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Initial Comments 0000

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
mandatory re-grading and a complaint
investigation State Licensure survey
conducted at your facility on 03/29/22. This
State Licensure Survey was conducted in
accordance with Nevada Administrative
Code (NAC) Chapter 449, Residential
Facility for Groups. The facility was licensed
for a total of 150 Residential Facility for
Group beds: 126 beds for elderly and
disabled persons and/or assisted living
services, Category Il residents and 24 beds
for persons with Alzheimer's disease,
Category Il Alzheimer's residents. The
census at the time of the survey was 96.
The facility received a grade of A. There
were three complaints investigated.
Complaint #NV00065913 with the following
allegations could not be substantiated due
to lack of evidence. Allegation #1, a resident
fell and was left on the floor by staff.
Allegation #2, a resident had rib pain for
eight days and was not taken to the
hospital. Allegation #3, a resident had
seizures induced by certain foods and the
facility did not accommodate the resident's
diet. The investigations into the allegations
included: Observation of the resident's
lunch time meal. An interview with the
resident of concern, a Medication
Technician/Care Partner, and the
Administrator. Review of the record for the
resident of concern included review of the
Emergency Department visit notes,
Physician office visit notes, dietary orders,
and results of food allergy tests. Review of
the facility policies for Therapeutic Diets and
Fall Response. Complaint #NV00065987
with the following allegations could not be
substantiated due to the lack of evidence.
Allegation #1, the facility staff did not bring a
resident to the dining room for meals.
Allegation #2, a resident wore the same
incontinence brief and clothing for 10 days.
Allegation #3, a resident was placed in time
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out by the facility for trying to leave when
the facility had a COVID-19 outbreak. The
investigation into the allegations included:
Observation of the resident of concern.
Interviews were conducted with the resident
of concern and the Administrator. Review of
the record for the resident of concern
included review of the activity of daily living
assessment. Complaint #NV00065991 with
the following allegations could not be
substantiated due to lack of evidence.
Allegation #1, care staff did not have a
resident's medical records when the
resident was admitted. Allegation #2, a
resident was not allowed to have visitors.
The investigation into the allegations
included: Observation of the visitation
process in the facility. Interviews were
conducted with the resident of concern, the
resident's representative, and the
Administrator. Review of the record for the
resident of concern included the admission
physical examination and admission
physician orders. Review of the facility
policy for Visitation During the COVID-19
Pandemic. 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 regulatory deficiency
was identified:

0050
SS=F

Administrator's Responsibilities - Oversight -
NAC 449.194 Responsibilities of
administrator. (NRS 449.0302) The
administrator of a residential facility shall: 1.
Provide oversight and direction for the
members of the staff of the facility as
necessary to ensure that residents receive
needed services and protective supervision
and that the facility is in compliance with the
requirements of NAC 449.156 to
449.27706, inclusive, and chapter 449 of
NRS.

0050
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Qualifications of Caregiver - Med Training -
NAC 449.196 Qualifications and training of
caregivers. (NRS 449.0302) 3. If a caregiver
assists a resident of a residential facility in
the administration of any medication,
including, without limitation, an over-the-
counter medication or dietary supplement,
the caregiver must: (a) Before assisting a
resident in the administration of a
medication, receive the training required
pursuant to paragraph (e) of subsection 6 of
NRS 449.0302, which must include at least
16 hours of training in the management of
medication consisting of not less than 12
hours of classroom training and not less
than 4 hours of practical training, and obtain
a certificate acknowledging the completion
of such training; (b) Receive annually at
least 8 hours of training in the management
of medication and provide the residential
facility with satisfactory evidence of the
content of the training and his or her
attendance at the training; (c) Complete the
training program developed by the
administrator of the residential facility
pursuant to paragraph (e) of subsection 1 of
NAC 449.2742; and (d) Annually pass an
examination relating to the management of
medication approved by the Bureau.

0072
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Deficiency/Plan of Correction - Event ID
JPIG11.
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Personnel File - TB Screening - NAC
449.200 Personnel files. 1. Except as
otherwise provided in subsection 2, a
separate personnel file must be kept for
each member of the staff of a facility and
must include: (d) The health certificates
required pursuant to chapter 441A of NAC
for the employee;

0102
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Health & Sanitation - Maintain Int/ext - NAC
449.209 Health and sanitation. (NRS
449.0302) 5. The administrator of a
residential facility shall ensure that the
premises are clean and that the interior,
exterior and landscaping of the facility are
well maintained.

0178
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in good working condition.

Kitchens- Equipment Works; Clean And
Sanitary - NAC 449.217 Kitchens; storage
of food; adequate supplies of food; permits;
inspections. (NRS 449.0302) 1. The
equipment in a kitchen of a residential
facility and the size of the kitchen must be
adequate for the number of residents in the
facility. The kitchen and the equipment must
be clean and must allow for the sanitary
preparation of food. The equipment must be

0250

Please refer to origina Statement of
Deficiency/Plan of Correction - Event ID
JPIG11.

0
2

3/29/202

0859
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resident ' s physician.

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

0859

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
JPIG11.
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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).

0870

Please refer to origina Statement of
Deficiency/Plan of Correction - Event ID
JPIG11.

03/29/202
2
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Medication Administration-Report Received
- NAC 449.2742 - Administration of
medication: Responsibilities of
administrator, caregiver and employees of
facility. 2. Within 72 hours after the
administrator of the facility receives a report
submitted pursuant to paragraph (a) of
subsection 1, a member of the staff of the
facility shall notify the resident's physician of
any concerns noted by the person who
submitted the report. The report must be
reviewed and initialed by the administrator.

0874
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Medication Administration - NRS 449.0302 -
NAC 449.2742 - Administration of
medication: Responsibilities of
administrator, caregiver and employees of
facility. (as amended by LCB File No. R109-
18) 4. Except as otherwise provided in this
subsection, a caregiver shall assist in the
administration of medication to a resident if
the resident needs the caregiver's
assistance. A caregiver may assist the
ultimate user of: (a) Controlled substances
or dangerous drugs only if the conditions
prescribed in subsection 6 of NRS 449.0302
are met. (b) Insulin using an auto-injection
device only if the conditions prescribed in
NRS 449.0304 and section 13 of this
regulation are met.

0876
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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.

0878
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Medication - Destruction - NAC 449.2742 -
Administration of medication:
Responsibilities of administrator, caregiver
and employees of facility. 9. If the
medication of a resident is discontinued, the
expiration date of the medication of a
resident has passed, or a resident who has
been discharged from the facility does not
claim the medication, an employee of a
residential facility shall destroy the
medication, by an acceptable method of
destruction, in the presence of a withess
and note the destruction of the medication
in the record maintained pursuant to NAC
449.2744,

0885

Please refer to origina Statement of
Deficiency/Plan of Correction - Event ID
JPIG11.

03/29/202

2

0923
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Medication: Storage - NAC 449.2748
Medication: Storage; duties upon discharge,
transfer and return of resident. (NRS
449.0302) 3. Medication, including, without
limitation, any over-the-counter medication
or dietary supplement, must be: (a) Plainly
labeled as to its contents, the name of the
resident for whom it is prescribed and the
name of the prescribing physician; and (b)
Kept in its original container until it is
administered.

0923

Please refer to origina Statement of
Deficiency/Plan of Correction - Event ID
JPIG11.

03/29/202
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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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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: (g) An evaluation of the resident '
s ability to perform the activities of daily
living and a brief description of any
assistance he or she needs to perform
those activities. The facility shall prepare
such an evaluation: (1) Upon the admission
of the resident; (2) Each time there is a
change in the mental or physical condition
of the resident that may significantly affect
his or her ability to perform the activities of
daily living; and (3) In any event, not less
than once each year.
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Alzheimer 's Care Standards for Safety - 0999 | 1) All Sanitation dispensers were removed 03/29/202

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.

Inspector Comments: Based on observation
and interview, the facility failed to ensure an
alcohol-based hand rub (ABHR) was not
accessible to 23 of 23 residents in the
secured memory care unit. Findings
include: On 03/29/22 at 9:25 AM, a wall
dispenser with ABHR was located on the
wall in the memory care dining room. There
were five residents seated at tables and
ambulating in the area near the dispenser.
On 03/29/22 at 9:27 AM, the Memory Care
Director confirmed the dispenser contained
ABHR and was accessible to all residents in
the secured unit. A Material Safety Data
Sheet, revised 01/26/11, for the ABHR
documented it may cause stomach distress
and nausea if ingested. Severity: 2 Scope: 3

the day of resurvey 3/29/2022.

2) Dispensers were removed so there is no
availability to put any sanitizer in the
dispensers, MCD, and staff have been
educated regarding this.
3)Housekeeping/Maintenance took the
dispensers down, so this will not occur in
the future.

4)Maintenance Director/Housekeeping
5)3/29/2022

6)photo attached of dispensers taken down.

(Exhibit 1)
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