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Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
complaint investigation completed at your 
facility on 09/14/22, in accordance with 
Nevada Administrative Code (NAC) Chapter 
449, Residential Facility for Groups. The 
census at the time of the survey was seven. 
The sample size was seven. The facility 
received a grade of A. One complaint was 
investigated. Complaint #66929 with three 
allegations was unsubstantiated. Allegation 
#1 - Residents were chemically restrained 
was unsubstantiated based on record 
review of the Medication Administration 
Record (MAR) revealed residents who were 
prescribed a controlled substance routinely 
had a diagnosis for use. The MAR 
documented residents who were prescribed 
a controlled substance on an as needed 
basis were not documented as given in the 
month of August and September 2022. 
Observation and record review revealed 5 
of 7 residents had a diagnosis of dementia 
and residents were confused and not able 
to be interviewed. Two residents, who were 
alert and oriented, were responsive to 
interview and did not appear over-
medicated. The Owner and Administrator 
indicated medications were not used to 
keep residents less active or unresponsive. 
The Caregiver reported residents were 
confused and not communicative at times 
due to their diagnoses of dementia. 
Allegation #2 - Residents were not allowed 
to get out of bed due to the risk of falling 
was unsubstantiated based on observation 
and record review revealed 4 of 7 residents 
were bedfast. The facility had submitted 
requests to the Bureau for bedfast 
exemptions due to the residents diagnoses 
and decline of their condition. Observation 
of two residents were sitting up in a 
wheelchair and indicated they were assisted 
by staff out of bed daily. One resident lying 
in bed reported being assisted by staff out 
of bed daily; however, chose to be in bed at 
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the time of the survey. The Caregiver, 
previous Administrator, and the Owner 
confirmed four residents were assisted out 
of bed daily. Allegation #3 - Residents were 
not allowed to go outside was 
unsubstantiated based on interview with 
two residents revealed they were allowed to 
go outside and staff did not deny them of 
going outside. The Owner and Caregiver 
reported residents were able to go outside 
at any time. At the time of the survey, there 
were no opportunities for observations of 
residents going outside. The investigation 
into the allegations included: Observations 
of residents in and out of bed. Interviews 
with three residents, a Caregiver, the 
previous and current Administrator, and the 
Owner. Record review of seven resident 
files. Document review of the MAR. 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. No regulatory deficiencies were 
identified. No further action necessary. 
Please retain a copy for your records.
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