
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
complaint investigation completed at your 
facility on 01/12/23, in accordance with 
Nevada Administrative Code (NAC) Chapter 
449, Residential Facility for Groups. The 
census at the time of the survey was 113. 
The sample size was six. There was one 
complaint investigated. The facility received 
a grade of A. Complaint #NV00067374 with 
eight allegations was unsubstantiated. 
Allegation #1, a resident was not given 
medications for two weeks was 
unsubstantiated based on review of 
Medication Administration Records of six 
residents which did not document any 
missed medications and interviews with a 
Medication Technician and the Wellness 
Director who indicated residents were given 
all medications as scheduled. Allegation #2, 
hygiene care including bathing was not 
done for a resident and a resident had a 
strong odor was unsubstantiated based on 
observation of well-groomed residents with 
good hygiene, lack of unpleasant odors and 
interviews with a caregiver, a Medication 
Technician, the Wellness Director and the 
Administrator who indicated residents 
received hygiene care daily and showers at 
least two times a week. Allegation #3, family 
members were denied visitation was 
unsubstantiated based on observation of a 
family visiting with a resident, interviews 
with a caregiver, a Medication Technician, 
the Wellness Director and the Administrator 
who indicated visitation was always allowed 
during visitation hours in residents rooms or 
in a private visitation area. Allegation #4, a 
resident was left wet and soiled in bed was 
unsubstantiated based on observation of 
residents who were clean and unsoiled, 
clean beds, absence of odors and 
interviews with a caregiver, a Medication 
Technician, the Wellness Director and the 
Administrator who indicated residents were 
checked on at least every two hours to 
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ensure they were cleaned and changed as 
needed. Allegation #5, a resident had 
unexplained injuries and the family was not 
informed of a change in condition was 
unsubstantiated based on review of incident 
reports for three residents, which 
documented family members were notified 
within one hour of an incident occurring and 
interviews with the Wellness Director and 
Administrator who indicated whenever an 
incident occurred the family and physician 
would be notified as quickly as possible. 
Allegation #6, a resident was made to wear 
other residents' clothes and residents' 
personal items were missing was 
unsubstantiated based on observation of 
residents wearing clothing which belonged 
to them and interviews with a caregiver and 
a Medication Technician who indicated 
residents clothes were labeled to ensure 
they were not wearing other residents' 
belongings. Allegation #7, staff are not 
properly trained was unsubstantiated based 
on record review of five staff members 
which documented all trainings were current 
and interviews with the Wellness Director 
and Administrator who indicated training 
was required to be completed for all new 
hires prior to working with residents and 
monthly training was conducted to ensure 
no trainings would expire. Allegation #8, 
linens are not properly cleaned was 
unsubstantiated based on observation of 
clean linen in all residents' rooms and 
interview with a Medication Technician and 
the Wellness Director who indicated 
resident linens were changed frequently 
and when soiled. The investigation into the 
allegation included: Observations of five 
residents' rooms, residents hygiene and 
appearance, visitation taking place, 
cleanliness of linens, residents clothing and 
personal items, presence of odors and 
medications being given to residents. 
Interviews with one Caregiver, a Medication 
Technician, the Wellness Director and the 
Administrator. Record review of six 
residents, including the resident of concern, 
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physical exams, incident reports/changes in 
condition, activities of daily living and 
hospice notes. Document review of the 
facility's Admission Agreement, grievance 
reports, incident reports, Visitation policy, 
Personal Property policy and medication 
administration policy. 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. No regulatory deficiencies 
identified. Please retain a copy for your 
records.
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