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Initial Comments

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
State Licensure grading re-survey initiated
at your facility on 01/02/20, in accordance
with the Nevada Administrative Code (NAC)
Chapter 449, Residential Facility for
Groups. The facility is licensed for eight
Residential Facility for Group beds for
elderly and disabled persons and/or
persons with mental illnesses and/or
persons with mental retardation and/or
persons with chronic illnesses, Category Il
residents. The census at the time of the
survey was six. Five resident files were
reviewed and three employee files were
reviewed. The facility received a grade of A.
The findings and conclusions of any
investigation by the Division of Public and
Behavioral Health shall not be construed as
prohibiting any criminal or civil
investigations, 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:

0000

0050
SS=F

Administrator's Responsibilities - Oversight -
NAC 449.194 Responsibilities of
administrator. (NRS 449.0302) The
administrator of a residential facility shall: 1.
Provide oversight and direction for the
members of the staff of the facility as
necessary to ensure that residents receive
needed services and protective supervision
and that the facility is in compliance with the
requirements of NAC 449.156 to
449.277086, inclusive, and chapter 449 of
NRS.

0050

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
CFX111.

01/02/202
0

0074

Elder Abuse Training - NRS 449.093
Training to recognize and prevent abuse of
older persons: Persons required to receive;
frequency; topics; costs; actions for failure
to complete. 1. An applicant for a license to
operate a facility for intermediate care,
facility for skilled nursing, agency to provide
personal care services in the home, facility
for the care of adults during the day,
residential facility for groups or home for
individual residential care must receive
training to recognize and prevent the abuse
of older persons before a license to operate

0074

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
CFX111.

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.

01/02/202
0
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such a facility, agency or home is issued to
the applicant. If an applicant has completed
such training within the year preceding the
date of the application for a license and the
application includes evidence of the
training, the applicant shall be deemed to
have complied with the requirements of this
subsection. 2. A licensee who holds a
license to operate a facility for intermediate
care, facility for skilled nursing, agency to
provide personal care services in the home,
facility for the care of adults during the day,
residential facility for groups or home for
individual residential care must annually
receive training to recognize and prevent
the abuse of older persons before the
license to operate such a facility, agency or
home may be renewed. 3. If an applicant or
licensee who is required by this section to
obtain training is not a natural person, the
person in charge of the facility, agency or
home must receive the training required by
this section. 4. An administrator or other
person in charge of a facility for
intermediate care, facility for skilled nursing,
agency to provide personal care services in
the home, facility for the care of adults
during the day, residential facility for groups
or home for individual residential care must
receive training to recognize and prevent
the abuse of older persons before the
facility, agency or home provides care to a
person and annually thereafter. 5. An
employee who will provide care to a person
in a facility for intermediate care, facility for
skilled nursing, agency to provide personal
care services in the home, facility for the
care of adults during the day, residential
facility for groups or home for individual
residential care must receive training to
recognize and prevent the abuse of older
persons before the employee provides care
to a person in the facility, agency or home
and annually thereafter. 6. The topics of
instruction that must be included in the
training required by this section must
include, without limitation: (a) Recognizing
the abuse of older persons, including sexual
abuse and violations of NRS 200.5091 to
200.50995, inclusive; (b) Responding to
reports of the alleged abuse of older
persons, including sexual abuse and
violations of NRS 200.5091 to 200.50995,
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inclusive; and (c) Instruction concerning the
federal, state and local laws, and any
changes to those laws, relating to: (1) The
abuse of older persons; and (2) Facilities for
intermediate care, facilities for skilled
nursing, agencies to provide personal care
services in the home, facilities for the care
of adults during the day, residential facilities
for groups or homes for individual
residential care, as applicable for the
person receiving the training. 7. The facility
for intermediate care, facility for skilled
nursing, agency to provide personal care
services in the home, facility for the care of
adults during the day, residential facility for
groups or home for individual residential
care is responsible for the costs related to
the training required by this section. 8. The
administrator of a facility for intermediate
care, facility for skilled nursing or residential
facility for groups who is licensed pursuant
to chapter 654 of NRS shall ensure that
each employee of the facility who provides
care to residents has obtained the training
required by this section. If an administrator
or employee of a facility or home does not
obtain the training required by this section,
the Division shall notify the Board of
Examiners for Long-Term Care
Administrators that the administrator is in
violation of this section. 9. The holder of a
license to operate a facility for intermediate
care, facility for skilled nursing, agency to
provide personal care services in the home,
facility for the care of adults during the day,
residential facility for groups or home for
individual residential care shall ensure that
each person who is required to comply with
the requirements for training pursuant to
this section complies with such
requirements. The Division may, for any
violation of this section, take disciplinary
action against a facility, agency or home
pursuant to NRS 449.160 and 449.163.

0102
SS=F

Personnel File - TB Screening - NAC
449.200 Personnel files. 1. Except as
otherwise provided in subsection 2, a
separate personnel file must be kept for
each member of the staff of a facility and
must include: (d) The health certificates
required pursuant to chapter 441A of NAC
for the employee;

0102

Please refer to original Statement of
Deficiency/Plan of Correction - Event
CFX111.
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0104 | Personnel Files - Background Checks - 0104 | Please refer to original Statement of

SS=E | NAC 449.200 Personnel files. (NRS
449.0302) 1. Except as otherwise provided
in subsection 2, a separate personnel file
must be kept for each member of the staff
of a facility and must include: (f) Evidence of
compliance with NRS 449.122 to 449.125,
inclusive.

Deficiency/Plan of Correction - Event ID
CFX111.

0
0

1/02/202

0174 | Health& Sanitation-odors-hazards-insects- 0174 | Please refer to original Statement of

SS=E | dirt - NAC 449.209 Health and sanitation.
(NRS 449.0302) 4. To the extent
practicable, the premises of the facility must
be kept free from: (a) Offensive odors; (b)
Hazards, including obstacles that impede
the free movement of residents within and
outside the facility; (c) Insects and rodents;
and (d) Accumulations of dirt, garbage and
other refuse.

Deficiency/Plan of Correction - Event ID
CFX111.

0
0

1/02/202

0250 | Kitchens- Equipment Works; Clean And 0250 | Please refer to original Statement of

SS=F | Sanitary - NAC 449.217 Kitchens; storage
of food; adequate supplies of food; permits;
inspections. (NRS 449.0302) 1. The
equipment in a kitchen of a residential
facility and the size of the kitchen must be
adequate for the number of residents in the
facility. The kitchen and the equipment must
be clean and must allow for the sanitary
preparation of food. The equipment must be
in good working condition.

Deficiency/Plan of Correction - Event ID
CFX111.

0
0

1/02/202

0251 | Storage of Food-Perishable Foods 0251 | Please refer to original Statement of

SS=F | Refrigerated - NAC 449.217 Kitchens;
storage of food; adequate supplies of food;
permits; inspections. (NRS 449.0302) 2.
Perishable foods must be refrigerated at a
temperature of 40 degrees Fahrenheit or
less. Frozen foods must be kept at a
temperature of O degrees Fahrenheit or
less.

Deficiency/Plan of Correction - Event ID
CFX111.

0
0

1/02/202

0301 | Bedrooms - Window Requirement - NAC 0301 | Please refer to original Statement of

SS=D | 449.218 Bedrooms: Floor space; windows
and doors; privacy; storage space; bedding;
personal furnishings; lighting. (NRS
449.0302) 2. Each bedroom in a residential
facility must have one or more windows to
the outside that can be opened from the
inside of the room without the use of tools
or a door to the outside which is at least 36
inches wide and can be opened from the
inside.

Deficiency/Plan of Correction - Event ID
CFX111.

0
0

1/02/202
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Provision of Dental, Optical and Hearing
Care - NAC 449.262 Provision of dental,
optical and hearing care and social
services; report of suspected abuse,
neglect, isolation or exploitation; restrictions
on use of restraints, confinement or
sedatives. (NRS 449.0302) 3. The members
of the staff of a residential facility shall not:
(a) Use restraints on any resident; (b) Lock
a resident in a room inside the facility; or

0557

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
CFX111.

01/02/202
0

0690
SS=F

Residents Requiring Use of Oxygen - NAC
449.2712 Residents requiring use of
oxygen. (NRS 449.0302) 1. A person who
requires the use of oxygen must not be
admitted to a residential facility or be
permitted to remain as a resident of a
residential facility unless he or she: (a) Is
mentally and physically capable of
operating the equipment that provides the
oxygen; or (b) Is capable of: (1)
Determining his or her need for oxygen; and
(2) Administering the oxygen to himself or
herself with assistance. 2. The caregivers
employed by a residential facility with a
resident who requires the use of oxygen
shall: (a) Monitor the ability of the resident
to operate the equipment in accordance
with the orders of a physician; and (b)
Ensure that: (1) The resident ' s physician
evaluates periodically the condition of the
resident which necessitates his or her use
of oxygen; (2) Signs which prohibit smoking
and notify persons that oxygen is in use are
posted in areas of the facility in which
oxygen is in use or is being stored; (3)
Persons do not smoke in those areas where
smoking is prohibited; (4) All electrical
equipment is inspected for defects which
may cause sparks; (5) All oxygen tanks kept
in the facility are secured in a stand or to a
wall; (6) The equipment used to administer
oxygen is in good working condition; (7) A
portable unit for the administration of
oxygen in the event of a power outage is
present in the facility at all times when a
resident who requires oxygen is present in
the facility; and (8) The equipment used to
administer oxygen is removed from the
facility when it is no longer needed by the
resident.

0690

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
CFX111.

01/02/202
0
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Medical Care of Resident After lliness -
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. (NRS
449.0302) 5. Before admission and each
year after admission, or more frequently if
there is a significant change in the physical
condition of a resident, the facility shall
obtain the results of a general physical
examination of the resident by his or her
physician. The resident must be cared for
pursuant to any instructions provided by the
resident ' s physician.

0859

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
CFX111.

0
0

1/02/202

0872
SS=D

Medication Educ Initial/annual Administrator
- NAC 449.2742 -Administration of
medication: Responsibilities of
administrator, caregiver and employees of
facility. 1. The administrator of a residential
facility that provides assistance to residents
in the administration of medications shall: (f)
In his or her first year of employment as an
administrator of the residential facility,
receive, from a program approved by the
Bureau, at least 16 hours of training in the
management of medication consisting of
not less than 12 hours of classroom training
and not less than 4 hours of practical
training and obtain a certificate
acknowledging completion of such training.
(g) After receiving the initial training
required by paragraph (f), receive annually
at least 8 hours of training in the
management of medication and provide the
residential facility with satisfactory evidence
of the content of the training and his or her
attendance at the training. (h) Annually
pass an examination relating to the
management of medication approved by the
Bureau.

0872

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
CFX111.

0
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0874 | Medication Administration-Report Received 0874 | Please refer to original Statement of 01/02/202
SS=C | - NAC 449.2742 - Administration of Deficiency/Plan of Correction - Event ID 0
medication: Responsibilities of CFX111.
administrator, caregiver and employees of
facility. 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.
STATE FORM Event ID: CXF112 Facility ID: Page 7 of 13
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Medication/OTCS, Supplements, Change
Order - NAC 449.2742 - Administration of
medication: Responsibilities of
administrator, caregiver 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 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 (Previously Y 0879) (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.

0878

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
CFX111.

0
0
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Medication: Storage - NAC 449.2748
Medication: Storage; duties upon discharge,
transfer and return of resident. (NRS
449.0302) 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.
Medications 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 or
herself without supervision may keep the
resident ' s medication in his or her 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.

0920

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
CFX111.
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0923 | Medication: Storage - NAC 449.2748 0923 | 1. Physician for resident 3 has issued a DC | 01/03/202
SS=D | Medication: Storage; duties upon discharge, order for the specific finding stated in the 0
transfer and return of resident. (NRS Statement of Deficiency.
449.0302) 3. Medication, including, without 2. All medications in every resident must be
limitation, any over-the-counter medication stored in its original container with the
or dietary supplement, must be: (a) Plainly resident's information and physician
labeled as to its contents, the name of the information.
resident for whom it is prescribed and the 3. Corrective action is monitored by making
name of the prescribing physician; and (b) sure all medications are taken out from the
Kept in its original container until it is original container only at the scheduled
administered. time.
4. Lead Caregiver will monitor to ensure
Inspector Comments: Based on deficient practice will not recur.
observation, interview and record review, 5. Corrective action was completed on
the facility failed to store a medication in the January 3, 2020.
original container for 1 of 5 sampled 6. Please see attached supporting
residents (Resident #3). Findings include: document.
Resident #3 Resident #3 was admitted on
06/06/19 with diagnoses to include chronic
obstructive pulmonary disease, end-stage
renal disease, rhabdomyolisis, congestive
heart failure, and cardiomyopathy. Resident
#3's January 2019 Medication
Administration Record (MAR) and
physician's order, dated 06/06/19,
documented Bisacodyl 10 milligrams (mg),
insert one suppository in rectum as needed
for constipation. Give one suppository per
rectum daily as needed if Senna is
ineffective or no bowel movement for three
days. The medication was located in the
refrigerator, however, the medication was
not in the original container. On 01/02/20 at
10:50 AM, the Lead Caregiver confirmed
the Bisacodyl was Resident #3's and
verbalized the medication was not in the
original container. Severity: 2 Scope: 1
STATE FORM Event ID: CXF112 Facility ID: Page 10 of 13
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Maintenance and Contents of Separate File
- NAC 449.2749 Maintenance and contents
of separate file for each resident;
confidentiality of information. (NRS
449.0302) 1. A separate file must be
maintained for each resident of a residential
facility and retained for at least 5 years after
he or she 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: (e) Evidence of compliance with
the provisions of chapter 441A of NRS and
the regulations adopted pursuant thereto.

0936

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
CFX111.

01/02/202

0

0938
SS=E

Maintenance and Contents of Separate File
- NAC 449.2749 Maintenance and contents
of separate file for each resident;
confidentiality of information. (NRS
449.0302) 1. A separate file must be
maintained for each resident of a residential
facility and retained for at least 5 years after
he or she 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 or she needs to perform
those activities. The facility shall prepare
such an evaluation: (1) Upon the admission
of the resident; (2) Each time there is a
change in the mental or physical condition
of the resident that may significantly affect
his or her ability to perform the activities of
daily living; and (3) In any event, not less
than once each year.

0938

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
CFX111.

01/02/202

0
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Alzheimer’s Care Application for
Endorsement - NAC 449.2754 Residential
facility which provides care to persons with
Alzheimer ' s disease: Application for
endorsement; general requirements. (NRS
449.0302) 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 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.

0960

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
CFX111.

01/02/202

0

1006
SS=F

Adults with Intellectual Disabilities - NAC
449.2762 Residential facility which offers or
provides care for adults with intellectual
disabilities or adults with related conditions:
Application for endorsement; training for
caregivers. (NRS 449.0302) 2. Within 60
days after being employed by a residential
facility for adults with intellectual disabilities,
a caregiver must receive not less than 4
hours of training related to the care of
persons with intellectual disabilities.

1006

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
CFX111.

01/02/202

0

1011
SS=F

Care for Persons with Mental llinesses -
NAC 449.2764 Residential facility which
offers or provides care for persons with
mental illnesses: Application for
endorsement; training for employees. (NRS
449.0302) 2. A person who provides care
for a resident of a residential facility for
persons with mental illnesses shall, within
60 days after becoming employed at the
facility, attend not less than 8 hours of
training concerning care for residents who
are suffering from mental ilinesses.

1011

Please refer to original Statement of
Deficiency/Plan of Correction - Event ID
CFX111.

01/02/202

0
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1021 | Care for Persons with Chronic llinesses - 1021 | Please refer to original Statement of 01/02/202
SS=F | NAC 449.2766 Residential facility which Deficiency/Plan of Correction - Event ID 0
offers or provides care for persons with CFX111.
chronic illnesses and debilitating diseases:
Application for endorsement; training for
employees. (NRS 449.0302) 2. Within 60
days after being employed by a residential
facility for persons with chronic illnesses, an
employee of the facility shall obtain at least
4 hours of in-service training relating to the
care provided to such persons and in the
actions necessary to control infections. 3.
Evidence of training received pursuant to
subsection 2 must be included in the
employee ' s personnel file.
1045 | Placard - Display - NAC 449.27704 Placard: 1045 | Please refer to original Statement of 01/02/202
SS=C | Issuance and display; failure to comply. Deficiency/Plan of Correction - Event ID 0
(NRS 449.0302) 2. The administrator shall, CFX111.
within 24 hours after receipt of the placard,
display or cause the placard to be displayed
conspicuously in a public area of the
residential facility.
STATE FORM Event ID: CXF112 Facility ID: Page 13 of 13




