
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of 
State Licensure regrading survey and a 
complaint survey conducted at your facility 
on 12/23/2024. 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 II residents and 24 beds 
for persons with Alzheimer's disease, 
Category II Alzheimer's residents. The 
census at the time of the survey was 100. 
Fifteen resident files were reviewed. The 
facility received a grade of A. There was 
one complaint investigated. Complaint 
#NV00072957 with the following allegations 
could not be substantiated due to a lack of 
evidence. Allegation #1: Residents were 
required to elect to be on hospice in order 
to admit to the facility. Allegation #2: 
Hospice services were not being provided 
and prescribed. Allegation #3: Medication 
Technicians were messing up resident 
medications. The investigation into the 
allegations included: Observation of 
hospice nurses providing care to residents 
and medication administration to residents 
by Medication Aides. Interviews were 
conducted with residents, three Medication 
Aides, the Health and Wellness Director 
and the Executive Director. Document 
review included physician's orders, hospice 
orders, history and physicals, hospice plan 
of care, hospice documentation provided 
with each visit to a resident, activities of 
daily living, pharmacy reviews, notification 
to a physician related to missed 
medications or refusal of medications, and 
the admission packet. Policy review 
included Resident Rights. The findings and 
conclusions of any investigation by the 
Division of Public and Behavioral Health 
shall not be construed as prohibiting any 
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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 
deficiencies were identified:

0250
SS= F

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 
in good working condition. 

Inspector Comments: Based on observation 
and interview, the facility failed to ensure 
cleaning agent used to clean the kitchen 
contained sanitizer to ensure proper 
cleaning of surface areas used to prepare 
food. This deficient practice in the kitchen 
where food was prepared and stored had 
the potential to affect the entire census. 
Findings include: On 12/23/2024 at 9:52 
AM, test strips, located in the kitchen were 
used to test the sanitizing agent used in the 
three compartment sink. Once the strip was 
placed under the sanitizing agent, the strip 
read at 400 parts per million (ppm). An 
infographic mounted to the wall behind the 
three compartment sink documented a 
picture of the test strips required to test the 
quat sanitizer. The strips were a light 
orange color and the color range for testing 
was orange, indicating 0 parts per million 
(ppm) to brown, to teal, indicating 500 ppm. 
The efficacy range for sanitation was 140-
400 ppm and the color range was shown to 
be brown to dark teal. On 12/23/2024 at 
9:57 AM, there was a box of Keystone 
Surface Cleaner Sanitizer bottles located on 
a shelf in the kitchen. The Dining Director 
verbalized the bottles were used to sanitize 
all kitchen surfaces when soiled and 
proceeded to open a new bottle of the 
surface cleaner. The sanitizer was taken to 

0250 1) quat sanitizer, has been put in red 
buckets, and used for surface cleaning.
2) spray has been replaced with quat 
buckets, and sanitizer, spray has been 
labeled for dining table use only.
3) Dining Service Director, has trained his 
staff and will continue to monitor, quat sink 
and bucket testing.
4) Dining Service Director
5) 12/23/2024
6) N/A
7) N/A

12/23/202
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the sink and was sprayed on the same test 
strips used to determine the sanitizing level 
in the three compartment sink. Once the 
sanitizer was sprayed on the test strip, the 
test strip remained an orange color, 
indicating no sanitizing agent in the cleaner. 
A new test strip was obtained and was 
sprayed with the sanitizing agent, and 
remained an orange color indicating no 
sanitizing agent in the cleaner. On 
12/23/2024 at 9:57 AM, the Dining Director 
confirmed the sanitizing cleaner the facility 
was using to clean all surfaces in the 
kitchen did not contain any sanitizer. The 
Dining Director explained the facility was 
not utilizing the Quaternary Ammonium 
Cation (quat) buckets in the kitchen. 
Previously, the quat buckets were filled with 
the sanitizing agent from the three 
compartment sink, and used to sanitize the 
surface areas in the kitchen and verbalized 
the kitchen needed to use the quat buckets 
to ensure proper disinfecting and sanitizing 
of the kitchen surfaces. Severity: 2 Scope: 3
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0690
SS= D

Residents Requiring Use of Oxygen - NAC 
449.2712 Residents requiring use of 
oxygen. (NRS 449.0302) 1. A person who 
requires the use of oxygen must not be 
admitted to a residential facility or be 
permitted to remain as a resident of a 
residential facility unless he or she: (a) Is 
mentally and physically capable of 
operating the equipment that provides the 
oxygen; or (b) Is capable of: (1) 
Determining his or her need for oxygen; and 
(2) Administering the oxygen to himself or 
herself with assistance. 2. The caregivers 
employed by a residential facility with a 
resident who requires the use of oxygen 
shall: (a) Monitor the ability of the resident 
to operate the equipment in accordance 
with the orders of a physician; and (b) 
Ensure that: (1) The resident ' s physician 
evaluates periodically the condition of the 
resident which necessitates his or her use 
of oxygen; (2) Signs which prohibit smoking 
and notify persons that oxygen is in use are 
posted in areas of the facility in which 
oxygen is in use or is being stored; (3) 
Persons do not smoke in those areas where 
smoking is prohibited; (4) All electrical 
equipment is inspected for defects which 
may cause sparks; (5) All oxygen tanks kept 
in the facility are secured in a stand or to a 
wall; (6) The equipment used to administer 
oxygen is in good working condition; (7) A 
portable unit for the administration of 
oxygen in the event of a power outage is 
present in the facility at all times when a 
resident who requires oxygen is present in 
the facility; and (8) The equipment used to 
administer oxygen is removed from the 
facility when it is no longer needed by the 
resident. 

0690 completed 09/19/202
4
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0859
SS= D

Medical Care of Resident After Illness - 
NAC 449.274 and R043-22 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 a qualified provider of health 
care in accordance with NRS 449.1845. 
The resident must be cared for pursuant to 
any instructions provided by the qualified 
provider of health care. 

0859 completed 09/19/202
4

0874
SS= D

Medication Administration-Report Received 
- NAC 449.2742 and R043-22 - 
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, physician assistant or 
advanced practice registered nurse of any 
concerns noted by the person who 
submitted the report. The report must be 
reviewed and initialed by the administrator. 

0874 completed 09/19/202
4

0876
SS= E

Medication Administration - NRS 449.0302 - 
NAC 449.2742 - Administration of 
medication: Responsibilities of 
administrator, caregiver and employees of 
facility. 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 NAC 
449.1985 are met. 

0876 completed 09/19/202
4

0878 Medication/OTCS, Supplements, Change 0878 completed  09/19/202
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SS= D Order - NAC 449.2742 and R043-22 - 
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 , physician assistant or 
advanced practice registered nurse has 
approved the administration of the 
medication or supplement in writing or the 
facility is ordered to do so by another 
physician, physician assistant or advanced 
practice registered nurse. The over-the-
counter medication or dietary supplement 
must be administered in accordance with 
the written instructions of the physician, 
physician assistant or advanced practice 
registered nurse. 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, 
physician assistant or advanced practice 
registered nurse must be administered as 
prescribed by the physician, physician 
assistant or advanced practice registered 
nurse. If a physician, physician assistant or 
advanced practice registered nurse 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 (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, 
physician assistant or advanced practice 
registered nurse 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 

4
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written by a physician, physician assistant 
or advanced practice registered nurse, a 
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. 

0883
SS= D

Medication - Resident Refusal - NAC 
449.2742 and R043-22 - Administration of 
medication: Responsibilities of 
administrator, caregiver and employees of 
facility. 7. If a resident refuses, or otherwise 
misses, an administration of medication, a 
physician, physician assistant or advanced 
practice registered nurse must be notified 
within 12 hours after the dose is refused or 
missed. 

0883 completed 09/20/202
4
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0895
SS= D

Administration of Medication Maintenance - 
NAC 449.2744 and R043-22 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; (4) Instructions for 
administering the medication to the resident 
that reflect each current order or 
prescription of the resident's physician, 
physician assistant or advanced practice 
registered nurse, including, without 
limitation, whether the medication is to be 
administered according to a routine 
schedule or as needed; (5) Any change in 
an order or prescription of a resident ' s 
physician, physician assistant or advanced 
practice registered nurse,including, without 
limitation, the discontinuation of the 
medication; (6) Any time when the resident 
is out of the facility; and (7) Any mistakes 
made in the administration of medication. 

0895 completed 09/20/202
4
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0920
SS= D

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 completed 09/19/202
4

0994
SS= D

Alzheimer 's Care Standards for Safety - 
NAC 449.2756 and R043-22 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 or other 
forms of dementia who meet the criteria 
prescribed in paragraph (a) of subsection 2 
of NRS 449.1845 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 completed 09/19/202
4

1700
SS= D

Annual Assessment of History of Each 
Resident - NRS 449.1845 Administrator of 
residential facility for groups to conduct 
annual assessment of history of each 
resident and cause provider of health care 
to conduct certain examinations and 
assessments; placement based on 

1700 completed 09/19/202
4
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assessment. 1. The administrator of a 
residential facility for groups shall: (a) 
Annually cause a qualified provider of 
health care to conduct a physical 
examination of each resident of the facility; 
(b) Annually conduct an assessment of the 
history of each resident of the facility, which 
must include, without limitation, an 
assessment of the condition and daily 
activities of the resident during the 
immediately preceding year; and (c) Cause 
a qualified provider of health care to 
conduct an assessment of the condition and 
needs of a resident of the facility to 
determine whether the resident meets the 
criteria prescribed in paragraph (a) of 
subsection 2: (1) Upon admission of the 
resident to the facility; and (2) If a physical 
examination, assessment of the history of 
the resident or the observations of the 
administrator or staff of the facility, the 
family of the resident or another person who 
has a relationship with the resident indicate 
that: (I) The resident may meet those 
criteria; or (II) The condition of the resident 
has significantly changed. 2. If, as a result 
of an assessment conducted pursuant to 
paragraph (c) of subsection 1, the provider 
of health care determines that the resident: 
(a) Suffers from dementia to an extent that 
the resident may be a danger to himself or 
herself or others if the resident is not placed 
in a secure unit or a facility that assigns not 
less than one staff member for every six 
residents, any residential facility for groups 
in which the resident is placed must meet 
the requirements prescribed by the Board 
pursuant to subsection 2 of NRS 449.0302 
for the licensing and operation of residential 
facilities for groups which provide care to 
persons with Alzheimer's disease or other 
severe dementia. (b) Does not suffer from 
dementia as described in paragraph (a), the 
resident may be placed in any residential 
facility for groups. 3. As used in this section, 
"provider of health care" has the meaning 
ascribed to it in NRS 629.031. (Added to 
NRS by 2019, 2594) 
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