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The Statement of Deficiencies &%‘i
was generated as a result of a Deficienci
state licensure survey conducted es

in your facility, in accordance
with Nevada administrative code,
chapter 449, and Nevada revised
statutes chapter 449- Residential
Facility for Groups (RFG),
medical facilities and other
related entities.

The findings and conclusions of
any investigation by the Division
of Health Care Purchasing and
Compliance shall not be
construed as prohibiting any
criminal civil investigation,
actions or other claims for reliefs
that may be available to any
party under applicable federal,
state or local law.

Based on an inspection
conducted, the items marked
below identify the violation in
operation of the RFG which must
be corrected by the
revisit/compliance date specified
in writing by the health authority.

Failure to comply with this
notice and immediately correct
the identified deficiencies may
result in the suspension or
termination of your provider
agreement, funding, or future
authorization as a provider
authorized by the State

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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of Nevada pursuant to NAC
433.384, and other applicable
local and state laws.

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
mandatory regrading and Complaint
Investigation surveys, completed at your
facility on 06/24/26, in accordance with
Nevada Administrative Code (NAC) Chapter
449, Requirements for Residential Facilities
for Groups.

The facility is licensed for 150 Residential
Facility for Group beds for elderly and
disabled persons, with endorsements for
Alzheimer's disease and Category Il
residents.

The census at the time of the survey was
51. Five resident files and six employee files
were reviewed.

The facility received a grade of A.
There were two complaints investigated.
Substantiated:

1. Complaint #13709 was substantiated.
(See Tag Y1200).

Unsubstantiated:

2. Complaint #13749 could not be
substantiated. No regulatory deficiencies
were found.

The investigation of Complaints included:

Observation of staff/resident interactions,
resident hygiene, no odors, medications
being administered and no resident with
injuries or bruises.

Interviews were conducted with the
Executive Director, Medication Aides,
Resident Services Coordinator, Caregiver,
Personal Care Attendents and residents.
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Clinical record review of five resident
records, including the residents of concern.
Document review of facility policies and
procedures, staff schedule and incident
reports
Y 0850 Y 0850 07/09/202
SS=D The Executive Director and/or designee will | 6
NAC 449.274 and R043-22 ensure that each resident receives and has
documented a comprehensive skin integrity
) ) . assessment upon admission to identify
Medical care of resident after illness, existing skin concerns and risk factors for
injury or accident; periodic physical pressure injury. (Please note R1 wounds,
examination of resident; rejection of documented in these deficiencies have
medical care by resident; written healed and she remains stable and
records. o - predictable).
1. If a resident of a residential facility
becomes ill or is injured, the resident’s Care staff will perform ongoing skin
physician and a member of the resident’s observations during bathing, personal care,
family must be notified at the onset of and ADL assistance, reporting any
illness or at the time of the injury. The concerns or changes in skin condition to the
facility shall: Health Services Director (HSD) or designee
(a) Make all necessary arrangement to as appropriate. The HSD will ensure timely
secure the services of a licensed physician assessment and implementation of
to treat the resident if the resident’s appropriate interventions, including
physician is not available; and notification of the resident's physician,
(b) Request emergency services when such responsible party, and third-party providers
services are necessary. when indicated. All assessments,
2. Aresident who is suffering from an interventions, and notifications will be
illness or injury from which the resident is documented in the resident's electronic
expected to recover within 14 days after the health record.
onset of the illness or the time of the injury
may be cared for in the facility. The Residents identified as being at increased
decision as to the period within which the risk for pressure injuries will receive
resident is expected to recover from the individualized preventive interventions,
iliness or injury and the needs of the including routine repositioning, pressure-
resident must be made by the resident’s relieving devices as appropriate, skin
physician or, if he is unavailable, by another monitoring, nutritional support, hydration,
licensed physician. , o and ongoing care plan review.
3. A written record of all accidents, injuries
and ilinesses of the resident which occur in Care staff will promptly report any concerns
the facility must be made by the caregiver or observations related to skin integrity to
who first discovers the accident, injury or the Health Services Director or designee.
illness. The record must include: The HSD, Executive Director, and
(@) The date and time of the accident or Administrator will review resident care,
injury or the date and time that the iliness documentation, and interventions as
was discovered; o appropriate to ensure compliance with
(b) A description of the manner in which the physician orders, care plans, and facility
accident or injury occurred or the manner in policy. Any identified concerns will be
which the illness was discovered; addressed immediately through corrective
(c) A description of the manner in which the action and staff education as needed.
STATE FORM Event ID: Facility ID: Page 3 of 7
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members of the staff of the facility
responded to the accident, injury or iliness
and the care provided to the resident.

This record must accompany the resident if
he or she is transferred to another facility.
4. The facility shall ensure that appropriate
medical care is provided to the resident by:
(a) A caregiver who is trained to provide
that care;

(b) An independent contractor who is
trained to provide that care; or

(c) A medical professional.

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 a qualified provider of health
care in accordance with NRS 449.1845. The
resident must be cared for pursuant to any
instructions provided by the qualified
provider of health care.

6. The members of the staff of the facility
shall:

(a) Ensure that the resident receives the
personal care that he requires.

(b) Monitor the ability of the resident to care
for his own health conditions and shall
document in writing any significant change
in his ability to care for those conditions.

7. This section does not prohibit a resident
from rejecting medical care. If a resident
rejects medical care, an employee of the
facility shall record the rejection in writing
and request that the resident sign that
record as a confirmation of his rejection of
medical care. If the resident rejects medical
care that a physician has directed the
facility to provide, the facility shall inform the
resident’s physician of that fact within 4
hours after the care is rejected. The facility
shall maintain a record of the notice
provided to the physician pursuant to this
subsection.

8. As used in this section, “significant
change” means a change in a resident’s
condition that results in a category 1
resident becoming a category 2 resident or
otherwise results in an increase in the level
of care required by the resident.
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Inspector Comments: Based on interview
and record review, the facility failed to
ensure appropriate resident care was
provided to reduce risk of a resident
developing a bed sore, for 1 of 5 residents
(Resident #1).

Findings include:

Resident #1 (R1) was admitted on 12/14/25
with diagnoses of dementia. Review of R1's
care plan dated 12/18/25 documented R1
had no skin issues and no pressure sores.
Care plan for R1 dated 06/08/26
documented R1 had a stage one pressure
sore. Hospice admission document for R1
documented R1 had no skin issues or
pressure sores. Hospice orders dated
03/06/26 documented R1 had a pressure
sore and should be turned every two hours.

On 06/24/26 at 11:46 AM, a caregiver
revealed R1 developed a bed sore while in
the facility.

Facility policy Pressure Sore
Prevention and Wound Care
Coordination, undated,
documents assess each
resident’s skin condition with
routine skin checks during
bathing and activities of daily
living care. Implement preventive
measures for at risk residents.
Document repositioning
schedules and skin observations
in the resident record.
Caregivers shall document skin
observations and delegated
supportive care each shift.

Review of R1's record did not
document skin checks or
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supportive measures to reduce
risk.

On 06/24/26 in the morning, a Resident
Care Coordinator confirmed R1 did not
arrive at the facility with a pressure sore.
Further, the Resident Care coordinator
indicated R1 was bedfast and was not being
turned every two hours at night by staff. The
facility was unable to provide
documentation of skin assessments,
repositioning logs or caregiver notes for R1.

Severity: 2 Scope: 1

Complaint #13709
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Y 0991 | NAC 449.2756 and R043-22 Y 0991 07/09/202
SS=F | Residential facility which provides care The Executive Director and/or designee will | 6
to persons with Alzheimer’s disease: ensure the safety and security of residents
Standards for safety; personal required; residing in the Memory Care neighborhood
training for employees. by maintaining a functional Life Safety
(b) Operational alarms, buzzers, System designed to reduce the risk of
resident elopement.
horns or other technology for
notifying staff when a door is At the beginning of each shift, the oncoming
opened are installed on all doors Medication Technician (Med Tech) or
. designee will perform and document an
that may be used to exit the operational check of all three Memory Care
facility. exit doors (Lobby, Stairwell, and Patio) to
verify that the Life Safety System for each
Inspector Comments: Based on observation exit door is functioning properly, including
and interview, the facility failed to ensure an the audible alarm. Documentation will be
audible alarm was present on all doors maintained on the Memory Care Life Safety
leading outside of the facility. Verification Log, located in the Memory
Care Medication Room.
Findings include:
Any malfunction involving an exit door,
On 06/24/26 in the morning, a door in locking system, or Life Safety System will
memory care which exited to the back of the be reported immediately to the Executive
facility was not properly functioning and no Director/Manager on Duty (MOD) and the
audible alarm was heard when the door Maintenance Director. A maintenance
was opened. workorder will be initiated promptly, and
staff will monitor the affected exit until
On 06/24/26 in the morning, a maintenance repairs have been completed and the
employee confirmed there was no audible system has been verified as fully
alarm on an exit door in the back of the operational.
memory care unit, due to the battery being
dead. The facility's TELS Preventive Maintenance
Program will be utilized to schedule and
Severity: 2 Scope: 3 document routine daily, weekly, and
monthly inspections of the Memory Care
Subsequent deficiency from survey dated Life Safety System. Any identified
03/23/26. deficiencies will be corrected promptly and
documented within the TELS system.
All Medication Technicians, caregivers,
maintenance personnel, and leadership
staff will receive education on the revised
Memory Care Life Safety verification
process, including their responsibilities for
operational checks, reporting,
documentation, and timely corrective action.
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