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Initial Comments 0000

Inspector Comments: This Statement of
Deficiencies was generated as a result of
an annual state licensure survey initiated at
your facility on 11/06/19, in accordance with
Nevada Administrative Code (NAC) Chapter
449, Residential Facility for Groups. The
facility was licensed for ten Residential
Facility for Group beds for elderly and
disabled persons and/or persons with
Alzheimer's Disease, Category Il residents.
The census at the time of the survey was
three. Three resident files were reviewed
and four 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 deficiency was
identified:

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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0920 | Medication: Storage - NAC 449.2748 0920 | 1. Medication Lorazepam was ordered on 11/08/201
SS=D | Medication: Storage; duties upon discharge, 11/6/2019 and received on 11/7/2019 to 9
transfer and return of resident. (NRS replace the bottle of lorazepam that had
449.0302) 1. Medication, including, without not been stored properly. The new
limitation, any over-the-counter medication, medication was immediately logged in and
stored at a residential facility must be stored noted on the MAR and place in the lock box
in a locked area that is cool and dry. The in the refrigerator. The old bottle of
caregivers employed by the facility shall lorazepam was removed from the
ensure that any medication or medical or medication cabinet and destroyed properly.
diagnostic equipment that may be misused Attachmen 2. An in service was
or appropriated by a resident or any other conducted on 11/7/2019 with current
unauthorized person is protected. employees regardinging the proper storage
Medications for external use only must be of all medications and the importance of
kept in a locked area separate from other checking medications immediately upon
medications. A resident who is capable of receipt for any special instructions including
administering medication to himself or storage directions. Attachment 3.
herself without supervision may keep the Medications will be check weekly and when
resident ' s medication in his or her room if received to ensure that special instructionst
the medication is kept in a locked container are followed and that the MAR has been
for which the facility has been provided a documented to reflect the instructions.
key. 2. Medication stored in a refrigerator, . 4.
including, without limitation, any over-the- The administrator will monitor for
counter medication, must be kept in a compliance. 5. 11/7/2019.
locked box unless the refrigerator is locked
or is located in a locked room.
Inspector Comments: Based on
observation, interview and record review
the facility failed to ensure a medication
(Lorazepam) was refrigerated per the label
instructions for 1 of 3 residents (Resident
#1). Severity: 2 Scope: 1
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