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Initial Comments 0000

Inspector Comments: This Statement of
Deficiencies was generated as a result of
an annual state licensure and infection
control survey conducted at your facility on
10/21/21, 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 mental illness
and/or persons with chronic illness,
Category Il residents. The census at the
time of the survey was nine. Nine resident
files were reviewed and five employee files
were reviewed. The facility received a grade
of A. The facility was provided guidance on
the requirements of NRS 449.101 -
Discrimination prohibited; development of
non-discrimination policy; posting of
nondiscrimination statement and certain
other information, NRS 449.102 - Duties of
licensed facility to protect privacy of patient
or resident, and LCB File No. R016-20 -
Cultural competency training; complaint
policy; development of gender
identity/expression policy; designated
person responsible for compliance with
these regulations. Failure to comply with
NRS 449.101, NRS 449.102 and LCB File
No. R016-20 may result in future
deficiencies. 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:
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0178 | Health & Sanitation - Maintain Int/ext - NAC 0178 | Owner and Administrator held an urgent 10/25/202
449.209 Health and sanitation. (NRS meeting in regards to home safety 1
449.0302) 5. The administrator of a 10/21/2021, at 1:00 p.m. At this meeting,
residential facility shall ensure that the The East side yard wall is leaning and can
premises are clean and that the interior, be hazardous to the employees and
exterior and landscaping of the facility are resident. Thus, the owner and administrator
well maintained. decided to remove the roof that causes the

leaning of the wall and maintained the wall
Inspector Comments: Based on observation durability. Please see the attached pictures
and interview, the facility failed to ensure for your reference. Administrator is the
the exterior of the facility was well responsible person to ensure all the plan of
maintained. Findings include: On 10/21/21 correction was implemented to prevent any
in the morning, the following was observed: future issues. Corrective action was done
The east side wall separating the rear yard and completed 10/21/2021.
from the east side yard was listing (leaning)
which created a hazard for the employees
and the residents. The top of the wall was
leaning to the extent of creating an
overhang of approximately seven inches
from the base of the wall. On 10/21/21 in
the morning the Owner acknowledged the
east side yard wall was leaning and created
a hazard for employees and residents.
Severity: 2 Scope: 3
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