
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
mandatory grading resurvey conducted in 
your facility on 08/03/23, in accordance with 
Nevada Administrative Code (NAC) Chapter 
449, Residential Facilities for Groups. The 
facility is licensed for ten beds for persons 
with Alzheimer Disease, Category II 
residents. The census at the time of survey 
was nine. Five 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 investigation, 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.

0000

0053
SS= F

Administrator's Responsibilities-Complete 
Rec - NAC 449.194 Responsibilities of 
administrator. (NRS 449.0302) The 
administrator of a residential facility shall: 4. 
Ensure that the records of the facility are 
complete and accurate. 

0053 08/03/202
3

0088
SS= D

Staffing Schedule - NAC 449.199 Staffing 
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 08/03/202
3

0106
SS= D

Personnel File - 1st Aid & CPR - NAC 
449.200 Personnel files 2. The personnel 
file for a caregiver of a residential facility 
must include, in addition to the information 
required pursuant to subsection 1: (a) A 
certificate stating that the caregiver is 
currently certified to perform first aid and 
cardiopulmonary resuscitation; 

Inspector Comments: Based on interview 
and record review, the facility failed to 
ensure 1 of 5 employees had recertification 
to perform Cardiopulmonary Resuscitation 

0106
Wehave developed a comprehensive 
employee checklist and partnered 
with othercompanies to streamline 
various onboarding process aspects 
for our employees.Here's a 
breakdown of the components:

1.    Employee Checklist: This is a list 
of requirementsthat new 
employees must complete before 

08/29/202
3
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(CPR) (Employee #4). Findings include: 
Employee #4 (E4) E4 was hired on 
08/28/2017 as a Caregiver. E4's employee 
file lacked documented evidence of 
recertification of CPR training. E4's last 
documented CPR card provided was 
initiated on 05/05/21. On 08/08/2023 in the 
afternoon, the Administrator sent a fax of 
E4's CPR card with an expiration date of 
05/05/23 acknowledging E4's file lacked 
documented evidence of CPR 
recertification. Severity: 2 Scope: 1

or shortly after starting 
theiremployment. It helps ensure 
that all necessary steps are taken 
to integrate thenew hires into the 
company smoothly and efficiently.

2.    Physical Examination: Requiring 
aphysical examination for new 
employees is a common practice, 
primarily because ofthe 
population we serve, where 
health and physical capabilities 
are essential.This step helps to 
ensure that employees are fit for 
the demands of theirroles.

3.    Tuberculosis Training: Given 
thecontagious nature of 
tuberculosis (TB), especially in 
healthcare orclose-contact 
settings, training employees 
about TB prevention, 
identification,and reporting is 
crucial for workplace safety and 
public health and that the newhire 
receives the testing before being 
allowed to work with are 
residents.

4.    Fingerprinting: Fingerprinting 
willbe processed at the same 
location where the employee has 
their physical and 
QuantiFERONtesting, this 
business also is approved to do 
the required background checks.  
One-stop shop.

5.    Collings Learning: This seems to 
be anonline training platform that 
you're using to deliver various 
training coursesto your 
employees. It's a convenient way 
to provide training content to 
yourworkforce, primarily if it 
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covers specific topics like for 
caregivers. Thismight include 
training related to caregiving 
skills, regulations, and 
bestpractices.

 

6.    Memory Care Training: This type 
oftraining is likely focused on 
providing care to individuals with 
memory-relateddisorders, such as 
dementia or Alzheimer's disease. 
Training employees in thisarea is 
crucial if your company deals with 
elderly or memory-
impairedindividuals. All staff are 
required to do approximately 13 
hours of memorytraining.

7.    Nevada E-learn Website: We use 
thisofficial website for the state of 
Nevada that hosts e-learning 
courses relatedto various 
subjects, including regulatory 
requirements or industry-
specifictraining.

8.    Flex-Ed: Flex-Ed appears tobe 
another online education platform 
that you're using for your training 
needs,specifically for Cultural 
Competency Training (CCT). 
Your approach ofpartnering with 
companies and utilizing online 
training resources showcases 
awell-rounded strategy to ensure 
that your employees are well-
prepared andcompliant with the 
necessary requirements. This 
approach also indicates thatyou 
value employee training, safety, 
and regulatory compliance. Keep 
in mindthat the success of this 
strategy will depend on the quality 
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of the trainingcontent, the ease of 
use of the platforms, and effective 
communication withyour 
employees throughout the 
process.

9.      It is the Administrator responsible 
to oversee this deficiency

 

0644
SS= F

Posting Requirements - 1. A person who 
operates a residential facility for groups 
shall: (a)?Post his or her license to operate 
the residential facility for groups; (b)?Post 
the rates for services provided by the 
residential facility for groups; and (c)?Post 
contact information for the administrator 
and the designated representative of the 
owner or operator of the facility, in a 
conspicuous place in the residential facility 
for groups. 

0644 08/03/202
3

0895
SS= D

Administration of Medication Maintenance - 
NAC 449.2744 Administration of 
medication: Maintenance and contents of 
logs and records. (NRS 449.0302) 1. The 
administrator of a residential facility that 
provides assistance to residents in the 
administration of medications shall 
maintain: (b) A record of the medication 
administered to each resident. The record 
must include: (1) The type of medication 
administered; (2) The date and time that the 
medication was administered; (3) The date 
and time that a resident refuses, or 
otherwise misses, an administration of 
medication; and (4) Instructions for 
administering the medication to the resident 
that reflect each current order or 
prescription of the resident ' s physician. 

0895 08/03/202
3
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0920
SS= F

Medication: Storage - NAC 449.2748 
Medication: Storage; duties upon discharge, 
transfer and return of resident. (NRS 
449.0302) 1. Medication, including, without 
limitation, any over-the-counter medication, 
stored at a residential facility must be stored 
in a locked area that is cool and dry. The 
caregivers employed by the facility shall 
ensure that any medication or medical or 
diagnostic equipment that may be misused 
or appropriated by a resident or any other 
unauthorized person is protected. 
Medications for external use only must be 
kept in a locked area separate from other 
medications. A resident who is capable of 
administering medication to himself or 
herself without supervision may keep the 
resident ' s medication in his or her room if 
the medication is kept in a locked container 
for which the facility has been provided a 
key. 2. Medication stored in a refrigerator, 
including, without limitation, any over-the-
counter medication, must be kept in a 
locked box unless the refrigerator is locked 
or is located in a locked room. 

0920 08/03/202
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0930
SS= F

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: (a) The full name, address, date 
of birth and social security number of the 
resident. (b) The address and telephone 
number of the resident ' s physician and the 
next of kin or guardian of the resident or 
any other person responsible for the 
resident. (c) A statement of the resident ' s 
allergies, if any, and any special diet or 
medication he or she requires. 

0930 08/03/202
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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. 

0994 08/03/202
3

0999
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: (g) All toxic substances are not 
accessible to the residents of the facility. 

0999 08/03/202
3
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