
0000 Initial Comments - 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
State Licensure re-grading survey 
conducted at your facility on 03/21/19, in 
accordance with Nevada Administrative 
Code (NAC) Chapter 449, Residential 
Facilities for Groups. The facility is licensed 
for eight Residential Facility for Group beds 
for persons with mental illness and/or 
chronic illnesses, Category II residents. The 
census at the time was eight. Four resident 
files were reviewed. The facility received a 
grade of B. 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:
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0178
SS= F

449.209(5) - Health and Sanitation-Maintain 
Int/Ext - NAC 449.209 Health and 
sanitation. 5. The administrator of a 
residential facility shall ensure that the 
premises are clean and that the interior, 
exterior and landscaping of the facility are 
well maintained. 

Inspector Comments: Based on observation 
and interview, the facility failed to ensure 
the exterior premises was clean and well-
maintained. Findings include: On 03/21/19 
at 12:15 PM during a facility tour, the 
following was observed: An unraveled hose 
inserted into a yellow bucket filled with 
water. The Caregiver indicated she had 
used the bucket for mopping the floor 
earlier during the day. Two mattress frames 
located behind a storage shed. The 
Caregiver indicated the mattress frames 
had been in good condition and would be 
used for a resident in the future if needed. A 
bathtub located behind the storage shed. 
The Caregiver acknowledged the bathtub 
behind the storage shed and indicated the 
bathtub should have been removed. An 
Oxygen Concentrator located on a patio 
table. The Caregiver acknowledged the 
Oxygen Concentrator on the patio table. 
The caregiver removed the Oxygen 
Concentrator. Severity: 2 Scope: 3

0178 1) Bath tub was removed from property. 
Hose and bucket were put away after drying 
out. Bedframes were neatly stacked.
2) Property will be inspected regularly to 
assure it is clean and neat.
3) Owner/Administrator will monitor
4) Owner will be responsible
5) 3/22/19

03/22/201
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0853
SS= D

449.274(3)(a-c) - Medical Care / Records - 
NAC 449.274 Medical care of resident after 
illness, injury or accident; periodic physical 
examination of resident; rejection of medical 
care by resident; written records. 3. A 
written record of all accidents, injuries and 
illnesses of the resident which occur in the 
facility must be made by the caregiver who 
first discovers the accident, injury or illness. 
the record must include: (a) The date and 
time of the accident or injury or the date and 
time that the illness was discovered. This 
record must accompany the resident if he is 
transferred to another facility. (b) A 
description of the manner in which the 
accident or injury occurred or the manner in 
which the illness was discovered. This 
record must accompany the resident if he is 
transferred to another facility. (c) a 
description of the manner in which the 
members of the staff of the facility 
responded to the accident, injury or illness 
and the care provided to the resident. This 
record must accompany the resident if he is 
transferred to another facility. 

0853 no deficiency noted 03/22/201
9
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0870
SS= E

449.2742(1)(a-c) 2 - Medication 
Administration - NAC 449.2742 
Administration of medication: 
Responsibilities of administrator, caregivers 
and employees of facility. 1. The 
administrator of a residential facility that 
provides assistance to residents in the 
administration of medications shall: (a) 
Ensure that a physician, pharmacist or 
registered nurse who does not have a 
financial interest in the facility: (1) Reviews 
for accuracy and appropriateness, at least 
once every 6 months the regimen of drugs 
taken by each resident of the facility, 
including, without limitation, any over-the-
counter medications and dietary 
supplements taken by a resident; and (2) 
Provides a written report of that review to 
the administrator of the facility; (b) Include a 
copy of each report submitted to the 
administrator pursuant to paragraph (a) in 
the file maintained pursuant to NAC 
449.2749 for the resident who is the subject 
of the report; and (c) Make and maintain a 
report of any actions that are taken by the 
caregivers employed by the facility in 
response to a report submitted pursuant to 
paragraph (a). 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 
of any concerns noted by the person who 
submitted the report. The report must be 
reviewed and initialed by the administrator. 

0870 no deficiency noted 03/22/201
9

0878
SS= D

NAC 449.2742(5)(6) - Medication / OTCs, 
Supplements, Change Order - NAC 
449.2742 Administration of medication: 
Responsibilities of administrator, caregivers 
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 has approved the 
administration of the medication or 
supplement in writing or the facility is 
ordered to do so by another physician. The 
over-the-counter medication or dietary 

0878 1) OTC medicine in question removed from 
facility.
2) Residents and families were notified that 
medications of any kind will only be 
accepted with a doctor's order. This 
includes OTC medications. 
3) Owner/Administrator will monitor
4)Owner/Administrator
5) 3/22/19

03/22/201
9
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supplement must be administered in 
accordance with the written instructions of 
the physician. 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 must 
be administered as prescribed by the 
physician. If a physician 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 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 written by a physician, the 
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. 

Inspector Comments: Based on 
observation, interview, and record review, 
the facility failed to ensure there was a 
physician's order for an over-the-counter 
medication for 1 of 8 residents (Resident 
#4). Findings include: Resident #4 (R4) 
Resident #4 was admitted on 01/26/18, with 
diagnoses including hypertension and 
diabetes mellitus. On 03/21/19 at 2:30 PM, 
a medication ZzzQuil was observed on R4's 
nightstand. A review of R4's file lacked 
documented evidence a physician's order 
had been obtained for the medication. On 
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03/08/19 at 2:40 PM, the Administrator 
explained R4 did not have a physician's 
order for the medication to be administered. 
The Administrator indicated she would 
contact the physician for an order to 
administer the medication. Severity: 2 
Scope: 1

0885
SS= D

449.2742(9) - Medication / Destruction - 
NAC 449.2742 Administration of 
medication: Responsibilities of 
administrator, caregivers and employees of 
facility. 9. If the medication of a resident is 
discontinued, the expiration date of the 
medication of a resident has passed, or a 
resident who has been discharged from the 
facility does not claim the medication, an 
employee of a residential facility shall 
destroy the medication, by an acceptable 
method of destruction, in the presence of a 
witness and note the destruction of the 
medication in the record maintained 
pursuant to NAC 449.2744. 

0885 no deficiency  noted 03/22/201
9

0895
SS= F

449.2744(1)(b 1-4)+449.2746(2) - 
Medication / MAR-PRN MAR - NAC 
449.2744 Administration of medication: 
Maintenance and contents of logs and 
records. 1. The administrator of a residential 
facility that provides assistance to residents 
in the administration of medication 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; and (4) Instructions for 
administering the medication to the resident 
that reflect each current order or 
prescription of the resident's physician. 
NAC 449.2746 (Refer to NAC 449.2742(5) 
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.) 2. A caregiver who administers 
medication to a resident as needed shall 

0895 1) Additional training for caregivers in 
medication mgt.
2) Review MAR 3 times daily to confirm that 
there are no further pre signatures
3) See #2
4) Owner/Administrator
5) 3/22/19

03/22/201
9
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record the following information concerning 
the administration of the medication: (a) 
The reason for the administration; (b) The 
date and time of the administration; (c) The 
dose administered; (d) The results of the 
administration of the medication; (e) The 
initials of the caregiver; and (f) Instructions 
for administering the medication to the 
resident that reflect each current order or 
prescription of the resident's physician. 

Inspector Comments: Based on 
observation, record review and interview, 
the facility failed to ensure the Medication 
Administration Record (MAR) was complete 
and accurate for 2 of 8 residents (Resident 
#1 and #2). Findings include: A review of 
the residents MARs revealed the evening 
dose of medications had been pre-signed 
for Resident #1 and #2. Resident #1 (R1) 
R1 was admitted on 12/07/17, with 
diagnoses including hypertension and 
anxiety. On 03/21/19 at 12:15 PM, R1's 
MAR revealed the following medications 
had been pre-signed by staff. -Memantine 5 
milligrams (mg), take one tablet by mouth 
every day at 7:00 PM. -Paroxetine 10 mg, 
take one tablet by mouth everyday at 7:00 
PM. Resident #2 (R2) R2 was admitted on 
12/22/18, with diagnoses including 
hypertension and diabetes mellitus. On 
03/21/19 at 12:25 PM, R2's MAR revealed 
the medication Metformin 500 mg, take one 
tablet every night for diabetes had been 
pre-signed by staff. On 03/21/19 at 12:30 
PM, a Caregiver acknowledged R1 and R2 
had medications that were pre-signed by 
staff. The caregiver indicated the staff 
whom signed the medications had left the 
facility for the day. On 03/21/19 at 1:00 PM, 
the Administrator verified R1 and R2 MAR's 
and confirmed the medications had been 
pre-signed by staff. The Administrator 
explained staff should not have pre-signed 
the MAR's. Severity: 2 Scope: 3
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0920
SS= F

449.2748(1-2) - Medication Storage - NAC 
449.2748 Medication: Storage; duties upon 
discharge, transfer and return of resident. 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. 
Medication 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 without 
supervision may keep his medication in his 
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. 

Inspector Comments: Based on 
observation, interview and record review, 
the facility failed to ensure medications 
were secured. Findings include: Resident 
#4 (R4) Resident #4 was admitted on 
01/26/18, with diagnoses including 
hypertension and diabetes mellitus. On 
03/21/19 at 2:30 PM, a medication ZzzQuil 
was observed on R4's nightstand. The 
resident's bedroom door was unlocked and 
opened. There was no secured area for 
medication storage. On 3/21/19 at 2:35 PM, 
R4 indicated a family member had bought 
the medication. R4 explained R4 had the 
medication for a month. On 03/08/19 at 2:40
 PM, a Caregiver and Administrator 
acknowledged R4's medication located on 
the nightstand. The Administrator indicated 
she was unaware R4 had the medication. 
The Administrator verbalized all 
medications should have been secured. 
Severity: 2 Scope: 3

0920 1) address in 0878. In addition all night 
stands will be inspected daily to make sure 
there are no medications or dangerous 
objects present. All of these items will be 
locked. 
2) Daily inspection
3) Owner/Administrator to monitor
4) Owner/Administrator
5) 3/22/19

03/22/201
9
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0940
SS= B

449.2749(1)(g)(3) - Resident file - ADL 
Evaluation Annually - NAC 449.2749 
Maintenance and contents of separate file 
for each resident; confidentiality of 
information. 1. A separate file must be 
maintained for each resident of a residential 
facility and retained for at least 5 years after 
he permanently leaves the facility. The file 
must be kept locked in a place that is 
resistant to fire and is protected against 
unauthorized use. The file must contain all 
records, letters, assessments, medical 
information and any other information 
related to the resident, including without 
limitation: (g) An evaluation of the resident's 
ability to perform the activities of daily living 
and a brief description of any assistance he 
needs to perform those activities. The 
facility shall prepare such an evaluation: (3) 
In any event, not less than once each year. 

0940 no deficiency noted 03/22/201
9
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0960 449.2754(1) - Alzheimer's Endorsement - 
NAC 449.2754 Residential facility which 
provides care to persons with Alzheimer's 
disease: Application for endorsement; 
general requirements. 1. A residential 
facility which offers or provides care for a 
resident with Alzheimer ' s disease or 
related dementia must obtain an 
endorsement on its license authorizing it to 
operate as a residential facility which 
provides care to persons with Alzheimer ' s 
disease. The Health Division may deny an 
application for an endorsement or suspend 
or revoke an existing endorsement based 
upon the grounds set forth in NAC 449.191 
or 449.1915. 

Inspector Comments: Based on interview 
and record review, the facility failed to 
ensure an endorsement was obtained for 
the provision of Alzheimer's Disease or 
related dementia care for 1 of 8 residents 
(Resident #3). Findings include: The facility 
is licensed for eight Residential Facility for 
Group beds for persons with mental illness 
and/or chronic illness, Category II residents. 
Resident #3 (R3) R3 was admitted on 
06/18/18, with diagnoses of dementia. R3's 
Annual Physical dated 02/12/18, 
documented the resident had dementia and 
was forgetful. On 03/21/19 at 2:50 PM, a 
mini cognitive assessment was completed. 
R3 was unable to answer the questions on 
the cognitive assessment. R3 was unable to 
answer the state in which R3 resided and 
the day of the week. R3 indicated R3 had a 
car and was going to drive it. On 03/21/19 at 
2:55 PM, the Administrator was aware of 
the required endorsement for the 
Alzheimer's Disease or related dementia 
care. The Administrator acknowledged R3 
had been diagnosed with dementia. The 
Administrator indicated R3 should have 
been accessed by the physician to remain 
in the facility.

0960 1) Obtain a doctor's letter indicating the 
resident can remain in facility
2) Do not accept a resident with dementia 
without doctor's approval
3) Owner/Administrator will monitor
4) Owner/Administrator
5) 4/11/19

04/11/201
9
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