 ounce hand
sanitizer available. Interview with
Administrator/Owner: The
Administrator/Owner reported: - No
residents or staff have had symptoms or a
positive COVID-19 test. Know one had
been tested. - All staff have been trained on
the use and donning and doffing of masks,
gloves, and gowns when needed. - The
facility has an empty room set aside should
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a resident test positive for COVID and a
sign would be placed on the door for
isolation. - The facility is cleaned and
sanitized at least three times a day and as
needed. - Residents are screened for
symptoms of COVID daily with temperature
checks and questions about signs and
symptoms of COVID. - All residents are
required to practice social distancing. Meals
are served either in the resident's room or
only two residents at a time in the dining
room. Residents sit six feet apart in
individual chairs when watching television in
the living room. - If caregivers become ill,
the owner and his wife are qualified
caregivers and they will fill take over the
duties of the sick caregiver. The facility has
five staff members. - The facility will call the
Office of Public Health Investigation and
Epidemiology, Healthcare Quality and
Compliance and Southern Nevada Health
District if a resident or staff become ill will
COVID. Documentation: - The facility is
following the State of Nevada DPBH
Recommended Infection Prevention and
Control Plans for Group Homes COVID-19
Best Practices. A copy was provided to the
inspector for review during the survey.

0826
SS=D

Tracheostomy or Open Wound - NAC
449.2734 Residents having tracheostomy or
open wound requiring treatment by medical
professional; residents having pressure or
stasis ulcers. (NRS 449.0302) 3. The
administrator of the facility shall ensure that
records of the care provided to a person
who has a pressure or stasis ulcer pursuant
to subsection 2 are maintained at the
facility. The records must include an
explanation of the cause of the pressure or
stasis ulcer.

0826

0830
SS=E

Exemption Requests - NAC 449.2736
Procedure to exempt certain residents from
restrictions. (NRS 449.0302) 1. The
administrator of a residential facility may
submit to the Division a written request for
permission to admit or retain a resident who
is prohibited from being admitted to a
residential facility or remaining as a resident
of the facility pursuant to NAC 449.271 to
449.2734, inclusive.
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Medical Care of Resident After lliness -
NAC 449.274 Medical care of resident after
illness, injury or accident; periodic physical
examination of resident; rejection of medical
care by resident; written records. (NRS
449.0302) 5. Before admission and each
year after admission, or more frequently if
there is a significant change in the physical
condition of a resident, the facility shall
obtain the results of a general physical
examination of the resident by his or her
physician. The resident must be cared for
pursuant to any instructions provided by the
resident ' s physician.

0859

0870
SS=F

Medication Administration-Accuracy &
Report - 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:
(a) Ensure that a physician, pharmacist or
registered nurse who does not have a
financial interest in the facility: (1) Reviews
for accuracy and appropriateness, at least
once every 6 months the regimen of drugs
taken by each resident of the facility,
including, without limitation, any over-the-
counter medications and dietary
supplements taken by a resident; and (2)
Provides a written report of that review to
the administrator of the facility. (b) Include a
copy of each report submitted to the
administrator pursuant to paragraph (a) in
the file maintained pursuant to NAC
449.2749 for the resident who is the subject
of the report. (c) Make and maintain a
report of any actions that are taken by the
caregivers employed by the facility in
response to a report submitted pursuant to
paragraph (a).
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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.
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Maintenance and Contents of Separate File
- NAC 449.2749 Maintenance and contents
of separate file for each resident;
confidentiality of information. (NRS
449.0302) 1. A separate file must be
maintained for each resident of a residential
facility and retained for at least 5 years after
he or she permanently leaves the facility.
The file must be kept locked in a place that
is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical
information and any other information
related to the resident, including, without
limitation: (e) Evidence of compliance with
the provisions of chapter 441A of NRS and
the regulations adopted pursuant thereto.

0936
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Alzheimer 's Care Standards for Safety -
NAC 449.2756 Residential facility which
provides care to persons with Alzheimer's
disease: Standards for safety; personnel
required; training for employees. (NRS
449.0302) 1. The administrator of a
residential facility which provides care to
persons with Alzheimer ' s disease shall
ensure that: (b) Operational alarms,
buzzers, horns or other audible devices
which are activated when a door is opened
are installed on all doors that may be used
to exit the facility.

0991

0994
SS=F

Alzheimer 's Care Standards for Safety -
NAC 449.2756 Residential facility which
provides care to persons with Alzheimer 's
disease: Standards for safety; personnel
required; training for employees. (NRS
449.0302) 1. The administrator of a
residential facility which provides care to
persons with Alzheimer ' s disease shall
ensure that: (e) Knives, matches, firearms,
tools and other items that could constitute a
danger to the residents of the facility are
inaccessible to the residents.
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Alzheimer 's Care Standards for Safety -
NAC 449.2756 Residential facility which
provides care to persons with Alzheimer's
disease: Standards for safety; personnel
required; training for employees. (NRS
449.0302) 1. The administrator of a
residential facility which provides care to
persons with Alzheimer ' s disease shall
ensure that: (g) All toxic substances are not
accessible to the residents of the facility.
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