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0000 | Initial Comments 0000

Inspector Comments: This Statement of
Deficiencies was generated as a result of
an annual State Licensure survey
conducted at your facility on 02/24/2025, in
accordance with Nevada Administrative
Code (NAC) Chapter 449, Residential
Facility for Groups. The facility is licensed
for 10 Residential Facility for Group beds for
elderly and disabled persons and/or
Alzheimer's disease, Category Il residents.
The census at the time of the survey was
ten. Ten resident files and four 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 deficiencies
were identified:

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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0876 | Medication Administration - NRS 449.0302 - 0876 | Resident #1 is taking 2 medications: | 03/15/202
SS=D | NAC 449.2742 - Administration of Hydralazine 10 MG and Amlodlplne 5
medication: Responsibilities of s .
administrator, caregiver and employees of 10 MG with instructions of
facility. 4. Except as otherwise provided in monitoring the blood pressure of
this subsection, a caregiver shall assist in such resident. Please be informed
the administration of medication to a that such orders have been stopped
resident if the resident needs the . ..
caregiver's assistance. A caregiver may by Resident #1 physician. A new
assist the ultimate user of: (a) Controlled prescription for Hydralazine 10 MG
substances or dangerous drugs only if the was given to Resident # to be taken
conditions prescribed in subsection 6 of ;
NRS 449.0302 are met. (b) Insulin using an one ta.ble.'t twice a day'. A new
auto-injection device only if the conditions prescrlptlon for AmIOd!pme 10 MG
prescribed in NRS 449.0304 and NAC is to be taken once daily. | have a
449.1985 are met. meeting with the manager and
, . . caregivers to make sure that no
Inspector Comments: Based on interview i . .
and record review the facility failed to me.d'cat'on will be glven to_ any L.
ensure a medication did not have range residents that requires their decision
orders for 1 of 10 residents (Resident #1) to give it or not. The administrator
Findings include: Resident #1 (R1) R1 was ] i
admitted to the facility on 01/09/2025 with of and _mar]lcager Wllll.be in charge to
diagnosis of dementia. A physician's order monitor for compliance.
dated 01/03/2025 documented Amlodipine
10 milligrams (mg) take one tablet daily,
hold if Systolic Blood Pressure (SBP) was
less than 110 or heart rate was less than
60. A physician's order dated 01/03/2025
documented Hydralazine 10 milligrams (mg)
take two tablets daily hold if SBP was less
than 110. There was no documented
evidence in the medical record of blood
pressure monitoring for R1. On 02/24/2025
at 11:17 AM, the House Manager indicated
they were unaware of the order for blood
pressure monitoring for R1 and confirmed
blood pressures and heart rates were not
taken prior to administration of medications.
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