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Thls Statem€nl of Oeficiencio! wao gen6rsl€d 13 a
result ofs S{ele Licensu.o Compleint inv€!,tigation
initial€d in your facility on Ocl.Jbrr 15, 2025. and
lina[aed on Oclober 22, 2025, in accordance with
N€vada Adminislratlve Code (NAC) 449, Srillid Nursiig

The cEnsus al lhe tinre ot lhe survey was 234

Thare w6ro lil(p'!n conrplainls, and lhre€ Fa.itily
Rep,irt.d lncidents (FRls) inve!ligrtrd.

2. Complajnt 2280547: Dclicirnlpractjce wai ldenlifi6d
(S.e TeO 2-266).

3. Conpleint 2280552:Oe,lniont prar.tiae was idertiliod
(Sce Tas 2470).

4. Complaint 2280555: Don,)irnl praclic€ was ld€r,tifi6d
(E.e Tag 2470).

5. Cornpldint 2280554: Delluient pra.lice wes idanl;fied
(Sce Tag 2310).

8. Complaint 2553572r 0uncionl praot;ce was idEnt;n,rd
(Se€ Tas 2230).

7. Complelnt 26-1',1938: Dell.ii,nt pra.li_a wa5 idsntifiEd
(See Tag 2501).

8. Complaint 2280556: Defioonl pract;c. was nol

10. Cornplaihl 2579706: o€fici€rt pra..li,.e was nol
idenlified.

The sample sl:o was '19

20000

NOVlg 2025

STATE FORM
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Nevada Sraro D€parlrn€nt of Health

(X1 ) PROVIDEfuSUPPLIERJCLIA
IDENTIFICATION NUMBERI
10952

1. Complsinl 2280544: oeficrent prdctice was id€ntified
(S"G Tag 2301).

9. Compldint 2616353: D6ficienl practice \,vas nol
ide,,iili€d.

D
EI ,l
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11. Complalnt 2566260t Dcficient praclice was not
id6nlified-

12. Complalht 2594320: Dst;cient praiti(e ws! not

13. Complainl2280542: Ooti.r+nt prar_ti.e was not
ide.riitied.

14. Conrplainl2280543: Deficisnt pr.rlice wa5 nor

15. Complajnt 2g€8975i Oe,iocnt pra.-lioa was nol
id6'rtilied.

16. FRI 2280524r Osfi,Jcnt pra,ric€ was td6ntified {Se6
Tas Z3O1).

17. FRI 2280533: Oofcienl pracli.e was idenrilted (S6e
Tsg 2302).

18. FRI 2280535: Dcfcient practioe ws9 not tdentified.

The lnwstigelion includedl

ObsaNalion lncluded rssid€ntg' room5, ghower rooms,
kilchen, snroking 6raa!. rcsident6 appeaGnce. stall lo
resident interrclions, r.0ld6nt to r6sldent
loloractions, call light rerpo^se, a.d e tour ol the

lnlcrviews wer6 csnducted with rei;d9nls, cortitied
nursing atsislanls, llcehSed nurtaa, environm6nlSl
servlces sraff, phys;cian, nursa practjlionoq
firalighlBr, dlrector ol malntenanc€, direitor of
onvkonm6ntal servi(ei, dietiliAn, cate manager, unit
manag€r, infecljc'n control nurse, soclal work6r,
6t6rfing coordinslor, wolnd caro. directo. ol sl6lf
dovelopmenl dkedor ol nuElng, adminjskator, and
a3!islarl adminiElf al,)t

Clinic€l re.ord r€vicw of 19 rolid.nts whtch inctudcd
re6idBnl6 ofconcern,

The Undings end conclu6ions of any inwstigstion by
lh6 Oivision ol Purchasiog and Complirnca ihall not be
conslrued as prohlbiting any crlmlhElor dvll
invoalig6lion, aclions or oth6r Clainrs fcr retisf thal

Continued hom page 1 201100

STATE FORM Elsllt lO: 1O9769-H1 F..tlity tD:NVS2391SNF It contlnuarion sheet Page 2 ol30

Documont revidw induded lrcitity p.rticy and
proaedurer, shmng schedule, lraining @(ords,
griovance log, rosid€nl councllni€ctilrg minules, and
infection con0 ol surv6lllance.
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Conlinued lrom page 2
may bo availeble to rny party Lrndar appli..abte fed€ral,
sldte, or loral lew!.

Th6 tollowing rgoulalory ddficicncjes wt,ro idel|[lied

A facility fo/ 6klll6d nursing shall provids to ee.h
pali€nl in lh6 tacility th6 sorvices and tre.tmsnt that
aro neCessary lo allnin and maintain lhe pstienl.s
highesl pracli.afre physicll, mental a0d psychosoclel
wBll-b€ing, in accordance wilh th6 compreh€nslv€
a<r.ssm€nt conducted pursuanl to NAC ,l49.74433 and the
plin of car6 devetoped purclant to NAO 440.74439

Thi6 LICENSURE REOUIREMENT is NOT MET a! ovi(l,rn,:e,l

BaSed On Obrervalion. inlcrv;Ew, re{ord rsviuw snd
document review. the facility railed to ensuro j)
,a.ilily slafl do.umented b6haviorat retuiits, tail,id
to nolify the sllending physician of iiOnllicant
behavioral ching€s regarding the returalofcar€, and
did nol implBment inlerventlns in a.cordance with lhe
reridanfs car€ plan. for I of l9 6ampled rcsid€ots
(Resldgnt l9) and 2)me,Jl..arion6 ws,€ adnti,'isllred rs
ordared for 1 Of 19 sanlt 6d rolidents (R.sidsnt 8) Th€
dslici6nt pra..lice had th€ pc,tenlial br rrsid€nts to
hol oblain therBp€ulic 6tr€ct oI th6 p,€sLribed
mediceljon and rclidents nol mai.ilainiog clrran
clolhlng, bed lin€ns and roon1.

Fandings includa.

'l ) Reiidertl9 (R 19)was admiled on 06/16/2022. wtth
diagno3es includlng malignant neoplasm of the bladder.
urorlomy, mrjor depre!sive dilorde( and urinary tract

On 10/1712025 at 10:25 AM, an Onvironmslltdt inspection
waa conductad in Room 308 with thB ofe.tor of
Mainl€nance. A slrong urins odor was detrct6d frc,m lhs
hallway. and lh€ odor inten6ified upon 6ntiring th€

Sldnda.ds ofCar8

CFR(s): NAC 449.74469

Zi:,0,10

z2-\0
1, Resident #19 and #8 no longer reside at
facility.

2. Any resident with behavioral refusals of
care has the potential to be atfected by the
alleged deficient practice, Facility will audit 5
residents with behavioral refusals of care to
ensure MD notitication has been completed.
Any issues identified will be corrected
immediately.

Any resident receiving medications has the
potential to be affected by the alleged
deficient practice. Facility will randomly audit
MARS for any meds not given to ensure
MD notified. Any issues identifaed will be
corrected immedialely.

3.Licensed Nurses will be in-serviced
regarding notification of physician for
refusals of care or when meds are
unavailable.

4. Facility will randomly audit 5 residents
weekly x 4 and then monthly x 3 or until
substantial compliance has been achieved
ensure MD notilication lor relusals or meds
not administered. Any issues identitied will
be corrected immediately. Findings will be
submitted to QAPI.

5. Responsible Person: DON

6. Date of Complelion: LLl28l25

STATE FORM Event lD: 1O9769-H1 Facitlry tD: NVS2391SNF lf conliruation sheel PaOo 3 of 30

R19 wns obs.rved in t'ed, covo'.d wilh a whild sh€€t
th.l was vls'bly soiled with a large yerlow s,e,n
res€mbling dri.d urinB Th€ fillrd sh+et dlsptaysd
sinrilar !l.ining, The frogr 6urrounding lfe bed was wuL
wilh a yellowish liquld consislent with urine. R19 wag
icund v/!arino v16ihly 60rled, urin6,soated garm€ntB
sah,ral8d wlth dried, urirreJlko ,tuid. The O;,ector ot
Manrtgnan(.e !'onllrmdd th€ obrorvations and llat,rd lhe
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Co[tilrued from page 3
room hed racently undiagon€ deep cteanjng

On 10/1712025 at 10:30 AM. a Licenied pradi:at Nursc
(LPN)who had providsd car€ lo R19 reported receiving
lho r6s'denl in this condition at th6 b.ginni^g of th€
shift aruund 6:30 AM.Thc LPN 6tated a v6rbat reporl
irom lhe night shifl indioatsd R19 had been combdtir€
and refused hygi€no crr€, The LPN nolified lhe a*ignad
Cerlifi€d Nursing Atsigtant (CNA) that Rj9 requked
clsaning end a chsnge ot clolhing. The CNA rosponded
lhal R10 ar.tjnued to reluse caie and would no( a ou
hygi'rn6 to be performed. Tha LpN a.lnowtsdged nol
n'r(ifying lho alknding phy5i,;ian end fe(ognl!*d tho
r69ldenls condltion was unacceptabte and re{ui,ed
immadiil€ ellrnlion.

On 10/1712025 at 10:35 AM. the CNA asstqned to R19
c!'r'firmed the re6idsnl was re4eivsd in u.ine-toaled
clolh;o9 and rerue.d all hyg,ine inr6tuenr.ons.
including shows,nrg. bed llnsn chang€s, and ctolhing
changes. The CNA sl.led ths LPN was awa/e ol $€

On 10/1712025 al 10:45 AM, th6 Oir.,:r,, ot Nursing
(DON)was infurmed and conllrmeil the obse^,atiuns. Tho
DON slalad th€ r*id6ol's condilion was !na.(eptahte
and unjustifiod.The oON 6)plajnod whsn a r6{,ident
r€fured care and arhibited b6havtors such e! urinatjng
in bcd and on clothlng, the alt€nding physi.irn should
be notified lo consiiJ€r psychiaujc conguttation. The
OON er pha.sized such behaviors mull b6 addrosred, as
lhey Fora e heelth risk licr lh€ rsriderts

The Minimum Oald Set (MDS) Orarlerty As36s3m€nt detsd
07/062025 documenled R19 had a urinary cathetsr and
requir€d 3stop or clean-up a3sistar,Co for parsonal
hygiBne, prrlorming the lesk indspondently once
prep.r€d- Th. elrr!!mont indicilBd R19 reqlirod
suprrvisiDn or toucllng a!li5knce for roilBtj'rg
hyUi€n6. Saalion E of lho ltlDs noted R19 cj.cted care
on 1 lo 3 days durino Ihe 7{ay look-ba..l period.

A Physiciafl ordBr dal6d 1z'1912023 lnstru.trd starr to

z23A

STATE FORM Event lO: 1D9759-H1 Fa.iiity,D: NVS2-r91SNF lf continuatlon sheel Page 4 of30

Revicw of th6 Activilies of Daily Living (ADL) recDrds
for SePlembor and Oclobar 2025 IncJj,r"ated R19 wa!
gonErally contlnent of blBdder with intBrm;[6nt
inaontinonce 6nd requkad selup attttance or w65
independent with toilrtring hygien6. Th€ records showod
R19 w.a rchodulod for 5howe.s on [4onday3, Thursdays,
and as needed during lhs morning shi(. Oocumcntalioo
rev6alsd R19 refuled €ll schoduled show€.s during lhis
peliod. .eceiving only two bed/towol balhs on
09 i 29 i2025 and 1 0 tQbl 2A25.
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Conlinued from pag€ 4
monilnr R19lor b€havjoB relatod to non-cl,1mptiance
with car€ on Bvery shii.

A Caro Plan frrr urinary 6ontinence dalrd 11/1&2024 and
lerl r€vl6ed on 07/29./3025 doc!mentrd R19 w!s crrntioont
o, bladd€r. The 94at of tt'o ptan !vas to mai,,tain
cleanliner! end drynes!. with lnl6rventions ihctudinO
monitoring filr signs of urinary he.t iirfection and
rsrisl;rg with toileling.

A Bohav;oral 6ar6 Ptan darEd 12/03/:024 and ts3t
ravisrd on 05A0/2025 jde,rtitied bohaviors such as
rafus^l o{ showers, suprapubic care, and ct,)lhing
chen9€s. lnlsrve'rl;ons inCtUded psych'atriC s€rv(es
and So.ial $rvi(a5 [ottow.Up aS nee,Jed

Thd Medi,.a,inn Adn,irisl,arion R.rord (i.rAR) lor O,-luber
2025 rndiudred that R19 did not €!hibit any behaviDrs
arrociiled wilh c.a.e re(rsal. ln.ludioo shower re(,.at,
yelling, cursing. or hillirg.

A Psychiatic Evaluation d.red 04/ 1 0,,2024 li\lpd major
depressiv6 dlsoijer as the only psycl,iatric dtagno3is.
Th6 evaluati.rn reaomm6ndod continued adntinislralion of
antldeptc!slnl medi.al,on and advised sldfflo conlaat
rhe psych,akisi at\o,rt urgenl nqeds or cheno.. ,n

The medi,:rl r.,:arcl larted doaum€rtBd Bvidence thsl th6
allanding physiclan wss mad€ awar€ of lhe In.r€,rrad
behavlors R4 was erhibiting regarding retutal of care.

2) R!sident 8 (R8) wa6 admned on O4/2S[202S and
di\charged on 04/30/2025 with diaOno5es lnctuding
h6paticenceph6lopalhy, re6ptatory fsitu16 and

A Physi.ian Order deled 04/25/2025 docum6.tdd Rttrri.nin
{an antibioliu Lried to treat and pr€vonlhepstrc
€ncophalopathy) 550 mittagrarns (m9) 9iv6 ono tlrbt6l by
mouth two times a day,

The Medi{dlion Adminishalion R*Lu,d ([,4AR) lor Aprit
2025 documcnlrd a nine to lndiLdts "olhs/ for the
followjng dar.!/1ines.

-04/26/2025 at 8:00 AM aod 8:00 PM

The MAR adnrlnist!cuon nelse doriJnrer'lpd the to owiig

-041382025 at 8 00 PM

-04129!2025 al800 PM

2230
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Conlin(ed lrom page 5
-M n6i2025 at 7 :55 AM, Rita r inin on order iiom
pharmacy,

-041?6/2025 at 8:06 PM, Rild,i.nin owsiting order

-04!2812025 at7 11 PM. Rird.;nln awaiting ordsr

On 1011712025 at7A2 AM, a Li,-insed prarti.al Nurse
(LPN) rrplalned whrn n6adlng to order medications the
orders werE 3ent to the pharmaay. it the med,atirn wa6
not availabl€ for admlnlstralion woutd conl.cl th6
pharmacy lo delirmino the siatug of the medic.ttion,
d€p€nding on lh€ pharrltacy rosponse such as thc
medi(rlion not alu leble would th6n alerl lhg

On 10117i2{)25 al10:42 Al\r, the O;e.r,y of Nurstng
(DON)..plai'led whon . rosid6hl's m,i.li.alion was not
a!.ailabJe br adm;nislration lh€ e,pectation woutd b6
lor lhs nurs6 to callthe pharmaay to de(ermlno th6
5l3lus of lhe mediaalion.lf lhe molicnlion w6s nol
availahle for administration the staflwcr6 to ooti6/
lhe physn;an. The DON ?.plained notilicalion to ihe
phys;,_.ian was a gtandard of p.acli(. and was unawa,e it
tha facllity had a policy.eg.rdtng notityjng the
phy6ician lvhdn m€di.ilion was not aveilable tor
administrali'in. Th6 DON revi€wud R8 s msdi.atrpi,rrd
and conli,med thal RiLiimin wrs not €dmlnisl€red es
orderid and lhe re.ord la.led d,)cumented ovidence lh6
physician wds notifed,

Baled on lho compreh6nsive asrassmenlofa palient
conducled pur6uaDl to NAC 449.74433. a hcirity tbr
stilled nu13inq shellensu,e lhat a piliBnt.

2. With pr.rs!re so.€ re(eives lhe servjaes end
karatmanl needed lo promota heating, pr&v6nt tnlnction
and prslBnl neu/ sorcs from devokJplng.

This LICENSURE REQUIREMENT is NOT MET as evicienced

Based on intorvisw, r4(ord raviow, and docu €nt rsview,
tha faiility fulled to provide docunEnted evjdsnce an
ordarfoawound car€ trealmdnls w8 obteinad and

Sevsr ty: 2 Srop€: 1

Compl6int 2280547

Prag3ure Sorrs

CFR(s)r NAC 44S 74477

2230

226i. 1. Resident #8 no longer resides in facility.

2. Any resident with wounds has the potential
to be atfected by the alleged deficient
practice. Facility will audit other residents
with wounds to ensure orders are in place.

3. Wound nurses will be in-serviced regarding
protocol to obtain orders for wound care for
any resident with wounds.

STATE FORM Eveni lDr 1O976*H1 Fa.ility lDr NVS2391SNF lf continuarlon sh8et Page 6 of30

SIATEMENT OF OEFICIE}.{CIES
AND PLAN OF CORRECTIONS

-04129t2025 at gi23 PM. Rilarimin not a\€itabte.
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ConLinued lrom page 6
provided for 1 of 19 sampled rs5id€nts (Resident 8)
Th6 deficient praLtico had th€ potenlialto pta.e lhe
rogldonl al fl3k lor delayed he3ling of a wound.

Findin3s include.

Pe$dsnt 8 (R0) w.3 adnlilled on 04./25/2025 and
di3charged on 04/30/2025 with diagnoiis n.ruc,ing
hep.lic €ncephalop.llty re5pirdtory kilure, and

A Phyri':isn Ord€r d.l.d 041212025 documsnted wound
aar0 evalualion and lraat as ind,4;trd,

A tacitity documint ti[ad Admisiion R.lYr( Shq6l dat.d
0412512025 doctlmer:d sth inlegrily^round! with
lo..rlbn: pressur€ injury stage 2 co(€y(.

R8s medi.al record l6d.d physiiian orders lor wound

On 10/16/2025 at 1r01 PM, a Wound Car6 Nurs€ €,ptrined
upon admis^ion ol a resident or within 24 hours a
mcmb.r o[ lho \rDund Care team would ar!€ts lhe
reaidert's sLin and do.umenl ths nndlngs. Th€ Wound
Care Nurs€ would oblain ne.asraty traanninl orders il
the residgnt r€quked wound care. Th€ Wound Care Nurso
rsview+d R8's modical record and confirmod R8 vyas
admilled wlth a preerlre injury and R8 s medilat reco,d
lec\ed a physician orcler wo!nd c6re lrBalntenl.

A SkinMo'rnd Not,, dated 04/26/2025 documontrd initial
adnris!i,Jn sl;n as$eSsmeat cofipltted by wound ci.e
nurse. RB had a wound in the si.rum ar6a wilh ctpan aId
dry Oplifoam dreeiing applied over ll,E aria.

2. A la.ility klr skllled nursing Bhall 6dopl
pro,:edu,!s which ensu.6 Ihat allallcged vinlalions ol
the poli.i€3 sdopled pursLranl lo !uL,!erti,Jn 1 and
injuries lo pali.nts of unlnown origin ar€ reported

ScYerity: 2 Saope. 1

Compl,rint 228..r547

Prohibiud pra,1i, es

CFR(s): NAC 449 74491

z2i6

z3t)1

4. DON or designee will randomly audit 5
residents weekly x 4 and then monthly x 3
or until substantial compliance has been
achieved to ensure orders for wound care
are in place. Any issues identified will be
corrected immediately. Findings will be
submitted to QAPI.

5. Responsible Person: DON

6. Date of Completion: 11/285/25

STATE FORM Ev€nt lo: 1D9759-H1 Faiiriy tO:NVS2391SNF lf continualion sheel Paga 7 of 30
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The facility poliuy tilled'Prestu.€ lniury/Skin
Brealdown- Clinicat Protocol", !,ndaled. docurhsoled
oblain phyEician order for provor)lclive slin care
lncluding appropria16 trcalm€nts tor crlsling pra!sura
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immidiatily to lh6 admin;strehrr of the faritity, to
the bureau and lo other olliJals ln ar,:ordanco with
slato law' and ar€ lhoroughly inwatigeted. Th€
pr('cadures mtlst ensure thal furlh€r vl(,lalons ar€
prevenled whil€ lhB invsrtigarinn i6 b€ og condu.tid

This LICENSURE REOUIREMENT is NOT MET as ev denced

Ba5ed on rnterview, re(ord roview and do.ument revi€w,
lhe f.lcility fail.d to 6nsure 1) al._,ged incidsnt ol
verbal abura war in!€sliijdted tEr 2 ot 19 samptrd
re5idenls (Residents 12 and 13) and 2) en inlury of
unknown origin wa5 invesrio.rl6d and r,rrorred lo the
Sl.le Agency (SA) lo. 1 of 19 samptid resiirents
(R.iident 7). The d.n(:iDnt praclisr h€d the potentiat
lo compronrls€ the salety and well-being ot residenl!

Findings hcl!de

1) R.sident 12 (R12)war admitted to ths facility on
OU2412025 dnd dischaecd on O4l01/2025 with diign05es
including non-pre(sure chronlc ulcer ol lefr tool
difficulty in walLing and type 2 diabet!s nrellrus.

On l0/16/2025 at 2106 PIV, lh6 Asrlstanl Admint.t,alor
e(plained during {he linre of the atteoed ev€nt, th€
Ajrislin! Administiator had..sistrd wlth submi[ing
th€ inilial report to lhe SA. Anothor snlpiuyee, who was
no longer en)doyed at the facitity, wes complsung th.
inv€sli.Jrlion and llllal regorl.Ths Ar$istant
Adnlihi$(ralor was uneware of the findi^gs ol the
inv€sligali,)n 6nd il th6 st.rll m6mb6. was suspsnd,:d
penJing lhe investigal;un.

The faailily 6mpluye6 fi16 for th6 sttsg€d sia(l meml,or
larlad d6.-umented sv denc€ of a suspenston,

2. Relident 7 (R7) was edorihed on 0127/2020 with
dlagn.ises includlng chronic obst.u,:tiv6 pulmon6ry
diseat., musde weaknegs, and type 2 diabel?! m6 tr9.

Residen{ 13 (R13)adnrilled on 01/2212025 and di,.:hargn,j
ofl 03/2112025 wilh diagnns€s lnctudirlg urinary tr.,:t
irilse{ion. drficlllly in watking and hyps.t€nsion.

An jniriat Fa.itily Raporled hc;d6nt (FRt)wrs
subnrilted lo the SA on 03/18/2025 al 8:08 ptv by rhe
Assislant Adminislralr'r dorumBrrting a slatf menrher!
alleSed v6rt)al abu!e on 03/18/2025 at 6:30 pM. No finat
..porl wts r.{eived by the SA.

R'12 and R13's midiralreaord t64.k.d documonlAlion
regarding th6 alleged 6Yent.

Z3t)1

Responsible Party: Administrator

1. Resident #12 and #13 no longer reside at
facility. Resident #7 has had no negative
outcome related to alleged deficienl practice
and the injury oI unknown was reported to
the sA at the time of survey.
The final repon for residents #12 and #13
have been submitted to the SA.

2. Any resident with allegation of abuse has
the potential to be affected by the alleged
deficient practice. All allegations brought to
the facilities attention have been reported to
the SA at this time.

3. Assistant Administrator will be in-Serviced
on requirement for timely completion ol
self-reports to the SA.

4. Administrator will audit allegations ol
abuse/neglect weekly x 4 and then monthly x
3 or until substantial compliance has been
achieved to ensure allegatlons have been
reported to SA per regulatory requirements.
Any issues identilied will be corrected
immediately. Findings will be submitted to
QAPI committee.

Date of Completion: 7U28125

STATE FORI\,4 Evsnl lot 1O9759-H1 Fa.jtity tO: NVS2391SNF lt.-onllnuaLion she€t Pag6 8 or 30
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R7's m6dl,lel r.cord taded dn.,!mantdtion regarding th6
inj!ry ot unknown origin.

On l0l16/2025 at 10:32 AM, R7 ertlainsd remenrbering
h6ving 6 b.!is. to lhE arm and .rplhined was un6ure how

On 10/16/2025 al 11:35 AM, thB Ass:srantAdmini!,riel
and lh6 Aclministral,.,r w6,e unawc,e ot ths alleged ovsnl
and an invesligation had nol been condlcted.

On 10/16/2025 st 1:23 PM. a So,";atWo,ter Supervisor
with Aging and Drsability eiplsined th. deoartmonl
be,:aftD aware of lhe elleged evenl for R7 via a
web-barad fa.:ilaty noliff(rlion for a r8B)rt oJ abuse.

On 10/1612025 at 2:15PM, the Admini!tralu4Abuse
Coordinal,rr erplainad the prac.rg tor a *ged
abu*/,1e!lerl snd nju.y of unknown origln ws6 for the
taciliry to llle a r€porl wlh Aglng a^d Oi6ahrIiy,
the SA, and Ombudsman. lf awdre otany known
perpelrrror 6nd It wa5 a sraI memDer the 1ndividual
was to be suspend€d penijing the investigali..rn to cnsLlr€
6.t6ty for all residents.The Adntin islra lor . r plajned
an invfrligalion would br condu.trd lo include
intervie,rs wilh stdll and resids0ls The Adminijlrator
.yplalnrd an Bs9€sgmBnl ot th€ resldeot was to be
performed to ats€s! tor any signB/synrptoms ot injury

The falility policy tltlod "Abuse', daled 1O/01/2021,
documenled lhe organizsliDn recognizes and rtspec(s
oach residsnl has lhe right to b6 fr€g trom ahrse.
ne,Jle!_t, mlsapproprialion oI p.qrerty, snd
erploilation, Th€ o€anlzalion wi mainlein sy616,mE lo
ensurO allelleg6d violBtions rnvolvjng abuse, neDlect.
etFl,)ilali.rn or mislrealmr6t, inctudiog injuriss ot
unkhown Bou.(e and nissFprc,priati,/n ot rssidenl
propsrty a.6 roported innnodiarery. but no tarrr than 2
hour6 afior tho allBgalion ls mads il tho ovonts that
ciused lhe alleidlion Inlolve ahuse or.esutt In
s€rious bodily iniury, or no lalBr lhan 24 hours if th6
€vBnts Lhal caura,J the 6llegalon do nol invotve sbuse
and do nol r66ull in s.rious bodlty injury lo Ihe
adminilLdtor of th6 facilily, or dsrignee, and to
olhor olficiale (includlng Stal€ Sur"6y A8,rncy and
adult pruliallve servicet whero slito law provides for
ir.,risd;ulion In long'torm car€ tacilalies) in
aclo.danc€ with slal6 law through esrahlished
D,oie Jure&. De6,gndlrd stall will inrn!edi^ldly r€v,bw
and inveslioal6 allegaliohs or obrcrv.li'1ns ol abos6.

z3t)1

STATE FORIV Evenl IDi 1D9769-H1 Fsrility lD NVS2t9lSNF lf coollnualbn sheet Page 9 of30

Continued from page I
A Progreg! Nota dat6d 04/2912025 documented weekly s*in
obe..vatj,rn cc'nrpleted Bruise to.ighl srm, Bruising to
righl arm lading.



Nevada State Departmint ot H6alth

STATEMENI OF DEFICIENCIES
ANO PLAN OF CORRECTIONS

(X1 ) PROVIOER,/SUPPLIER'CLIA
IOENTIFICATION NUfuIEER:
,0962

{X2) I\4ULTIPLE CONSTRUCTION

A, BUILDING

B, WING

(X]) DATE SURVEY COMPLETED

10t2212025

NAME OF PROVIOER OR SUPPLIER

TLC CARE CENTER

STREET ADDRESS, CIlY, STATE, 2IP CODE

1500 W WARM SPRINOS RO , HENOERSON, Nevrda, 890i4

(x4) r0
PREFIX

TAG

SUII[,{ARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUS'T 8E PRECEOEO BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

to
PREFIX

TAG

PROVIOER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS,REFERENCEO TO THE
APPROPRIATE OEFICIENCY)

(x5)
COMPLETION

DATE

z30t
SS=o

Z-1'J2

SS=O

Fa,rility R'fro(ed tnqident 2280533. 2aee524

3. The r€sulls of any lnvegiioetion must b6 r€porled

a)To the admini6lralor ot the fa..ility or hls
de6ign.ilacj r6pre66nrarive and to lh6 bureau wi rin 5
wc,rting days alter the a eged viol€tion is /eporl6d.

b) ln lh€ menner prer(ribed tn NRS 200.5093 and
4328.220 and chad!.433 otNRS

The adnrinistalor of the fa.jlity shatt tnL..
appiupriet, afri,)n to a,rrrecl afy vioiati,xl

This LICENSURE REQUtREItENT is NOT MET as sv,denced

Eaiad on lnl6.view, retofd revirw 6nd do._ument r€vi€w
llle fa.llily fuitcd to ens!re an alteged lncidsol of
vBrbal abus€ w6r reported to the Sirl,i! Aoency (SA)
within lhe raquired tinreframes irr 3 of 19 sampted
rcsidsnls (Residents 6, 12 snd 13). Th€ defioie^t
pra.li.,a had the p,iter)lial to ptare r{.sidents al risk
lo.lnlidents ofvo.batabuse to not be adequatety

Re3idont 5 R5 wos originally admilted on j 1/18A019.
with diagnoser including history ofTourele's,
developmenlitl dclay and p6ichosis.

An inirial in.id,r|rl report lransmiltid to h6 SA,
tavealed o^ 0u24l2t)25 aroond 10:30 AM, a C€(i,i6d
Nursing Assislanl (CNA)wjtneis.d R5 hining R6 in the
facE aftd shdling their shouldsr in lho 2OO hafl of the
L,llily, R6 was ag.ossod by a nurs6 and no signs ol
harm were idlrrlilied. ThO Polc€ Dopanment war catted,
and an offic€r i,rlerview€d bolh residenls. R6 retuacd
lo pre5! chargea againsl R5. The residents w6.B
Separdlad, and enlarUency conlar"ls were n'Jtified, as
wallas lacililiEs Medi..al Dk.(.tor. Oir.rt,:,r 6l

Conlinued from page 9

Sevcrityt2 Srope 1

Conrplainl2280544

Proh;hiled pra.lires

CFR(s): NAC aa0 74491

2301

21n2 1. Residents #6, #72, and #L3 no longer
reside in facility.
The final report for resident #6 has been
submitted to the SA.

2. Any resident with allegation of abuse has
the potential to be atfected by the alleged
delicient practice. All allegations brought to
the facilities attention have been reported to
the SA at this time.

3. Assistant Administrator will be in-serviced
on requirement for timely completion of self
repons to the SA.

4. Administrator will audit allegations of
abuse/neglect Ior 3 months or until
substantial compliance has been achieved to
ensure they have been reported to the SA
per regulatory requirements. Findings will be
submitted to QAPI Committee.

Responsible Person: Administrator

Date of Completion. LU28l25
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R€s;dent 6 RE wos originally adniniltsred on 03/j3/202j
and r€-admilred on 09/t t/2024, with diagnos.s inctuding

Findings Include:
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Conlinued hom pag€ 10

Nursi6g (DON), and administrdlors ln training (AITS),
The .eporl docu.nented the fscility's AdnlinislrElor wss
in th€ pro(a!! of cr^ducting lhrk own lnvorli0.rioo.

On 10/17/2025 al 11:30 AM, llre Are:ilant Adminis116lor
e.IJlained a gap in adoririslralion o(curr6d at that linrs
ot the incidenl and lhg inveiligAlion s+emed lo nol
bBiio condu(tsd.The le.lllly could nol producd a final
reporl or pruvlde €vidence that an inverrioarion was

An iniriEl Facillty Reported lncident (FRl) was
submilrdd lo the SA on 03118/2025 6t 8:08 PM by th6
Assi5raot Administ,dlrr docuorenling a sr6( menrber's
slleged verbal abus. on 03/1812025 at 6:30 PM. No final
r.pDrl wa. received by lh€ sA.

R.rident 12 (R12)\eas adn,illFd to lho far.ilily on
022412025 and dit,:harg.d on 04/012025 wlth diagnos!s
inchding non-pressuro chronic ulcer of left loot.
difficulty in wal*i.g and typ. 2 diab,?lFs melli[s

Residsnt 13 (R13)adnlilred on O1/2212025 and di$hargBd
on 03i21/2025 wllh diagnos4s including urirdry lr.i.t
i,tletli^n dilnculty in welling and hyt€.t*nsiDn.

Rl2 and R13's medicalr.co/d lscl.ed docum.ntsrion
regerding lhr allogad 6vent.

On 10/15/2025 at 2:06 PM. theAssiltai,tAdmi,rislrr{,,)r
e\plainod during th6 tlmo ol the all.ged 6v6nl, tha
Asi;slBnl AdminislralI.)l had ar5rrted with subhiirring
th6 inilial r*part lo lh6 SA. Anoth€r €mptoyee, who was
no longer corpll,ye,l et th€ farillly, was conrprslillg the
inv€slioalion and linal reporl. The Ass;,ta.l
Adrnlnislralor was unaware ol thB llndings of the
inverliurlion and il the staff member was suspendE,d
pending lhe inverli0elion.

Or 10116i2025 al 2:15 PM, th€ Adnii,'islrak,/Abus€
Cc,,rrUinaluf rrplain6d tho puc?s! lor elleged abus€
evenls was o.c6 the invecligalion was conrplBted thE
finding would bo subll'illgd In a llnal report to 6il
aoencies r6garding th6 findlnqs, th6 r6porl would be
madt wlrhin 5 days.Th€ Adminiilralor prplatn€d the
resident care plan would bO updsldd to rsflecl6venls

The farlllty policy lillod "AbU9e", ddted 10/01/2021,
dorumented lha rcsults of all jn!6sligalions are to b6
communl'raled lo lh€ admini6lralor or designa|'d
rBpldsenl.live al},J lo otller olfio,als jn a..ordance
with Shls law, including SLre Survcy Arency, wilhin
flve wuking days ol lhe incldBnl.

z,1t)2
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Facjlity R€p.rrled lncident 2280533

Notifi@lion of Changcs o. Condit;on

1_ A laqirity for sr.ilad nurs]ng sh.I innnpdi.tBty
nulify a paliEnl, lhs Fdl'i,rl's lega rep,eiental va or
an inll,rcrle,l nwnrtsr of tho patisnls tamity, il known
and, iIapp.,)pridle. lho palisnl's physi.i;n, wh6n.

(6)The pa(ienl h6s bagn lniured ln an a.cident afld may
requi,e tr4ilmenl from a physician;

(b) Tho pali6nls physi,'rl, me,rlal or psylhnso,:iat
he6lth has deleriualed and res! led in mBdical
.nmpli..lirns or is lhr.al6ning ths palir^ts tifo,

(d) Th6 patie,rl willbs transl6r6d or di.rlar0*d from
the facilityi

(c) There is a ne€d to dis€oitinue the currenl
VeeUninl Ot th€ patierll beiau6O ol adverso
Cooaequencot C€r.r3ed by that V?alrhent Or tO Contnr€noe a
new typ€ ot tr€atmonl;

(e)Th€ paliBnl willbe asrigned to an,)lhsr r4om or
asligned a new roommal6;or

(f) Thsr€ is any change in federal or lldla law thgl
a[t!,:ts the righls ot the parisnt.

Ihis LICENSURE REOUIREMENT is NOT MET as eviden.ed

Based on observation, inl€rview, and docrJntent review
lhe la..ilrty ftrr8d to nut,ty the phyi,!:an regarJ;rg
lhe inability to perform a bil;ery cathel€r flush for 1

of 19 sampled risidenls (R.lidanl 16).Th6 drfi.ient
praclici had tho poronlialto poso a risk of inre,:riDn,
c.lh€ter obglruclion, aod corryrlicalions.

Findjngs lnclud6

Residsnl 16 (R16) wes adn)irled lo the lacilily on
0S23/2025, with diegn.rres lnctudlng spa6lic dipt4gic
cqrsbral palsy. dysphagia, schizo.flect ve disorder,

The Physician O.dcr Summary documentcd a stalldjng ord€.
to flush th€ blliary drain with 10 cubic cenlimeters
(cc) ol nornralsalin€ eaclr sliift (belw.en 6 AM-6 PM and
6 PM-6 AM).

CFR(s): NAC449.74493

Continued From pag€ 11

Seve.ity: 2 Scopo: 1

23n2

2310
1. Resident #16 biliary drain is being flushed
per MD orders and has had no negative
outcome related to alleged deficient practice

2. Any resident with a biliary drain has the
potential to be affected by the alleged
deficient practice. None have been
identiiied.

3. Licensed Nurses will be in-serviced
regarding protocol lor flushing the biliary
drain or notifying the physician if unable to
flush the drain.

4, DON or designee will audit weekly x 4 and
then monthly x 3 or until substantial
compliance has been achieved to ensure the
drain is beang flushed. Any issues identilied
will be corrected immediately. Findings will
be given to the QAPI Committee.

Responsible Party: DON

Date ol Completion: L1,128125
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SS=0
Ths Progrcs5 Nolus daled 10,02/2025 docunl€nted lhe samE
,lushing ordsr

Th€ Mgdir..tiDn Adn{nisl,Btion Racord (MAR) lrom
08/01/2025 to 09i3012025 and trom 1OlO1/2O2S to
10/16/2025 included onlries marte.J with ths number.9."
indicaling th6 ,lush was not completed. Th6 ets._tronic
MAR noted 'nol 6 ble." 'un6ble," or.diffcrltt" to flush
o^ 10i152025, 1Anit2125, e d 1Ol11tZO2S.

On 10/17/2025 a( 8:00 AM, a Li.ensed pra,:ri,-.al Nurse
(LPN) rral.d that lhs bltiary catheterwa6 Uushod
deily. Wh€n lhe c.thetor ws6 flushed il w6s tyd._. y
dry with no outpul.Ih6 LPN,rp{er5ed un(enri,rty about
the purpose of lhe llLrshin0 and repo^ed dllefipti,€ to
OblAin clrarer g!idan(9 on lhe pr(,cedure,

On 10/1712025 at 8:15 A ,,t, R18 r.porred the biliary
Cnlholbr was flUsherj or/.:e a wesk end that !l.ft
pedormed lhe flush.

On 10/17i2025 at 8:30 AM, rhe Unil Manaoer sLted the
biliary 6s16"1"r,r"" no, rnd6r wo!nd cars scrvice5 €nd
was flush€d by nursing 6tdff.The Unit Msnager
srplained the proper profadure for flushnlg th6
cdlh€ll'r: cltan the pi,rl with an atcoholw;pa us€
gloves. alt.ch a syringe to th6 nec,JteblT connp,rtor,
and flush wlth normal sali6€. Th6 Unit Managcr
indicrled lhal all nursing slatf 6holrtd be trained tn
lhis pro444u;s. 1\ /aa 

^al€d 
lhalon the meclt,-;lion

adnrlnislration re.rord (lVlAR), a cherhmark indicates the
llush wes p,rd(,rmed, whilo th€ n!nlber "9, signitted it
was nol- Th€ unlt Managor 6tdled thst it bltiary
c.theler flushing could nol b6 pe.fo.melj the nurs.
nluEt nolily thephysiciao.

On 1O11712025 at 2:45 pM, the Direcnrr 01 Nursirtg (DON)
indi;led biliary cath€t6r tl!6hes must bo pedorrn€d
a..ordi6g lo physi(ian onCers. lf tho nurso wrs unabte
to flUoh lhe cdtholsr or enc.Junlered drfilcutry lhe
physi,:,ian musl be nolified. Th€ DON reve.rl8d ther. was
nO d.,Curn€nlar,un of sldnddrd p 

'j,ae,lrres, rarnir,g
records. or policy r€16led lo biliary cathst€r ,tushes.

On 10117im25 al2:45 PM. lhe lnleclion Pre^,,entionist
(lP) confirm6d nurser mu6t fo[ow physi:jan ord6rs wh.n
perbrming the billary crlh€lsr flush. The tp
Emphaslz6d that ifthg nush war not prrformad, th6
phyrician 6hould b€ notifiod in)mediately.

Continued from pale 12

Sevirily: 2 Scopei 1

Cl.n1prn,,rl 25ra1572

2310
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SS=O

Radiologiral and Other Diagnoslic Servlr,€s

3. A facility lor skilrad nu.sing shsll

(e) Provlde or oblain only such radlolooi.al and other
dlagnoslic legls a6 ar6 6rder.d by th6 altending
phy6;,:ian ol a pal;,rnt in th€ la,.ilityi

(b) Promplly notify lhe allsoding physi ian of lhe
res!,lls ol th(,16 iestsi

(c)Anange transportelion lor a patienl to obtain
radlol,rl]lnal end other diagn(,rtic terls ordered by lhe
pal'e,'l'6 ellciding phys.,,,4n. ;l rh6 pht:Fnt ,equ,rEs

such a1lislance and

(d) lnclude in tha medical records ol e parieot atl
reports ot th6 reslills of radiologiilland oth€r
diarnorlic lesls orde,ed br the paliEnt. Th6 report

(1) lnclude th€ dals on which lhs te5ts were pe.formed
and

(2) Be signed by lhe per>on perlorming tho 16!ts

This LICENSURE REOUIREMENT ls NOT tvlET as ov,l,rnc€d

B;r<ed on lh6 intBrview, documenl r6viow, and rr,iord
r€view, th€ tacility dld nol notily th€ physician ot s
di.gnoalic r.sull (abdominal ul!asound for ar.,itca)
irr I ol 19 risiJents (Resident 15). This dBtic,snl
pra.lice had th6 potsnlial lor d4tay€d me,li.al

Resld.i^t 15 {R'15) was admillrd lo the ta.,ility on
05/19,/2025 and dis.ha,ged on 05/27lm25. wath diagnoses
including a displ6.ed inl6rlrochrntcric k.r.turo of lh6
right lemur, cirrhosis ot thc liv€r, and lype 2
diabeleg nlellilus.

A Phys;Lian Order Summary dated O5/2.j/2025 docum.nted
an abdonrinal ullra$lnd (B-s.an andlor reat-time wilh
inraging) was ordsrlri via phons du€ to otev6red ,av6r

transanlinao6 l€vols, ln rolalion lo susperlrd 6rdl€s,

Frogres! Notes from lhe lnilisl History 6nd Phys;cal
.jar,!d 05/2112025, included ercitBs as parl otlh:
tr€atmenl plsn,

CFR(s): NAC 449 74535

Findings lncluda

2310
2452 1. Resident #15 no longer resides in facility.

2, Residents requiring radiological testing
have the potential to be atfected by the
alleged deficient practice. Facility has audited
current residents with radiology orders and all
have been reported to lvlD.

3. Licensed Nurses will be in-serviced on the
protocol to notify lvlD of radiology results.

4. DON or designee will randomly audit 5
residents weekly x 4 and then monthly x 3 or
until substantial compliance has been
achieved to ensure that radiology results are
reported to MD. Any issues identified will be
corrected immediately. Findings will be
submitted to QAPI committee.

Responsible Person: DON

Date of Completion: LLl28125
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Conlinuod from paoe 14
The Radiology Rgporl docuo€nted the pr€senc4 of atritos
in allqu6dran(s of th6 abdorn€n, wlth a lulat votume
m.iru.ed at 3.0 lit.rs.

On 10/16/2025 al 2:30 PM, th€ Unit Manager sr,rl+,J lhd..
was no docum€nlatiun nurses had 4Drltacled thc physi.i.n
reoardlng lha radiology result.

On 10/17i2025 al 9:30 AIr, the Unit Mana!€r (,rf0rnred
lh6ra wA3 nO documAolation Showing any aclinn ldhen
aflBr rereiving th€ radiolugy resnfts Th6 Unit ManaO€.
slalsd ths nu66s should hav6 notifiBd the physicjen of
the resLrlts ol lh€ ultrasound

On 10/1712025 al2:00 PM. th6 Advanc4d pr..l;(r
Re!,sle,ed Nuree {APRN) 5rared thcy did nut ,e(e,ve
nolinration ftom th6 fa.itlty reoarding R.l5!
radlrrl,)gy resull, which docum€nted 3.0 lit€.s of

On 10/1712025 at 3:30 PM. th€ Physilia. sr.led thers
wis nO cotnmunicrlion lront th6 fa.ility relarding lhs
radiotogy relull lor R15. The Physicjan enrphastzed
16llu16lo roport such flndings co.,td resLI in pe,n
shorlne!s of breath, and pr€isur€ on lhE lungs and
lhal lm.n€diai€ medicalinlgrventaon was nec6rsary due
lo th€ volumo of fluid.

Tho taririty's poli.y tit,s.i'Chango In a RelidBnl,s
Condilion" (undat€d) documBnted nurses must noti6/ the
allBnding physiclan/pra|liliofler (or !ha physi4len on
crll)wh6n lhera are spe,r fic instruqtrons orwhen
lhere is a changa in th6 resident's candiiioo, Bsrrrre
nulifilalion lh€ nurse is roSpon6ibte tor maiing
delailod observalions and ga(hering atl rolevant
informali,)n for the provider.

1. Provide 6 s6le, funclional, senilary 6nd con)lrrrtsble
€nvironmsnl for ths pati6nls in th€ fa.tlily, ttlr
nrembers of lls sldlt and nrenrbe,s of rh6 generat publc

Thjs LICENSURE REOUIREMENT is NOT i,,tET as 6vtdenced

Bared on ots6.velion, ir'16fviDw, and re.ord r€visw, tha
fairllly talled to nl.lit,iin a clcan, ganildry end
cc'nrk(lablg envitonment ,or residenls in 11 0f 1 1 roQms

S€verilyr 2 Sc.rpe: 1

Complaint 226055J

Physi.al Envnonmont

CFR(s)r NAC 4a9.74539

2452

2470
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2410 Contlnued trom page 15

obierv€d iRooms 303, Shouer Room, 307.309, 310, 311,
312, 314. 412, 415. and 415 air conditioning unit)- The
cl€ficienl pr.cli..e had th. pot nlial for lha fa..illty
to nol mai,rldin a cl€an environmlnt.

Rooms 310, 311, 312, and 314r Each o{ thes€ Enms

On 10/15/2025 in th9 morning, €nvironmental
ob5.r,vation6 were conduclBd in the 300 Hall occo^\pani6d
by th€ Dkeckr ol Nu.sing (DON). Ourjng a walkthrough
o,lhe 300 Hall, lhe following environmenlaloonargrns

Room 303: A viscouE hlac\-color€d subgl:ncs wilh
embedd€d p6.tlc!,late deb.is was oblerved along the saam
whor6 lhe br3eboard m€ets th6 tloor.Th6 malerial
appeared slic.l(y and had a.aumlrlaled over linle.The
bAieboard on the walldhectly acroar from lh6
rBside^l$ bede sat dele,ioral'.9 ano pa,ridlly
delached ,rom th€ wall surfare,

A resident occupying lhe bed closost to lh6 door,
repo(ed lhal housalerplog 6r.rtt refralned ftonr using
chomical cleaning agents in th€ roonl at lhe r€sideot's
req!etl. due to respirelory sonsitivities,

Room 307:A slicty blaat re6idu6 was prgisnt along ths
besoboard-fl.Jor junclion. ln th6leff-hand corner n€.r
the room cnlrance debris was oblerved. The arsa was
visibly sollrd wilh a brownish-y€llowish stjaky
substanc€. The floor in lhis 3e(tion of lhe room wss
visil,ly dirty.

Room 309r A dark, slicky rosldue, ranging ln c.Jor trom
black to bruwnish, was obterved along ths perimetEr
whe.s lh€ b.Baboard3 meet the floorin0. A reijdant
rcaiding in this roo.n a!preried conc€rn rcgardirE the
lack ofclta^llnesr, sF€'cific.lly notlng lhat the
p€rsial.ill pragance ol th. sli.ly rasiduo wai
dist!trbing and unsanitary.

z47A

1. No specific residents were cited as being
affected by the alleged deficient practice.

2. The toilet in the shower room adjacent to
room 306 has been replaced.

Regarding the lloorjng in rooms 303, 307,
309, 310, 317, 312, and 314 the facility has
mopped all rooms and has hired a vendor to
replace all flooring in the 300 hall as it is
worn beyond routine cleaning.

Room 307 brownish-yellowish stick
substance has been removed,

Room 309 the gap beNveen air conditioner
and wall has been repaired.

Room 415 floor was cleaned. and underwear
were removed trom the top of the air
conditioner at the time of survey. Room 412
floor was cleaned at the time of survey.

3. Housekeeping staff will be in-serviced
regarding cleaning protocols for residenl
room.

EVS Director will place a mop and broom in
each clean utility room to allow atter hours
cleaning of spills as necessary.

4. EVS Director/Designee will randomly audit
weekly x 4 and then monthly x 3 or until
substantial compliance has been achieved to
ensure resident rooms/floors are clean. Any
issues identilied will be corrected
immediately. Findings will be submitted to
QAPI Committee,

Person Responsible: EVS Director

Date of Completion: Ill28l2o25

STATE FORM Evsnt lO: 1D9769'Hl Farility DiNVS2391SNF It conlinuation shaot Pago 16 of 30

Fioding6 included:

Showd. Roonr adj.cent lo Rrom 306:The loilet loc.rled
within the show€r ronm w.r6 visihly s.ilBd wilh a
biowni3h srbnlancf re5.mbliog Ie.almallur The
condilion ol lhe toil6l indi.jred lhal it had not been
r.cenlly or adequalely cleened.

Th€ rrsidSnl reForted 1116 eristenc4 of a visible gap
b€t\dean lh€ ek conditioning unil and Ih6 wallwher6
thc unil wes inslallad.The gap had allowod rainwEler
and lns.cli io gnler the roon1, contributing to
6nvi,unmental drr(omlurl and polarrllal hygiene ia3ue3.
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erhibil€d consist nl prorenco ol a dark, sttcky ralidue
Engiog ln color ftom Olrcl lo brownish atong th6
parlm.lar whtre th6 ba3aboards meel tho uooring.

Tho DiG(tor ol Nurging conlirm.d tha.a obr.rvati,rns
a^d aclnowledged lh.l lhe6a areas should have been
p,operly Cleaned as parl of rorrlille t'ouseleepi,rg

On 10/15/2025 at 8:16AM. lhe AdmiiistrnlDr confirmed
lh. findinos ih room 4'15 and ErplaineLj hou*leeplng
3arvi€ri nFeded lo be crnlacled.

On 10/15/2025 at 8:00 AM, a C4rtified Nurcc Ai5i!ld,rt
(CNA) e'plain6d anlved at 6:00 AM and was unsurg how
long lh6 subslanceB had beon on th6 iloor, verba zed
ll was like lhalwh6n anived. so probably lrom njohl
shifl. Tho CNA eyF ainod thsre w6rd no houseieeping
servl:es al niglrt and wis unawa.O if std,f had a(lesr

On 10/15/2025 al8:03 AM, irpon e[try into room 412, a
foulodor was noled, arrd the llicor surf;re wa! sti.iy
to the srlerrl shoes adhered lo th€ floor whllo wal!i.g.
Th€ noor around the..Bidont b6d had viaihlo araas of
d.iad end wol subrldnce b.owniah rn c,rlJr. The bed wag
withoul sheel6, and tho maltr6rs had are)5 oflec6s
sm€ared n€ar lhe fool of thg mattroj9. A blant6lwss
bellod up lying in lhe oorne. of the room opposite th6
bed. Upon 6ntry Inio th6 bathroom a roiled bri6lwas
lying o^ the floor neit to lho lr63h can, tho toilet
geat hac, arara ol dried fpcat 3m6ared acrois the s6et,
and le(e5 6oiled bielwas lying on the fl.)or in front
of the loilet.

On 10/17l21125 at 11:00 AM, the Diri.l,:,r of I/ann.inanc€
ertnain€d lhe stidy dark nrdllBr w.rs lh€ rl.sull of lhs
Lrs€ olwar lhal wlth lhe tima had be€n a.rumutata,j

On 10/15/2025 at 7:58 AM, in Dom 415 lhe floor al th6
tc,,rl ol tfia brd had lhree a16as of dried subsrances
visibla ffonl lhe h6llwsy. One arce of dark brown ons
ar.ra oI lighl brown, and one larg6 area of a rad
subslntrc€ wns partially cov8,ed wllh a whitp towBt,

On 10/'1512025 at 8j10 AM. the Adniiniskator co.li,nred
tho findinos, and etplained houselecping cleaned lhe
rooms daily howev€a lhe soiled ilsms should hav6 been

On 10/15/2025 at 8:14 AM, lpon entry into room 415
lying on lop ot lha ak condirioning wall unit was a
p6k ot llght blu€ und6&.ar with yollow slaiis with 6
Uown tta;ned panty lin6r.

z47A
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Complarnt 2280552. 228055. a^d 228(5:n

The facility pelicy tilled'Cleaning and Disirrfecti,rg
Envi.onmenlal Sud.(.r', dat.d 10/01/2021, docLrmorrted
houseke€ping !urL.e5 (e 9 . foors, lnl'lel,,Fs)will be
clpanad on a reCUlar tlasis wh€n spills ocau., and wl1en
lha surta,:es a.e visibly s(,ilsd. Spills ol blord and
olher poLenlially inlecli.)us orale.ial will promptty b6
clFaned and de.onlanrinaled.

This LICENSURE REOUIREMENT is NOT MET as eviden.ed

3. Ensur6lhal th€ 6nvtonmenl ofthe fat.lliiy ls keE
of hazards thal wo,Jld cause a..i(,€rls,

Based on ob*rwlion. irrterview and docunrenl rev;ew the
laiility failed to ensure ch€mi,_"11s were !e.ursty
slo,ed .nd inariEssible lo r6sldenls Th6 delllilnt
p.a,:lc€ had lhe polpnlifil for ac.i.Jerlal arprrs!re or
ingesri,)n ot a har lul suLrsldnce.

On 10/15/2025 al8t03 AM, on a metal ih6lr lor.red on
th6 wali in lhe balhroom ol room 412 wis E white spray
bottla lobeled "Buff and Scuff Ri,nov6/.

On 10/1512025 al 6:10 AM, lh€ Adminidl.alor
a.tnowledg€d tho spray boltle In room 412 and rrplained
chonlicdls should nol have been lell accesrible lo

On 10116i2025 al 2:05 PM, th€ Aes:slanl Adnrinisi/ak,
a,plainad "Bul, and Scuff Rsmovsr" was Lr5e,J whsn slaff

The la,,ility Satlty Data Sheei lor spray Buffand Scufl
R,.,nov€r. d.led'10121/2024, do.-un)6ilted lh6 nli"trre
conlisldd of ing.edi6nt(s)ot unlnown inricily. Avoid

On 10/1712025 st 7:55 AM, lh6 Envi.onmental Servi.-e
Dtre(lor e:trlainsd Clr:n'ng ch6nli, ili w€rs lo re,na'n
loiked and in..-iesribla wh6n nol in use. Th6
Environmonral Service oirerlor.rplained that the buff
and sauf product was a w.rino producl !6ed when w ing
floors End lh6 producl wal to bc hdpl s.iur6 wh6n nol

C,)rr{idued irom peoe 17

S'r r,:rily: 2 S.,,pe' 2

Phys;ial Env;unm6nl

CFR(s): NAC aag 74539

Findings ln.rude

1, No residents were identified as being
atfected by the alleged deficient practice

3. Housekeeping staff will be in-serviced
regarding the protocol to properly store
chemicals when not in use.

4. EVS Director will randomly audit weekly x
4 and then monthly x 3 or until substantial
compliance has been achieved to ensure no
chemicals are lett out or not properly stored.
Any issues identified will be corrected
immediately. Findings will be given to QAPI
Committee.

Responsible Person: EVS Director

Date of Completion. Lll28l25

PRINTED: 11/(r6i 2025

FOR[,4 APPROVED

STATEMENT OF DEFICIENCIES
ANO PLAN OF CORRECTIONS

2. Any resident has the potential to be
atfected by the alleged deficient practice.
None have been identified as being affected.
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Conlirued from pag6 18

conha.t wilh €yBs and skin. Do nol tasl6 or s\rallow.

Severilyi 2 S.Dpe: I

Compliance with NFPA 101

CFR(s): NAC 449.74543.2(a)

2. Ercept as otherwita proviled ln lhis seation:

(a) A facility for skill8d nur6lng shtll conrply with
the p.ovisions oflhe NFPA 101: Lite Sel'rty Codo.
adopted by ra[€,€n(e pu,suanl lo s.,:lion 2 ol thls
reoUlalion.

This LICENSURE REOUIREMENT is NOT MET as svidBnced

CODE PATH

Naliuml Fire Prolea{,rn Asso,:ialion (NFPA) 101 Lif8
SetEty Code, 2024 Ediiion

3.2 NFPA Offilrial Dell.ilions

3.2.1 Approved. A..6plabl'r lo lhe authority havlng
juri!dictlon.

4.5.2 Appuprialen.ss ot Saf.guards. Every buildhg or
slrL€lure shall be provided wilh means of egresr and
olher llr8 a4d lile satrly 6rlegira,ds of th8 ki'rds,
numbe.s, lo{alions, and cap.(:ili66 appropriato to lhe
indlvidual bsilding of stru.l(,r6, wilh due reo.rd to

th6 folkrwingl

(1) Char,r,:ler ot the o..upancy, in.l(lding nro load

(2) C.Fahilities ol the o.nrpaols

(3) Numh.r ol pcrsons .xpo!.d

(4) Fire prolr.l;on availeble

(5) C.pabililies of .esponie pe,sonnel

(6) H€ight and consLruclion lype oflhe building ot

(7) Olher facl,rrs nec.ss.ry lo provid6 occupanls wilh a
reisonabls degree ol salety

4.5 I Mainlanan€. Whenevar or wh6.€v6r 6ny device
eqr,ipnlenl, eystcm, cundilion, 6llangentenl, lBvel of
protscti'rn, or any fs.tur€ i3 requtod lor complianco

2472

z5a1

A. No residents were identified as being
affected by the alleged deficient practice
l. The "TBL D/D 200 Wing" alarm was
cleared after the corresponding HVAC unit
power was restored,

The vendor tested the nine smoke detectors
on tol22l25 and all passed

2. The AHU-C1 duct detector code has been
cleared

3. The I smoke detectors were tested by the
vendor on ].012212025 and all passed

4. ll smoke detectors are lound to be not
operating correctly, the lacility will have
vendor tind an appropriate relurbished
replacement and then have the sensitivity
testing completed to show they meet
requirements of existing syslem

B. No residents were identified as being
affected by the alleged deficient practice

1, The dry sprinkler system has been
repaired and put back into full servace as of
1-0131-12025. Rooms #607 and #6098 have
been patched and repaired.

2. The vendor has been onsite and pulled a
sampling of the QR wet and dry sprinkler
heads to send out for testing. Facility will
follow testing recommendations to either
keep in service or replace

3. The vendor has been onsite and pulled a
sampling of the QR wet and dry sprinkler
heads to send out for testing. Facility will
follow testing recommendations to either
keep in service or replace

STAIE FORM Ev€nl lDr 1D9769-H'1 Fairllty lD:NVS2391SNF ll continuelion sheet Page 19 ol30
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Coflthued from page 19

with th6 provisions of thi6 aode, such d€vice,
equipnlont, sy$lirm, coildition, a.rdngemenl, levgl of
pratttriion, Or Oth6r {gal,,re shall lh.raandr be
mainlainBd. unh!s lh6 code e.e,rrpls $uch mair)lfnancs

4 6.1.1 Tho autlrorily h.ving jurisdi,..lion (AFiJ)shall
del,imrine whethar th6 p.ovisions of this (ode are nrel

4 6 1.2 Any requnsmo(ls that are es5onlielfo.lhe
salety ofbulldlng o(..upanls and thal ere not
Bpecifically provrded for by this code shall b6
doterminod by lh6 aulho.ity havrng luriidiction.

4.6.1.3 Where it is evide(t that a reasooable degree oI
sitely is providrd, any requirsmcnt shallb6 parnrillrd
lo be modifi€d if. in the judgemenlol the authorily
having JUrisdi,rion. lts appli./lion would be hazardous
unde. nor ral or(iJparcy condili'rns.

9.6.1.3 A firg alarm s)llvm rBquired for life sdlF,ly
shallbe lnslell6d,lesled, and mainl^lned in
e..oldant€ with tho applir.ble requircmcnls ol NFPA 70
Nulional Eleckic.rl Code 2011 Edilion and NFPA 72 Fire
pJorm and Signelin! Code 2010 Edinon.

19 3 5.1 Euildinos conlaining nursing homes shall be
protecled throughoul by an appl,Jved, superviged
qutomalic sFrinklar Sysleftr in a.rordance with 9.7.

9.7.6 Splidkler Sy5lim lmpairments. Sprihller
lmpairmgnt pro(edures shall .lnlply wilh NFPA 25,
Slendsnd irr th€ lnspeclion Tesling. and M6ihlenan.,e
olWat6r-B6aad Fire Prote(ti('n Sysloms.

Appenllir 9.6.1.6. A fire wslr-h should al l.asl involve
so.n6 spe.inlscli.n bsyond normal srelllrtg, such as
ariignjng an addilional security guard(s) to walk the
areis affe,:led. Such individuals should b6 specifi.,illy
tr€in,rd in fire prevenlion and in o.cupanland fire
d6parlmenl notiflialirn Iffhniqu6s. and they should
undersldnd lhe pa,li(olar ftB sdluty srrUdti!,n tor
pLrhllc edui.lion purposl}!.

Appendi{ 9.7.6. Wher8 e firB waLch is provided to meet
lhe inrpai{n€nt requirsm€nls of NFPA 25, il is the
irnent of lhe Code that lhe fir€ w6lch rosullG in a
hoighla^ed awaren4r! of lh6 building's opBrations and
environmonl.lndlvlduals assign€d to the firo worch
should bo 6blc to rtcognize 0re hazards and und,t,sland
lh€ procadurca tor occupants and fi,s departmsnl
proccdurcs f'rr oc4lprnls and fire deFrtm€nl
nolifi.-rlion and occLrpanl €n,acuelion in an e,nergency.

Nari.rral Flre Prolecti,m Arlorialion (NFPA) 25

zsc'l

4. The vendor has been onsite and pulled a
sampling of the QR wet and dry sprinkler
heads to send out for testing. Facility will
follow testing recommendations to either
keep in service or replace

5. The vendor has been onsite and pulled a
sampling of the oI the QR wet and dry
sprinkler heads to send out for testing.
Facility will follow testing recommendations
to either keep in service or replace

c. No residents were identified as being
atfected by the alleged dericient practice

1. The facility has updated the Fire Watch
policy to include the functions of the person
conducting the Fire Watch

Staff conducting the Fire Walch have been
in-serviced on procedure

D. No residents have been identified as
being atfecled by the alleged deficient
practice.

1. The oxygen cylinder cart was removed
from the 200 hall oxygen room at the time ol
survey,

Ny'aintenance Director has replaced the lock
on the 600 hall oxygen storage room.

Staff has been in-serviced regarding not
propping open the door to the oxygen
storage rooms.

2. The lacility has ordered signs that state,
"Caution: Oxidizing Gas(es) Stored Within
No Smoking" and will replace the existing
signs as soon as they arrive.
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Slandards for thd lnspection, Testing, and Maintenance
ol Wal6c86led Fke Prol€ction S/stems, 2023 Ediliun

5.2.2 Pip€ and Fit1i,rgs, Sprinklsr Pipe and filli.rgs
shall be inspei.lld annually from lhe flc'or level.

5.2.2.1 Pipe and fillimr shall be in good condition
ancl lee of Inirhrn."l damag€, t.,lIlrae. ano corusi,n

5 3.1 Spri,rllers

5 3.1.1 Wh6rs roquned by lhis se:lion, saorpl,9

6prinkl'rrs shall b3 submiled to a r€r,:,Bnized l6!ln}g
laboralory accet,tilil€ to lha aulhority having
jurisdictio^ for l]€ld setuice t€ili4g.

5 3.1.1.1.3 Sprinki;.s m6nula.l,r6d usiig f.rt-r€lponte
element$ lhal have b+en ln servlce [oI 20 years shall
be replarad, or a r€preg€nlalive sample shall be

lcsltd. lhoy shall be re-tesl td at lSyaar ir,!6rvals.

5 3.1.1.5 Dry spri,rtl'rrs thal hale b.en ln stw;.e for

10 y6aa6 6hall b6 raplaced, or represenlalive sanllle!
$hall be tested, lhey shall be re-tcalPd at 1o-year

5 3 1.1.1.6 Where sFrnrklir3 aro t!ble.t.d lo harsh

Rn!ironn1e.(s, including co4osive atmosphB,cs 6nd

corrosive walrr supplies, on a s-yaar bn3is, sprinlilers
shall either be rsda.'i.d, or repr!5enlelivP's sprinklBr
sanlples shall be tasled.

5.3.1.2 A reprss.ntdLive 5amplo of sprinkl€rs lor
lqsling p€r5.3.1,1.1 shall consrstof sminlmum otnol
lesa than fou. sprinklers or 1 parcanl o, the number of
sprinklsB p8r individual gprinklff semple, whiahever
is graatar.

5.3.1.3 Whero one sprinklor wrthin a reprtsenldl;ve
sarnple fei1610 msel lh6 (e5l requirEmanl, all

spnnkl,rr6 vvithin the ar6a roprosonled by that sampla
shallbe refr 4d.

1 5.6 En)ergency lmpairmenls

15.6.1 Emcrgency inrpalrnrents shallincl(de, but are nol

llm ll,,l lo sy5lsm lenlirP, inldnirplion of waler
sopply, fiozen or ruplurBd piptrg, and eq!iprlc,rt

15.6.2 When em€rodncy impairments ocour, emergency
a,1ion shall b€ lrt.n to minlmize pohnrial iniory and

damaOe

2501

Maintenance Director will be responsible to
ensure that smoke detectors and QR
sprinkler heads are tested and replaced as
required.

Maintenance Director will be responsible to
provide Fire Watch training to staff as
necessary.

Maintenance Darector will audat weekly x 4
and then monthly x 3 or until substantial
compliance has been achieved to ensure
the doors are not propped open and the
appropriate signage is displayed. Findings
will be submitted to QAPI commitree.

Responsible Person: lVaintenance Director

Date of Completion: LL12812025
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Maintenance Director will be responsible to
ensure that fire panel error codes are
cleared or assessed by the vendor as
needed, and to ensure that all vendor
repons with recommendations for repairs
are Iollowed up timely.
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2501 Co,!l;N€d kom p.9e 21
15.6 3 Tho coordinalor shall implome'lt th6 sleps
outlined in section 15.5

15.5. Prstlannsd hrpairm€nl Prwrsms

15.5.1 All pr,lplannsd impakmstt5 shall be aulhorized
by thg impairnlenl coordinel(n

15 5.2 8elnr6 suthorizelion ls given. tho Inrpeirment
ciordi,rar,:'.shallba r€sponsihb for v€rifying that ths
followlng procedurcs havs te€n implsmrlltcd:

(4) Where a rcquired fir€ prole(ton s,ielem is out ot
lcrvic6 br mora lhan 10 hours in 6 2rl,hDur p€,iod, th.
imparnnant coordinalor shall6rrang6 tor ono of lh6
tollowing'

(a) Eva.-.uslion of thB buildino or porrion o, th€
b(ilding allected by the syslrm oul or 5!Nice or

Appondi,.l5 5.2 (4Xb) A ilre war.i sholld consist of
lraihod peEonnelwho conti uously pdl,ol tho rff€.tcd

National Fho P.oleclion A5soLra(ion (NFPA) 72 Natiooal
Fire Alarm and Signaling Cqde.202022 Editio

14.2.1. 1 Porforman(6 V6rilir.ation, Io ensurB
opi.itional integflty, the Systrm 6hall have an
inspe. llon, lelling ancl ria'nlona^c€ p.ogram.

14.2.1. 1. 1 Inspeili()n, le!l;ng, and ntai,,tBnancr
programs shall6alisfy th. requirom€nb of lhis Cod6
arld con,oim to lhe equipmenl manuf6ctLrre's published

14.2.1.2.2 Syildn defects end melfun{.tions shallb.

14.4.5.3.1 S€nsilivity shall b6 ch€cked within 1 year

14.4.5.3.2 S€n$itivity shall be che,-Lpd ev€ry alrornate
y6ar lhera.Ilar, unl6ra othgrwire por lllrd comolien(e
with 14.4.5.3 3.

14.4.5.3.5 Unlets othoNviso permiflod by 14.4.5.3 6,
snrole deleulors or smolo Elsrm! found lo hav€ a
se^sitiyity oubidc th6list6d and marled s€nsilivity
ranga shall bc cleaned and recelibrald or rspla.lrd.

{b) An approved ,lro wil,Jr

2501
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Continued from p6!e 22
Nalional Fir€ Pf.rle.,lion Asso.ialirh (NFPA) 99
Hpalth.-are Facilit;es Code (2024) Edili,.,r.

11.3 Cyllndor and Conlainer Slrr6gB Requlr6nr€nts

1 1.3.2.1 SloldgE locali,rns shall be ouldoors rn an
onllosur€ or within 6n enciosed ifll€rior gpace ol
non.aonlbuslihl6 or lim;led Con1busliHe conslrucliln
with doors (or galls oltdoo.s) that can be se4ured
ageinsl unarthori:sd 6ntry.

1r.3.2 Sto,age for oolnarnmabl6 g,1r,s gre^lor lh.n (100
ft3) bul l€s! than {3060 ft3) shall c.irlply with the
requiremerls in 11.3 21 thmugh 11.3.2.3.

11.3.2.2 Ori'.Jizing odte!. such as o4yuan and nil,ous
!1rj,je, shall nol be sl.,ed wilh any flaflnnrhlo ges,
liqlid, or vapor.

11.3.2.3 Oidizlng gares suuh as ({t/gyr and nitrous
o.id€ sh6ll be srparstad lrom conlbuslihlcs or nlalerials
by on8 ot tha followl,rg:

1) Mininum disriinc€ ol (2ofi)

2) Mininum disran.i ol (sfl) il lho ehllre slo,aoe
14,:dlirn is prole(16d by an a!l,:,lnalir) 6prinkler s)sb'n

3) End.sed c.bi11nl of noncornbu$l ihle 4onstru..tion
having a mi6imum llre prole(t;on r81;19 o{ % hour.

11.3 4 Sign6

11 3 4.1 A preraulionary slgn, readable frofi a disldnce
of (5ft), shall b6 dlnplayed on eich door or gale ol
the tlnrage nom or 6nal(rsar6.

1 1.3.4.2 The sign shall in.lude the rolt.wing w,)lJiig

.CAUTION:'JIi,IDIZING GASE(ES) SIORED WITHIN NO SI\,{O

Ensad of obslrvslion, inlerview, and dncumen{ revidw
the facllity failad to mainla n aonrplianfe wilh slalB
li.ensitrg 6nd lhe 2024 edllion of ihe NFPA 101 Lile
Safsly Cods by n,)len6(lr ng tlatr rea.rv6d and
dorlnrsntBd prop€r llre w.lllh trainingt mainldi,,ing ll e
wardr"b..ed fire protect;on sysl.nrsi.,.t,la.ing or
lesling sFrinklar hs.ds beyond their service llf€i
m€ir'taining lls alarrn sTstem conlpon€nlr incudirg
ounjal,gd smr,le dile.106iand propady sloring and
ideniilying medi.6l oryger] cylinde.s.

2501
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Findings includa

CITATIONS

A- K345 Fks Alarm and Smol6 Dcte,:tion T6sllng and

1) On 10/15/2025, during a lour ol lh6 lacllily
oL's€rvali,)n revBaled th€ maln fir6 alsrm pan€l in lh€
MaiAlunance Oire,ilor's otlice displayed lour troubre
alarms and a vendor jnsperli(,n lag marked "oef,. €nl"
Three oflhe !oublB alain6 wEre spe!,ifc to a
dep.at'iurizauon of lhe dry sprinllar sisl€nr which was
impai,!d and undcrgeing repa r. The lDurth lro!ble
alnrm was label.d "TBL D/D 200WlNG AHU N-1"and was
unrBlaled lo lhe in-pnrgr6s! rspalr of lhe dry

The v6ndo. lag marled "del;cieft"tlrld':hsd to the maln
lira alarm panal, indi.aled nine phol.,rlrlt,ic snlirl6
dllrrlors tailad sonsitivity and a duct c,ele(lor jn lhe
ak handlhg unit wa5 inop6.ahle.

Ouring an intcrv;,:w. the Mainlenance DireLl.'r irdicalld
thal lar.ilily slarf mi6lai.nly bFlieved the tour
trouhle alarms on lh6 main firo alarnr parelw!re all
relaled to the dry sprintler sisle,n r6peir

2l On 'lot15t2()25, duting a review of th€ fa.ilily's
Lfe Safety Coda documsnlation, lh€ la.ility provided a
vondor insFeclion reporl tltled, "FIRE ALARM AND LIFE
SAFETY SySTEM TESTING" dal.d 05/3012025. Th6 vendor
inspeclion .eporl indi,:alid a failed "l,rf cure easl
coffidor AHU C-1" duct del.,"rl_tr.

The faclllty faile,l lo provlde wrillon .eiords for tho
rBpalr or ro!,lacamsnl of lhe iddni[€d drrcl daleator
Trouble alarm #4 on tho rFain iro panel 6uppo.16d the
tinding idenlifi6d by th6 v6ndor wilhin lh6 nsFection
r€port,

Ou.ino an inlerview. lhe Maintenancr Oire,ltor in.lir.aled
being hired 07/2025 and was unabl€ to provid8
intorotation on thB vondor inspelt,on lindlnos from
ost30tzn25.

3)On 10/15/2025, during a revi€w of the fa,:ility's

Z5LT1
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ThB la.-rlaty f6iled to properly ftaintain lhe ,ire aturm
conlrol paneland srpcrusad sm.[a dotgi106 rn

accurdBnce wilh NFPA 72 Slandard for Fk€ Alerm 6nd
Sign6l;n9,
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Lil6 Safsty Codo documenlaljon, the facility provid.d a
vcndor lnspeclion repo.l tilled, "PM'FIRE AIARM SMOKE
OETECTOR SENSITIVry TEST-2 YEARS' dnled 05/30/2025.
vendor inlpection r.porl ind;laled "(9)smols detertors
feil6d i.nsltlvity test".

The far.ility failed to p,ovide wrilten reaords for the
repeir or r€pla.emenl ol lhe id€nlified smo(t

Ouring an idbrviiw tha Main{enance Dke(tor indicf,led
beirg hired 07/2025 and brlieved the (9) ol (80)
id,rnlin€d d€teclLrrs wBre rapla.€d with unsupsrvi5ed
bdllrry-opsrdldd residenli{rl styl6 snrr,td dele.l !s
within lhe fa,:ility corridors.

4) On 10/1512025. du,irtg a rovicw oflh6 facililys
Lifs Selely Cod. documenielion, th6la.ility provided s
vandor r.por! titlad. 'INVENTORY & WARRANTY REPOR|
datld 05,,3012025.Th6 lnvonlory & Warranly rgport
idenl fi€d 80 phol.relerlric snn)le dele,:l,rs by spe.ific
maie and model nLrmber The repo.l indiGl*d the
pholoale,:lric snx)le dele.,ln.s were manufe..lur6d prior
to 1998 and w,:r€ Insraned throuOhoul th6 facilily on
05/20/1938. which rsveEled a manuf..ture/i,'slell date
g16rl€r lhan 27 yeers.

On 10/1612025, a review whs condurled [or End of Llle
(EOL) and End of Service (EOS) manuta.lur6 bullirins
tor th€ idBnlified photoe,e.-lric snr,rre dclerrlrrrs.The
speriic make and modtl of ph,rl..lp.lric 6moi.*
dslect,rrs w3' di*,:urlifiued by lhe nrdnlifa.rurur on
05/29/2020. Although curlent sensilivily and func.lional
tEiling rerords show 90 % of th€ devi,:6s inslrlled i6

the lacility are withln toluran.e. tho spe,:iric
m.L./modal has b6€n disionlinucd by th€ manuL,_lur8r
wilh no naw produdion and linr;ledho parts supp.rrt.

Tho ,.cility hil6d to m.ir'rain tho optralional
hilegrlty ol lts o.iginally lnstalled pholocle,:t,ic
smrls drtettJrs, whlch are no long6, suppo,ted or
manulactured. The te devices hav€ been dbcofitinued
sinco 2020 and do not meet current rnanrl6nance or
manutaclurer !ervi,-e staddards.

A. K353 Sprii,liBr Sy5l'm-T€sl ng and Mainlcnan,:e

Th€ ta,:llily failed to p.of'arly mairldrn the wcl and
dry fire sprinkler sr..lem in a.!o,d.nca with NFPA 25
Slandard for th5 lnspe.lian. Ts!ling, and Mai,rlr,nan,:e
of Wal!r-Brttd Fire Frute,,liln Syilinls.
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1) On'10/15/2025, durirlg a tour of the tacitiry,
ob3.rvslnrn co^firmed th€ brlldlng's dry-sprinkt€r
sy6l€'m lo ba impai,ed and deprossurizad. Funher,
observdlion ravealed resld.nt room ,G07 and 8609 had
rrpen€nced sOrintlar 6r.6r4m w,1t+r l+ri.9 lhsl
origiBlid abovo th6 aeiln)9. The leals penotrated tho
monolllhic ceiling into the regident roofis. T\ro
.eaidents had to bB r6lo.at6d Ior thair proteclion and
sarviuing of lho syslern,

Obsorvdlion ol the dry syel!m riser r,)anr rev€ahd a
vBndor inspe.rion tag de(dd 03i21/2025 marled as
d€fi'.;!rl. The revu,s€ Side Of lh€ vend,rr lag stated,
"NITROGEN SYSTE]\,4 IN TROUBLE. SERVICE NEEDED", ThE
la,..ality lailed to provid€ dc,cUm€nratinn sholvirt9
mnr€.liale r€pair oI lhe nitrDgnn s,yrtrm. The n.!l
vendor tag ln s4riBs di\flaye.la tepat date ol
05/16/2025.Tho reverse side of the v6ndor tag st,tid,.RESTOREO 

ORY SYSTEM"

During an inlerviqr/, lhe l\raintsnance Dkecto. indi4.led
lh6 16i.jlity's dry syrt,rm was aoed and had rlparienc.l
a 3eri6s ol FesEure la6kr trlggering supervisory
alA.hs and lha suhteqJenl floodrog o t,6 dry pipe
sysl4m. Once nooded. walBr leak6 pretented ln muliple
palisnt cai9 ar6.! and rGsident roonB, The Maiot.nance
Direclor lurthor indicated that esch new le.k
neiasgjlalFd a vendor rdpair.€3ponse and lhat thB dry
gyst'nl had beon di$bl6d pendjng an e,,tire sy5l€m
inspe4lion and that the t rjlity had inrptenrented a fir6

During en irlerviBw, the vendor charg€d wtth r€pah
indi.ated lhat the dry s),stBm sprinktcr piping had
€!f'€riB[red 6leclrolyEis in severalareai above lh9
celling and thBt lhs syslem appea,ed to be originat to
lha lar'llry whrch wo'rld pla(6 the sysrim tr se.vice
for mo.€ than 27 years. The vendor further indicdted
lhal each tima a repair \pa6 mad€ lho Sygt6 was
r€p,er3urired, which ln rurn pros.ntsd addt(;onat

Tho fa.ility tailad lo mainliin lhe hrit.ting 5
waleFb.sed lire sprinkler ptulEction s!srem in
a'.,)rdan(e wilh NFPA 25 rcauirrmerrts alrd ctid not
dBnronst,ale F,roaclive me:surei to anticiDale
a344Fla'.d dEluriordlion or systnm ot!9.re!.e^{e n
a.,.ordance with NFPA 101.

2) On 10/1512025, dunng a r6v;ew of lhs facittty's
Lifo Sa[cly code dncunrenlslion, a veildor insEeitiun
TEPOTI tiI|(d," ODP[/1.FIRE SPRINKLER 5YEAR INTERNAL

25a1
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INSPECTION' daled 02:62025 was provided. The vondor
inspa(lirn r6po( indicdled lhat allw€t-typ€ quict
re3pons6 (QR)spr{^kl.rs hredB 20 or more ye,irs otd
wor€ r€placed or suci4asfully gampl€ lested The vendor
inspe.lion reporl f!rth6r indicaled that alldry-type
gprintler heids 10 y6ars old or old.r wsro repli.tsd or
succr!slully s.mplB leslBd

The larjlity failed to provldo w.lllc. re.o.ds lor lhe
repl^.rmanl or sample l6i(ing resr.lts of ths rn('re than
20-y6dr-old wet-type QR and nlse than '1o-year-old

dry-type sprlnller heads that w€.e ind cered wilhin
this insperlion r.porl.

3) On 10/1512025, dlring a revi€w ol the facilitys
Lile SaIsty code doclrfienlslion. a v6ndor ;nspec {ion
report tilled, "PM-FIRE SPRINKLER ANNUAL TNSPECTION
100% HEADS-ANNUAU daled 05/15/2025 was pruvided. Th€
vehdor lnspa.tion repa.l indicaled lhalatlwel-type QR
sprinklcrs heads 20 or mors yBars old wcre ftsl,la,:e.j Ol
succ6esfully 9anlpl€ lcrled, The vendor inspeation
fsporl firrlher lndiriiled lhat alldry-type sprinkte.
heads 10 yaars old or older we,o repldced or
sLc(fi 9lully 6antple lc*lad.

ln addilior. lhe faiillly p,ovided As-Buill spriirrer
tr!trm plans ddled 0726/1998, in which, lhr6e oi llve
pages were inspe.led. Plan pagas tour and five wers
misslng- Th6 limilpd As-Buill pl.ns iodir-atrd the
faoillly 6\)rndirred an e,cess o1359 wet"type QR and
dry-typE sprlnkler haa.,! insrallad in 19,q3. The arrr,al
sprinklar head counl renrai6ed undett.mio6d due to the
hro n)i6ehg pl6n pagrs.

During an inLsrview the I,,l6in{6nan(.e Dire.,tor indi,?ted
th6 fa^llity hsd not repla(ed or sample tasl*d ihe
building's 20-year"old(er) w€l'lype OR or
1 0-year-old(ea) dry-typs sprinklrr h6acts.

4) On 10/15/2025, during a tour of lh6 fs.,ility,
unoicupied raside^t.oom iI608 was sorveyed lor Life
Sal€ty Code compliance. ObsE.v6lion r€vealed llta
rasid6nt room c.Jnlained lwo slde mouhlrd \ret-type OR
sprinkler heads The sprinkl€. he.d deUe.tor pralts
conlnined lhB year, lype, male, filodsl, lde,'lili.ali,rn
number, and appllialrlo manufa,rere dald The sprinkler
h6ad daflpr.r,_rr plare IndjGrlid ihe sprinkl€r head was
nldnutaoturad In 1998 and was n facl typ6 oR,

'fhe tacility failed to re!,lac6 lhe QR wol-type
sprinkler hoads wilhin 20 ysars of !.rvlie or p.ovjde
evidence ol aFpruved sample lesting ol a mirimunr to{r
or 1'lo ol th€ tilal sprinktar h.a,ls hr\lrlled.
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5) On 1 0/15i2025, during a tour of lhe laiilily an

)laryiew wai c!nd!(tecj wllh th€ Supervisor ot the

building's sprinklrr strtBm r€palr company. Th€

Supervisor indi..iled that lhs l*rnFany wes nol th.
coAira,:t*d vendor lor the fa,:ility ani was simply on

sile to repak le.l$ tor the sged and dry-lypa
sprinkl.r st5lsfi. Tho SuP?rvisor indi.ai€d the dry'type
sp.nrkl,rr sFtBm and r!prhkler heads were localid
within lh€ alli. and inlc.6lilialspar.ing and app.ared
to rurllain all original mdlerials.

Ths Ldlliy feiled to repla.* the dry-lype sprinllnr
heads wilhin 10 ysars ol s.rvice or prcvide writl8n

Gr.rrds of approved lample le(ling ol a minimum ,,rur or

1% of th6 totsl sp.inkler heads ir)rlelled.

C. KJ54 Fire Warch Pollq,

Ihe fecilily fail€d lo ov;de evid€nce that 21

id6l'lified tleff memb€rs receivod in-lervico lr6ining

on fire wrt.h fun,)ti.rns, g€neralfi,€ 3,il8ly, or

specrfic concerns relaltd to s current sprinlllar
impairmsnt thal n€catlilsled a fire wal,rh.The fa.llity
waa unable to pluvid6lralnlng retords c(rriculum,
l€slon plsns, perJornance objer-tivEs, or docnm6ntd
evldence of the tanilily's rir€ wukh functirJns in

dire.l4ontrast to il3 6slablishad poli.y.

1) On 1o/15/2025, during a review ol the farilily'8

Lil6 Saf€ly Code dorumanlrlk,n, lh€ {a.,ilily provided

policy #EDP-o16'FIRE SAFETY ANo PROCEDURES" wilh an

6tfec1iv6 dal6 of 04/25D0 t8. Llne il.rm #6 of the

do,:r.rment slat€d, "any inc,ividual 395igned to nre walcn

shallnol pertorm any olhar arsigoed iob dulie!'. Line

il6m #7 slaled,'all p6lsonnelwll be l.ainod ln our

llrs waloh procedures'. Only the Salety Omrer

Admrnishalot or dssignee will ersigr firo w.nrh dtlty

and lh6 a.s.gned wllluade,go Uarr,.g ,n oLr lire

watch functions p|;or lo bsing .lclgned rlr€ w.l.h
duties

Th6 pali,:y faibd lo identily sfie(ilic llre wal;h
func$ons or physi..al a,,rions utili:ed in iir€ wal.h

2) On 10/15/2025, during an inlRrvidw, lhe MainlRnance

Director (MD) lndlr-ated also being lh€ deslrnated

SatEty Ofii.tr (SO) for the {a.ilily in addilion to his

fulftimo d!lie.5. Tho MD/SO lndic.t{d the la,Jlity had

been on an eitended fir€ \,taluh duo to an ongolng

sprinkl6r system impairol€nl.ThB M0ISO indl..rled lhe

facillly's manllBnanca slsft were 5olgly responsilrle

lor i..ndudirg fire walch and h^d do.umanled lh€ir

Corti,r!ed kom page 27
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a.rions on a facility lorm The Mo/SO provided a
quar(ity ofcompleted forrns tltled, "FlRE WATCH

OOCUMENATION",

Ouring a review ol th6 p,ovided firB wel,)h lo0s, it was
diierminad that thor6 was iocomp cl! c<rvlrdge for

ieveraldays. particultlrly lho night shift hours ol
10pm-6am- Th. IVO/SO indi."]ted tho lour-perlon
mai.ttsrance leam was unalrle to grovide 24-hour fire

wslch coverage and a6 sirch, dti(ign:led both clini,ral

and non,clinicel sletllo assist. Thg MD/SO lh€n
producad an addilional quanlity ol fa.'ility lie welLh
lc,gs tor the missing walch poriods UFon revi€q thero
\,!aa a tolrl of 21 laclllty slall members ide.lifled who

(.)ftpleled 6 fir6 wan+l loo.

During an irtsrvilrq the MD/SO ind€:led th€ iacility
could nol provide avidence thal lh6 21 6la[t monlbeG
received trair ng in firo welch funcliDo6. In addillon,
th€ l\,1D/SO lndiGited lhe lacility coold not grovide

curriculum or doaumenls thal 6p€c.ifi.rlly illl61,.16

fro werch functions in di,ect contr.tst to fa.llity

fk licy #EDP-o16.

D. (923 G.s Equipnr6nt Cyllnder and Conl.iner Sluragc

Th€ fa..ilily failad lo onsure medi.4l9.5 sto.ale rooms

th.l conlltin€d oryg6n cyrinders wero pr,rlecl.d againsl
unaulho,ized snlry / pole^liel lampein0 and conla;ned
lhe requir€d carlion signage.

1) On 10/15/2025 during a lour of lhe {a.-ility,

obr€rvalion rovedl6d lhe 6ntry door lo lh€ d€signalgd
medi.elgas siorago room edlac€nl lo the 200 hall\ryes

propped open with an orygen cylind6r cert Fullh€r
ob3aNalion reveeled, lh€ enky door lo the designat€d

mBdn-algas itorago room eclja.4nl lo the 600 hallwas
tound unlocled when chall9nged.

The facillty failed to ensurs the orygen storago roonrs

w6.. p,olBcled from unaulhorized enlry and polBotial

cyllnder lampBring.

2) On 10/1y2025, during a lour ol the facility

oEEervel'on r€veel6d lho tso dec,gnalEd lnlx,ior
modicalgas rlu.agc roorrrs wc(e designat€d "Clean

Ulility' and "Nourl6hmanl Room5". Furlherobservalil)n
r€v6alsd sl0nage to tho righl of lho di,or6 thal reid,
'Orygon Storage Flamn)able'.

The ladlity lailec,lo enslrro tho entry doors for the

two d€eign.led inlerior o>ygen sl.,ao€ rcoms were
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equipped with signaoB that lndi.rted nridlzing gas(os)
wsre 6to,ed within. At a minimum, signage on tho ontry
doors must read, CAUTIONi OXi0lZlNG GASE(ES) STORED
WITHIN NO SMOKING,
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