
0000 Initial Comments 

Inspector Comments: This Statement of 
Deficiencies was generated as a result of a 
Complaint Investigation initiated at your 
facility on 04/19/19 through 05/16/19, in 
accordance with Nevada Administrative 
Code (NAC) Chapter 449, Agencies to 
Provide Personal Care Services In the 
Home. The census was nine. The sample 
size was five. There was one complaint 
investigated. Complaint #NV00056719 with 
the following allegations could not be 
substantiated: Allegation #1 A resident 
caught an infection while in the facilty. 
Allegation #2 A resident's pressure sore 
became worse while at the facility. 
Allegation #3 The resident developed 
pressure sores on the resident's heels. 
Allegation #4 The facility failed to administer 
a resident's antibiotics. Allegation #5 A 
resident's blood sugar was high. Allegation 
#6 A resident had a urinary tract infection. 
Allegation #7 A resident passed away from 
septic shock. Allegation #8 A resident was 
malnourished. The investigation into the 
allegations included: Observations of a tour 
of the facility, resident appearance, 
caregiver interactions, cleanliness of the 
facility, residents eating lunch and the food 
supply. Interviews were conducted with five 
residents, two caregivers and a home 
health nurse. Record review of five client 
records including the client of concern. 
Document review of the menu, records from 
the skilled nursing facility and home health 
agency. 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. There were no regulatory deficiencies 
identified. No further action is necessary. 
Please retain a copy for your records.
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