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Inspector Comments: This Statement of
Deficiencies was generated as a result of a
complaint investigation completed in your
facility on 10/12/22, in accordance with
Nevada Administrative Code (NAC) Chapter
449, Residential Facility for Groups. The
census at the time of the survey was eight.
The sample size was eight. The facility
received a grade of A. One complaint was
investigated. Complaint #NV00066938 with
six allegations was unsubstantiated.
Allegation #1 - The facility staff used
resident's narcotics for personal use was
unsubstantiated based on observation of
staff administering medications to residents
and not using resident's medications for
personal use. Interview with the staff of
concern verbalized staff never used
resident's medications for personal use.
The review of the Medication Administration
Record (MAR) documented all medications
were prescribed to residents and were
administered as prescribed. Allegation #2 -
The facility staff were falsifying and not
signing the MAR was unsubstantiated
based on review of the current MAR. The
MAR had all current staff signatures to
show medications were administered.
Interviews with staff who administered
medications confirmed there were no false
signatures on the MAR. Allegation #3 - The
facility failed to change soiled incontinent
pads was unsubstantiated based on no
odors of urine or feces were present in the
facility at the time of the investigation. The
facility had an adequate supply of
incontinent pads. Interviews with residents
who wore or did wear incontinent pads
reported no issues with being changed as
necessary. Staff reported to changing
residents regularly and as needed.
Allegation #4 - The facility overmedicated
residents at night was unsubstantiated
based on observation of resident's condition
and alertness. Residents reported
medications were administered as
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
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prescribed. The MAR did not document
additional medications, including narcotics
were administered at night. Allegation #5 -
The facility staff were physically abusive to
residents was unsubstantiated based on
observation of staff interactions with
residents. Residents showed no signs of
physical abuse such as bruising, and
residents and staff reported to not being
aware of any physical abuse at the facility.
Allegation #6 - The facility staff did not have
current Cardiopulmonary Resuscitation
(CPR) was unsubstantiated based all staff
had current CPR cards through an
accredited business. The investigation into
the allegations included: Observations of
staff interactions with residents in regard to
temperament. Residents were alert and
oriented and showed no signs of being
overmedicated. Interviews with a
Medication Technician, the owner, the
residents, and a family member of a
resident. Record review of staff, Medication
Administration Record and resident files. No
regulatory deficiencies were identified. No
further action necessary. Please retain a
copy for your records.
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