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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.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER  Name: VERONICA
REPRESENTATIVE'S SIGNATURE

WEATHERS

Title: Executive Director

Date: 05/22/2026
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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 an annual
survey and complaint investigation
completed in your facility on 03/31/26.

The facility is licensed for 146 Residential
Facility for Group beds for elderly and
disabled persons and/or persons with
Alzheimer's disease which provide assisted
living services, Category Il residents.

The census at the time of survey was 133.
Twenty one resident files and ten employee
files were reviewed.

The facility received a grade of D.

There was 1 complaint investigated.

Substantiated:

1. Complaint #NV00013371 was
substantiated. (See Tags 556 and 590)

The investigation of the Complaint included:

Observation of interactions between
residents.

Interviews were conducted with residents,
the Wellness Director, the Memory Care
Director, and the Administrator.

Clinical Record Review of two records,
which included the resident of concern.

Document Review included facility policy
and procedures and the facility’s incident
report database.
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Ysgqﬁg NAC 449.196 & R043-22 Y 0065 | 1.Correctionof specific findings: 25/22/202
Qualifications of caregivers: Employee #9 has completedthe required
caregiver training.
1. A caregiver of a residential facility ) o
must: Employee#3 completed required training,
see uploaded documentation.
a) Be at least 18 years of age; -
(@) y 9 Employee #10 completed training, please
(b) Be responsible and mature and have the see uploaded documentation.
personal qualities which will enable him or h ic ch
her to understand the problems of elderly 2.'I\INb atmer?lsuresl or systemic ¢ hanqes
persons and persons with disabilities; will be put inio place to ensure the
deficientpractice does not recur:
(c) Understand the provisions of NAC . .
449.156t0 449.27706,inclusive, and Atraining tracking system has been
sections 2 to 16,inclusive, of this regulation |mplgmgnted tol en?jur.e alll rfequw”ed
and sign a statement that he or she has trainingis completed timely for all
read those provisions: gr_n_ployge_s. The system tracks hire dates,
' initialtraining completion, annual renewal
(d) Demonstrate the ability to read, write, i‘ﬁe datﬁ_s, and documeﬂtagoln dstfatus.
speak and understand the English new hires aré now scheduled for
language; Caregiver training prior to providing care
' orassuming required duties.
(e) Possess the appropriate knowledge, . . .
skills and abilities to meet the needs of the 3. How will the corrective action be
residents of the facility; and monitored to ensure the
) deficientpractice does not recur:
(f) Not later than 60 days after commencing
employment with the residential facility, . .
rec/ejivgnot/ess than 4 hours of a 4 Toensure ongoing compliance and
combination of tier 1 and tier 2 training prevent recurrence, the
related to care for the residents of the Administrative Assistantwill conduct
facility; and weekly audits of caregiver
. personnel files for four (4)
(g/Receive annually not less than 8 . ;
hours of training related to providing for consec.utlvewe_eks following the
the needs of the residents of a corrective audit. After four weeks,
residential facility. Such training must ongoing audits will begonducted
include, without limitation, at least 2 monthly as part of routine .
hours of tier 2 training. administrative oversight ensuring
allassociate files are reviewed over
a six (6) month timeframe. Any
Inspector Comments: Based on record deficienciesidentified will be
review and interview, the facility failed to correctly promptly.
ensure 3 of 10 employees had completed _ _
initial or annual caregiver training 4. Title ofthe person responsible for
(Employee #3, #9, and #10). implementing corrective action:
Findings include: Administrative Assistant under the oversight
STATE FORM Event ID: Facility ID: Page 3 of 47
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of the Executive Director.
Employee #3 (E3)
5. Date thecorrective action will be
E3 was hired on 05/20/22 as a Medical completed:
Technician.
4/28/2026
E3's file lacked documented evidence E3
completed four hours of a combination of ~
Tier 1 and Tier 2 Initial Caregiver training
within the first 60 days of hire, and the 6. How willyou identify and correct other
annual training requirement of eight hours areas having potential to be affected
of Tier 2 training. bydeficient practice:
Employee #9 (E9) A correctiveaudit of all employee
E9 was hired on 07/21/25 as the personnel fII?S WII.I be completed by
Administrator. 5/13/2026 toidentify any staff
lacking required initial or annual
E9's file lacked documented evidence E9 caregiver training. Anyadditional
completed four hours of a combination of employees identified will complete
Tier 1 and Tier 2 Initial Caregiver training h ired .. . Ki
within the first 60 days of hire. the require trall:llng prlor toworking,
and documentation will be
Employee #10 (E10) maintained in their personnel files.
E10 was hired on 04/11/24 as a Caregiver.
E10 last completed initial Caregiver training
on 04/17/24. E10's file lacked documented
evidence E10 completed 8 hours of Annual
Caregiver training.
On 04/07/26 in the afternoon, the
Administrator acknowledged E3, E9, and
E10 did not obtain the required Caregiver
training initially for new hires and annually
for existing employees.
On 03/31/26 in the afternoon, the
Administrator was provided 72 hours to
provide the missing training
documentation for E3, E9, and E10.
As of 04/03/26, the Administrator was
unable to provide the documentation to
the Bureau.
Severity: 2
Scope: 2
STATE FORM Event ID: Facility ID: Page 4 of 47
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Y 0074 Y 0074 05/22/202
SS=F | 1. An applicant for a license to operate a 1.Correction of specific findings: 6
facility forintermediate care, facility for
skilled nursing, agency to provide Employee #8 completed the required initial
personalcare services in the home, facility Elder Abuse training on 04/26/26 and
for the care of adults during the day, documentation was placed in personnel file.
residentialfacility for groups or home for
individual residential care must Employee #9 completed the required
receivetraining to recognize and prevent the annual Elder Abuse training on 04/26/26
abuse of older persons before a licenseto and documentation was placed in personnel
operate such a facility, agency or home is file.
issued to the applicant. If anapplicant has
completed such training within the year Employee #6 is no longer employed.
preceding the date of theapplication for a
license and the application includes Employee #3 has completed training see
evidence of thetraining, the applicant shall documentation; completed May 2, 2026.
be deemed to have complied with the
requirementsof this subsection. Employee #7 will complete training by May
13, 2026.
2. Alicensee who holds alicense to
operate a facility for intermediate care, Employee #10 completed training April 22,
facility for skillednursing, agency to provide 2026 please see documentation
personal care services in the home, facility
for thecare of adults during the day, 2. What measures or systemic changes
residential facility for groups or home for will be put into place to ensure the
individualresidential care must annually deficient practice does not recur:
receive training to recognize and prevent
theabuse of older persons before the A training tracking system has been
license to operate such a facility, agency implemented to ensure all required initial
orhome may be renewed. and annual Elder Abuse training is
completed timely for all employees. The
3. If an applicant orlicensee who is system tracks hire dates, initial training
required by this section to obtain training is completion, annual renewal due dates and
not a naturalperson, the person in charge of documentation status. All new hires are now
the facility, agency or home must receive scheduled for Elder Abuse training prior to
thetraining required by this section. providing care or assuming required duties.
4. An administrator or otherperson in 3. How willthe corrective action be
charge of a facility for intermediate care, monitored to ensure the deficient
facility for skillednursing, agency to provide practice does notrecur:
personal care services in the home, facility
for thecare of adults during the day, Toensure ongoing compliance and
res_lde_n_tlal faC|I|t_y for_groups or home _ prevent recurrence, the
forindividual residential care must receive . . . .
training to recognize and prevent theabuse Administrative Assistantwill conduct
of older persons before the facility, agency weekly audits of caregiver
or home provides care to aperson and personnel files for four
annually thereafter. (4)consecutive weeks following the
5. An employee who willprovide care to corrective audit. After four weeks,
STATE FORM Event ID: Facility ID: Page 5 of 47
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a person in a facility for intermediate care, ongoingaudits will be conducted

facility forskilled nursing, agency to provide monthly as part of routine

personal care services in the home, . . . '

facilityfor the care of adults during the day, administrative oversightensuring all

residential facility for groups or homefor associate files are reviewed over a

indjvjdual residen.tial care must receive SiX (6) month timeframe.

training to recognize and preventthe abuse Anydeficiencies identified will be

of older persons before the employee

provides care to a person in thefacility, correctly promptly.

agency or home and annually thereafter. ) )

4. Title ofthe person responsible for

6. The topics of instructionthat must be implementing corrective action:
included in the training required by this . . . .
section must include,without limitation: Administrative Assistant under the oversight

of the Executive Director

(a) Recognizing the abuse ofolder ) . )
persons, including sexual abuse and 5. Date thecorrective action will be
violations of NRS 200.5091to completed:
200.50995,inclusive;

5/13/2026

(b) Responding to reports ofthe alleged ) ) .
abuse of older persons, including sexual 6. How will you identify and correct other
abuse and violations of NRS 200.5091to areas having potential to be affected by
200.50995,inclusive; and deficient practice:

(c) Instruction concerning thefederal, A corrective audit of all employee personnel
state and local laws, and any changes to files will be completed by 5/13/2026 to
those laws, relating to: identify any staff lacking required initial or

annual elder abuse training. Any additional
(1) The abuse of older persons; and employees identified will complete the
required training prior to working, and
(2) Facilities for intermediate care, documentation will be maintained in their
facilities for skilled nursing, agenciesto personnel files.
provide personal care services in the home,
facilities for the care ofadults during the
day, residential facilities for groups or
homes forindividual residential care, as
applicable for the person receiving
thetraining.

7. The facility forintermediate care,
facility for skilled nursing, agency to provide
personalcare services in the home, facility
for the care of adults during the
day,residential facility for groups or home
for individual residential care isresponsible
for the costs related to the training required
by this section.

8. The administrator of afacility for
intermediate care, facility for skilled nursing
or residentialfacility for groups who is
licensed pursuant to chapter 654 ofNRS

STATE FORM Event ID: Facility ID: Page 6 of 47
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shall ensure that each employee of the
facility who provides care toresidents has
obtained the training required by this
section. If anadministrator or employee of a
facility or home does not obtain the
trainingrequired by this section, the Division
shall notify the Board of Examiners forLong-
Term Care Administrators that the
administrator is in violation of thissection.

9. The holder of a license tooperate a
facility for intermediate care, facility for
skilled nursing, agencyto provide personal
care services in the home, facility for the
care of adultsduring the day, residential
facility for groups or home for
individualresidential care shall ensure that
each person who is required to comply
withthe requirements for training pursuant
to this section complies with
suchrequirements. The Division may, for
any violation of this section, takedisciplinary
action against a facility, agency or home
pursuant to NRS 449.160and 449.163.

Inspector Comments: Based on record
review and interview, the facility failed to
ensure 6 of 10 employees completed initial
and/or annual Elder Abuse training
(Employee #3, #6, #7, #8, #9, and #10).

Findings include:
Employee #3 (E3)

E3 was hired on 05/22/22 as Medical
Technician.

E3 last completed Elder Abuse training on
04/24/2023. E3's file lacked documented
evidence of annual Elder Abuse training.
Employee # 6 (E6)

E6 was hired on 08/28/24 as a Caregiver.
E6 last completed Elder Abuse training on

09/20/2024. E6’s file lacked documented
evidence of annual Elder Abuse training.

STATE FORM Event ID:

Facility ID:
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Employee #7 (E7)

E7 was hired on 01/29/25 as a Caregiver.
E7’s file lacked documented evidence of
initial Elder Abuse training.

Employee #8 (E8)

E8 was hired on 01/25/25 as a Medical
Technician. E8'’s file lacked documented
evidence of initial Elder Abuse training.

Employee #9 (E9)

E9 was hired on 07/21/25 as Administrator.
E9’s file lacked documented evidence of
Initial Elder Abuse training.

Employee #10 (E10)

E10 was hired on 04/03/24 as a

Caregiver. E10’s file documented initial
Elder Abuse training on 04/16/24. E10's file
lacked documented evidence of annual
Elder Abuse training.

On 04/07/26 in the afternoon, the
Administrator acknowledged E3, E6, E7,
E8, E9, and E10 did not obtain the required
Elder Abuse training per the requirement.

On 03/31/26 in the afternoon, the
Administrator was provided 72 hours to
provide the missing training
documentation items for E3, E6, E7,
E8, E9 and E10.

As of 04/03/26 at end of business, the
Administrator was unable to provide the
documentation to the Bureau.

Severity: 2
Scope: 3

Y 0106
SS=E

NAC 449.0113

2. The personnel file for a caregiver of a
residential facility must include, in addition

Y 0106
1.Correctionof specific findings:

Employee #5 has updated CPR and First
Aid Certification. See attached documents.

05/22/202
6
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to the information required pursuant to Completed 2/24/26

subsection 1:

(a) A certificate stating that the caregiver is Employee #6 is no longer employed.

currently certified to perform first aid and

cardiopulmonary resuscitation. 2. What measures or systemic changes
will be put into place to ensure the
deficient practice does not recur:
A training tracking system has been
implemented to ensure valid CPR and First
Aid certifications are completed timely and
remain current. The system tracks hire

Inspector Comments: Based on record dates, initial training completion, annual

review and interview, the facility failed to renewal due dates and documentation

ensure 2 of 10 sampled employees status. All new hires are now scheduled for

received cardiopulmonary resuscitation CPR and First Aid training prior to providing

(CPR) training (Employees #5 and #6). care or assuming required duties._

Findings include: 3. How willthe corrective action be
monitored to ensure the deficient

Employee #5 (E5) practice does notrecur:

E5 was hired on 07/26/25 as a Medical Toensure ongoing compliance and

Technician. prevent recurrence, the

E5's file lacked documented evidence of Adm|n|strat_|ve ASSIStantWIII conduct

current first aid and CPR training. weekly audits of caregiver
personnel files for four

Employee #6 (E6) (4)consecutive weeks following the

E6 was hired 08/28/24 as a Caregiver. correptlve al.'ldlt' /—\fter four weeks,
ongoingaudits will be conducted

E6's file lacked documented evidence of monthly as part of routine

current first aid and CPR training. administrative oversightensuring all

On 03/31/26 in the afternoon, the a§SOSC|ate fllﬁs.arefrewewed over a

Administrator acknowledged the missing six (6) month timeframe.

documentation and was unable to provide Anydeficiencies identified will be

the employees current first aid and CPR correctly promptly.

training.

) 4. Title of the person responsible for

On 03/31/26 in the afternoon, the implementing corrective action:

Administrator was provided 72 hours to

provide the missing training items for E5 Administrative Assistant, under the

and E6. oversight of the Executive Director

On 04/03/26 end of business, the 5. Date the corrective action will be

Administrator was unable to provide the completed:

documentation.
3/31/2026

STATE FORM Event ID: Facility ID: Page 9 of 47
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6. How will you identify and correct other
Severity: 2 areas having potential to be affected by
Scope: 2 deficient practice:
A corrective audit of all employee personnel
files will becompleted by 5/13/2026 to
identify any staff lacking required CPR and
First Aid certifications. Anyadditional
employees identified will complete the
required training prior toworking, and
documentation will be maintained in their
personnel files.
Y 0172 Y 0172 05/22/202
SS=F 1.Correctionof specific findings: 6
NAC 449.209
The identified exterior hazard involving a
. partiallydetached aluminum fascia was
2. Containers used to store garbage secured on 03/31/26, and the area below
outside of the facility must be kept wasrestricted to prevent resident, staff, and
reasonably clean and must be covered visitor access. These steps weretaken
in such a manner that rodents are immediately to mitigate the safety risk
unable to get inside the containers. At posed by the condition.
least once eac;h week, the containers A qualified roofing contractor has been
must be gmptled, and the contents of contacted tocomplete permanent repairs,
the containers must be removed from and access restrictions will remain in place
the premises of the facility. untilthe repair is fully completed.
3. Containers used to store garbage in 2. Whatmeasures or systemic changes
the kitchen and laundry room of the will be put into place to ensure the
facility must be covered with a lid deficientpractice does not recur:
unless the containers are kept in an An environmentalsafety inspection process
enclosed _Cupboqrd that is clean and has been implemented to ensure prompt
prevents infestation by rodents or identificationand correction of hazards.
insects. Containers used to store Exterior and interior areas of the building
garbage in bedrooms and bathrooms are nowincluded in routine safety
are not required to be covered unless inspections conducted by the Maintenance
they are used for food, bodily waste or Director ordesignee. Any condition
medical waste. identified that poses a potential safety risk
will besecured, restricted, or repaired
4. To the extentpracticable, the immediately,_ and professional services may
. . ; be arrangedif needed.
premises of the facility must be kept
free from: 3. How willthe corrective action be
. monitored to ensure the deficient
(a) Offensive odors; practice does notrecur:
TheMaintenance Director or designee will
STATE FORM Event ID: Facility ID: Page 10 of 47
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(b) Hazards, including obstacles that conduct and document weekly
impede the freemovement of residents environmentalsafety rounds for four (4)
within and outside the facility; consecutive weeks, with results reported to
’ theExecutive Director. Thereafter, monthly
. environmental safety inspections willbe
(c) Insects and rodents; and conducted. Findings will be reviewed with
. . the Executive Director, and anyidentified
(d) Accumulations of dirt, garbage and hazards will be addressed immediately and
other refuse. documented throughmaintenance logs or
o ) ) work orders.
5. The administrator of a residential
facility shall ensure that the premises 4. Title ofthe person responsible for
are clean and that the interior, exterior implementing corrective action:
and landscaping of the facility are well ) ) )
maintained Maintenance Director under the oversight of
’ the Executive Director.
5. Date thecorrective action will be
completed:
05/30/26
g]ns(??nctteor:/icéevmtrr?grf];sc:iI?aigﬁe?jntgl;iimae“on 6. How willyou identify and correct other
the exterior of, the facility's building was free areas having potential to be affected
ty 9 bydeficient practice:
from hazards.
Eindinas include: Inaddition to scheduled inspections, staff
9 : are instructed to report observedhazards
. . immediately to maintenance or leadership.
O;rt(i)eﬁll 3%a/t%§c?1te?j.21I2uﬁl}/rl1’u?nla1};%iizev(\:/ggn of Reported risks will beevaluated promptly,
gbserv)éd hanging from the roof of the appropriate safeguards initiated, and
- ging corrective actionstracked to completion.
facility, close to the entrance. The large
metal piece was being blown by the high
winds that morning and was waving in the
air uncontrollably. The roof was about three
stories high and stood above a sidewalk
and parking lot frequented by residents,
employees and visitors to the facility.
Pedestrian traffic was not barred from the
area, and cars were parked below the
waving metal piece.
On 03/31/26 at 10:45 AM, the Maintenance
Director reported a roofing company had
inspected the situation earlier in the week,
and was unable to physically budge the
piece. The Maintenance Director explained
that they had not taken further action to
secure the piece based on the roofing
company's assessment that the piece would
not come off.
STATE FORM Event ID: Facility ID: Page 11 of 47
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The Maintenance Director reported that
they had contacted the roofing company on
the morning of 03/31/26, and indicated a lift
was needed to remove the hanging metal
piece. The lift was not available, and
therefore the roofing company indicated
they could not come to the facility until the
end of the week.
The Maintenance Director secured the
metal piece back to the building on the day
of the survey 03/31/26, and blocked off the
area below with yellow and black-striped
posts to prevent entry to the area.
Additionally, at 2:45 PM, an employee was
seen adding yellow Caution tape to the
posts.
Severity: 2
Scope: 3
Y 0255 Y 0255 05/22/202
SS=F 1.Correctionof specific findings: 6
NAC 449.217
Allexpired food products, including the
. . . . identified cartons of liquid egg whites,were
6. A residential facility with more than immediately removed and discarded upon
10 residents must: identification. All food items inrefrigeration,
(a) Comply with the standards walk-in coolers, and prep areas were
prescribed in chapter 446 of NAC; and labeled appropriately inaccordance with
(b) Obtain the necessary permits from food _safety standards. A de_ep cle_anlng of
the Division. the kitchen Wascompleted,'lncludlng non-
7 Th ibment d for king and food. co.ntact surfaces, equipment exteriors,
- | N€ equipment used for cooking a ventilationhood filters, and floors under and
storing food and for washing dishes in a around equipment.
residential facility with more than 10
residents must be inspected and Dietarystaff participated in a review of food
approved by the Division and the state safety, labeling, storage, andsanitation
and local fire safety authorities. practices on 04/20/26, and compliance with
kitchen sanitationrequirements was
reinforced.
2. Whatmeasures or systemic changes
will be put into place to ensure the
Inspector Comments: Based on observation deficientpractice does not recur:
on 03/31/2026, the facility failed to ensure ) ) o
the kitchen and supportive dining services Dailyand weekly kitchen sanitation
complied with the standards of NAC 446. schedules, defined staff assignments,
andstandardized food safety and sanitation
STATE FORM Event ID: Facility ID: Page 12 of 47
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checklists have been implemented.

Findings include: TheFood Service Director will provide
routine oversight of food storage,

1. Critical Violations: labeling,expiration date monitoring, and
kitchen cleanliness. Dietary staff will

a. Two cartons of liquid egg whites were receiveongoing training and reinforcement

expired on 03/25/26. One carton was in the regarding proper food handling, storage,

bottom portion of the deli prep refrigerator, andsanitation standards.

and one open carton was in use near the

cook's line. 3. How willthe corrective action be
monitored to ensure the deficient

2. Major Violations: practice does notrecur:

a. There were multiple unlabeled food TheFood Service Director will conduct

products observed throughout reach-in weekly audits of kitchen operations for four

units and the walk-in cooler. (4) consecutive weeks, specifically
reviewing food labeling, expiration

b. The following non-food contact surfaces dates,equipment and surface cleanliness,

were soiled grease and/or debris: cook's and overall sanitation. Thereatfter,

line ventilation hood filters, underneath the monthlyaudits will be conducted as part of

griddle, the sides of equipment on the routine oversight. Any deficienciesidentified

cook's line, and lower shelves on tables and will be corrected immediately and findings

equipment. reported to the ExecutiveDirector.

c. The floor throughout the kitchen was 4. Title ofthe person responsible for

soiled with food debris under tables and implementing corrective action:

equipment.
Food ServiceDirector

Severity: 2 Scope: 3 5. Date thecorrective action will be
completed:
04/20/26
6. How willyou identify and correct other
areas having potential to be affected
bydeficient practice:
A correctiveinspection of the kitchen and all
food storage areas was completed on
03/31/26to identify any additional food
safety or sanitation concerns. Any
additionaldeficiencies identified were
corrected immediately. Ongoing inspections
andsupervisory oversight will ensure that
food safety and sanitation standards
areconsistently maintained, and corrective
actions will be documented throughcleaning
logs, checklists, and work orders as
applicable.

STATE FORM Event ID: Facility ID: Page 13 of 47
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Y 0590 Y 0590 05/22/202
SS=D 1.Correctionof specific findings: 6
NAC 449.268
Residents #1 and #2are no longer residents
of the community. The facility acknowledges
Rights of residents; procedure for filing thatfollowing the resident-to-
grievance, complaint or report of incident; residentaltercations involving Resident #1,
investigation and response. required reassessments, care plan
updates,and documented supervision
1. The administrator of a residential facility interventions were not completed in a timely
shall ensure that: manner.
(a) The residents are not abused, neglected Immediatecorrective actions have been
or exploited by a member of the staff of the implemented to ensure that all resident-to-
facility, another resident of the facility or any resident altercations or aggressive
person who is visiting the facility; behaviors now trigger
mandatoryreassessment, care plan review,
(b) A resident is not prohibited from and supervision determination,
speaking to any person who advocates for withdocumentation maintained in the
the rights of the residents of the facility; resident record.
(c) The residents are treated with respect
and dignity;
2. Whatmeasures or systemic changes
(d) The facility is a safe and comfortable will be put into place to ensure the
environment; deficientpractice does not recur:
(e) Residents are not prohibited from Apost-incidentresponse protocol has been
interacting socially; implemented for all incidents involving
aggression,injury, or safety risk. Protocol
(f) Residents are allowed to make their own requires:
decisions whenever possible;
¢ Immediatenotification of leadership and
(g) Residents are aware that they may file a the resident’s provider, hospice,
complaint or grievance with the and/orresponsible party as applicable
administrator and that a resident who files
such a complaint receives a response in a e Timelyreassessment of the resident
timely manner; involved in the incident
(h) A resident is informed as soon as o Determinationand implementation of
practicable that he is being moved to a new appropriate Supervision levels
room or that he is receiving a new (including 1:1 monitoringwhen
roommate; and indicated)
(i) Residents are afforded the opportunity to e Completionand updating of the
initiate an advance directive or power of resident’s person-centered service plan
attorney for health care and that the to reflect behavioral changes
employees of the facility comply with the andinterventions
wishes contained in such a document.
. ) . . Staffparticipated in a review of incident
2. The administrator of a residential faClllty reporting, resident altercation response’and
shall provide a procedure to respond required post-incident actions, including
STATE FORM Event ID: Facility ID: Page 14 of 47
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immediately to grievance, incidents and reassessments and care planupdates.

complaints. The procedure must include a

method for ensuring that the administrator 3. How willthe corrective action be

or a person designated by the administrator monitored to ensure the deficient

is notified of the grievance, incident or practice does notrecur:

complaint. The administrator or a person

designated by the administrator shall All incidentreports will be reviewed daily by

personally investigate the matter. A the.WeIIness I?irector or designge to

resident who files a grievance or complaint verifythat required follow-up actions have

or reports an incident pursuant to this been completed, including reassessment,

subsection must be notified of the action care planupdates, and supervision

taken in response to the grievance, implementation. Weekly audits of incident

complaint or report or be given a reason reports andassociated documentation will

Why no action needs to be taken. be conducted for four (4) weeks. Monthly
auditswill be conducted thereafter. Audit

3. The employees of the facility shall findings will be reported to the

comply with the procedures adopted ExecutiveDirector and reviewed during

. leadership meetings.

pursuant to subsection 2.
4. Title ofthe person responsible for
implementing corrective action:

| tor C is: Wellness Director under the oversight of the

nspector Lomments: Executive Director.

Based on obsgwatlon, interview and 5. Date thecorrective action will be

document review the facility failed to ensure completed:

- . ; p :

a resident showing angry, aggressive

behaviors was reevaluated, the service plan 05/22/26

was updated and the intervention of 1:1

monitoring was implemented (Resident #1). 6. How willyou identify and correct other

Findi include: areas having potential to be affected

Indings Include: bydeficient practice:

R1’s file revealed a physician notification A ti . fall ident

document dated 05/17/25 reporting R1 was .correc Ve review o a_ resi en_ S

showing angry behaviors. R1’s file withdocumented behaviors or prior

contained a resident visit report dated incidents will be conducted by

03/05/26 from Uplift hospice reporting 4/30/2026 toensure current

recent behaviors. ..
reassessments, supervision levels,

R1’s file revealed observations by the and care plans are in place.Any

Memory Care Director dated 03/16/26 identified gaps were addressed

fear, hospice and the POA were verbaly immediately. Ongoing daily review

notified, and the facility would monitor R1 Of,mC'dent repor.ts and rOUt'n_e audits

for behavior changes. R1’s file revealed will ensure continued compliance

observations by the Medication Technician andprevention of future safety

dated 03/16/26 stating R1 had a skin tear concerns.

and that R1 kicked R2.

R1’s file revealed observations by a

caregiver dated 03/25/26 stating R1 was

STATE FORM Event ID: Facility ID: Page 15 of 47
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found in another resident’s room lying on
top of the resident of the room. When a
care attendant separated the residents, R1
became visibly agitated and attempted to
assault the care attendant.

R1’s file revealed a care plan dated
01/12/26, which noted behaviors, the facility
would continue to monitor R1, and R1
would have an escort to and from the dining
room for meals. R1’s care plan had not
been updated subsequent to the attack on
R2 on 03/16/26. There was a lack of
documented evidence an evaluation was
completed after the attack and a lack of an
action plan completed by the facility
subsequent to the incident.

R2’s file revealed observations by the
Memory Care Director dated 03/16/26
stating R2 sustained a fall after being
physically attacked by R1, hospice and the
POA were notified, and would continue to
monitor R2 until hospice arrived on site.

R2’s file revealed observations by the
Medication Technician dated 03/16/26 that
R2 fell in their room after being kicked by
R1.

On 03/31/26 in the morning, the facility’s
incident reports policy and incident report
database were reviewed. The incident
reports policy states the Manager will work
with nursing staff to create and implement
an action plan to prevent similar events in
the future. The facility was unable to
provide an action plan related to this
incident.

On 04/15/26 in the afternoon, the facility’s
Resident to Resident Altercations policy
(undated) was reviewed. The policy stated
the staff may, as needed, review the event
to include interventions to try to prevent
additional incidents and make any
necessary changes in the care plan to any
or all of the involved individuals.

On 03/31/26 in the morning, an incident
report dated 03/16/26 revealed R1 had
committed an aggressive act by kicking R2
on his right ribs.
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On 03/31/26 in the morning, an
incident/illness report dated 03/16/26
completed by a caregiver stated R1 was
following the caregiver in the hall and
eventually into R2’s room. R1 proceeded to
grab R2 by the upper arms, pushed R2 into
their dresser and both residents fell to the
ground. R1 stood over R2 and began to
kick R2. R2 was screaming out in pain
stating his back and neck were hurting
badly and R1 walked away from R2’s room.
There was a lack of documented evidence
R1 and R2’s care plans were updated, they
had an assessment by a physician, and
were provided monitoring to prevent future
safety issues, after R2’s hospice was
notified of the incident.

On 03/31/26 in the morning, the Memory
Care Director stated R1 had physically
attacked other residents, had wandered into
other resident rooms and the facility
provided R1 with one-to-one supervision
due to R1’s behaviors. There was a lack of
documented evidence of the facility
performing one-to-one supervision for R1.

On 04/15/26 in the afternoon, the Executive
Director confirmed the facility lacked
documented evidence R1 was reassessed
following the incident for appropriate
placement after the behavioral incidents.

Severity:2 Scope: 1

Complaint# NV00013371

Y 0556
SS=D

NAC 449.262 and R043-22

2. If an employee of the facility
suspects that a resident is being
abused, neglected, isolated or
exploited, the employee shall report
that fact in the manner prescribed in
NRS 200.5093.

Inspector Comments:

Y 0556
1.Correctionof specific findings:

Resident #1 andResident #2 are no longer
residing in the community. The facility
acknowledgesthat the resident-to-
residentassault involving Residents #1 and
#2 constituted an allegation of abuse
thatshould have been reported to the Aging
and Disability Services Division
(ADSD)within 24 hours in accordance with
NRS 200.5093.

Leadership staffhave been re-educated

05/22/202
6
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Based on interview, record review, and onmandatory abuse reporting requirements,

document review, the facility failed to including identification of

ensure an allegation of abuse was reported reportableincidents and required timelines.

within 24 hours to the Aging and Disability

Services Division (ADSD) as described in 2. Whatmeasures or systemic changes

Nevada Revised Statute (NRS) 200.5093. will be put into place to ensure the
deficientpractice does not recur:

Findings include:
The facilityutilizes its electronic health

Resident #1 (R1) record (EHR) system as the primary
mechanism foridentifying, documenting,

R1 was admitted on 03/29/25 with a and monitoring all incidents. Incident

diagnosis of Alzheimer’s and anxiety categorieswithin the EHR clearly identify

disorder. events that may constitute alleged
abuse,neglect, or exploitation.

R1’s file revealed observations by the

Memory Care Director dated 03/16/26 All incidentsentered into the EHR are

indicating R1 attacked R2, R1 sustained a reviewed by the Wellness Director or

skin tear, hospice and the POA were designee todetermine whether mandatory

verbally notified, and the facility would reporting is required. For reportable

monitor R1 for behavior changes. R1’s file incidents,the date and time of ADSD

revealed observations by the Medication notification are documented within the

Technician dated 03/16/26 indicating R1 incidentrecord. Leadership review and

had a skin tear and that R1 kicked R2. verification of timely reporting
ensurescompliance with the 24-hour

R1’s file revealed observations by a reporting requirement.

caregiver dated 03/25/26 stating R1 was

found in another resident’s room lying on 3. How willthe corrective action be

top of the resident of the room. When a monitored to ensure the deficient

care attendant separated the residents, R1 practice does notrecur:

became visibly agitated and attempted to

assault the care attendant. All incidentreports will be reviewed daily by
the Wellness Director or designee

Resident #2 (R2) todetermine whether they meet mandatory
reporting criteria. The Wellness Directorwill

R2 was admitted on 05/31/23 with verify that required ADSD notifications have

diagnoses including dementia and been submitted and documentedin the

leukocytosis. EHR.

R2’s file revealed observations by the Weekly audits willbe conducted for four (4)

Memory Care Director dated 03/16/26 consecutive weeks, followed by monthly

stating R2 sustained a fall after being auditsthereatfter, to ensure ongoing

physically attacked by R1, hospice and the compliance. Audit results will be reported to

POA were notified, and would continue to theExecutive Director.

monitor R2 until hospice arrived on site.
4. Title ofthe person responsible for

R2’s file revealed observations by the implementing corrective action:

Medication Technician dated 03/16/26 that

R2 fell in their room after being kicked by Wellness Director under the oversight of the

R1. Executive Director.

On 03/31/26 in the afternoon, the facility 5. Date thecorrective action will be

was unable to provide documentation the completed:

STATE FORM Event ID: Facility ID: Page 18 of 47
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assault on R2 by R1 was reported within 24
hours to ADSD as required. 05/22/26
Severity: 2 Scope:1 6. How willyou identify and correct other
areas having potential to be affected
Complaint #NV00013371 bydeficient practice:
A corrective reviewof recent incident reports
will be conducted by 5/13/2026 to verify
compliancewith mandatory abuse reporting
requirements. Any additional
deficienciesidentified will be addressed
immediately. Ongoing daily review and
leadershipoversight will ensure that all
future reportable incidents are identified
andreported to ADSD within 24 hours.
Y 0515 Y 0515 05/22/202
SS=E 1.Correctionof specific findings: 6
NAC 449.259
Person-centered service plans for
o . Residents #17 #5, #3, #7, and #19 have
Supervision of residents. been reviewed and updated to ensure
1. Aresidential facility shall ensure that the annual completionin accordance with NAC
staff of the facility collaborate with each 449.259. Each updated service plan reflects
resident of the facility, the family of the the resident’s current condition,supervision
resident and other persons who provide needs, and services, and documentation
care for the resident, including, without has been placed in theresident’s record.
limitation, a qualified provider of health
care, as interpreted by section 8 of this 2. Whatmeasures or systemic changes
regulation, to: ) will be put into place to ensure the
(a) Develop a person-centered service plan deficientpractice does not recur:
for the resident; and
(b) Review the person-centered service A person-centered service plan tracking
plan at least once each year. process hasbeen implemented to ensure
2. A person-centered service plan annual reviews are completed timely.
developed pursuant to this section must Service plansare now tracked by admission
include, without limitation: _ anniversary date, and upcoming annual
(a) Provisions concerning activities of daily review datesare monitored by the Wellness
living, medication management, cognitive Director or designee. Person-centered
safety, assistive devices, special needs, service plans are reviewed andupdated at
social and recreational needs and least annually and sooner if a resident’s
involvement of ancillary services; condition orsupervision needs change.
(b) Protective supervision as necessary for
the resident; ) ) _ 3. How willthe corrective action be
(c) The manner in which all caregivers will monitored to ensure the deficient
be informed of the required supervision of practice does notrecur:
the resident;
(d) The manner in which the facility will Wellness Directoror designee will conduct
ensure that the resident has the opportunity weekly audits of person-centered service
STATE FORM Event ID: Facility ID: Page 19 of 47
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to attend the religious service of his or her plan completion for four(4) weeks, followed
choice and participate in personal and by monthly audits thereafter, to verify that
private pastoral counseling; service plansare current and annual reviews
(f) Permission for the resident to enter or are completed within required timeframes.
leave the facility at any time if the resident: Anymissing or overdue service plans will be
(1) Is physically and mentally capable of corrected immediately. Audit findingswill be
leaving the facility; and reviewed during leadership meetings.
(2) Complies with the rules established by
the administrator of the facility for leaving 4. Title ofthe person responsible for
the facility; implementing corrective action:
(9) Laundry services for the resident unless
the resident elects in writing to make other Wellness Director under the oversight of the
arrangements; Executive Director.
(h) The manner in which the facility will
ensure that the resident’s clothes are clean, 5. Date thecorrective action will be
comfortable and presentable; completed:
(i) A requirement that the facility must
inform the resident or his or her 05/22/26
representative of the actions that the
resident should take to protect the resident’s 6. How willyou identify and correct other
valuables; areas having potential to be affected
() A written program of activities for the bydeficient practice:
resident that includes scheduled and
unscheduled activities that are suited to his A corrective reviewof all active resident
or her interests and capacities; records was conducted to verify the
presence of currentperson-centeredservice
plans and annual reviews. Any additional
deficiencies identified willbe corrected
promptly. Ongoing monitoring will ensure
continued compliance.
Inspector Comments:
Based on interview and record review, the
facility failed to ensure a person-centered
care plan was completed annually for 5 of
21 residents (Resident #17, #5, #3, #7, and
#19).
Findings include:
Resident #17 (R17)
R17 was admitted on 09/11/23, with
diagnosis including dementia and
chronic obstructive pulmonary disease.
R17's file revealed a person-centered
care plan was last completed on
09/25/24. R17's lacked documented
evidence a person-centered care plan
STATE FORM Event ID: Facility ID: Page 20 of 47
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was completed annually.
Resident #5 (R5)

R5 was admitted on 01/22/22, with
diagnosis including depression and
anxiety.

R5's file revealed a person-centered
care plan was last completed on
12/28/24. R5's lacked documented
evidence a person-centered care plan
was completed annually.

Resident #3 (R3)

R3 was admitted on 11/05/24, with
diagnoses including myeloma cancer,
chronic kidney disease stage Ill and arthritis
of the spine.

R3's file revealed a person-centered
care plan was last completed on
11/01/24. R3's file lacked documented
evidence a person-centered care plan
was completed annually.

Resident #7 (R7)

R7 was admitted on 09/28/23, with
diagnoses including dementia and Type I
diabetes.

R7’s file revealed a person-centered
care plan was last completed on
04/10/24. R7's file lacked documented
evidence a person-centered care plan
was completed annually.

Resident #19 (R19)

R19 was admitted on 02/11/24, with
diagnosis including chronic obstructive
pulmonary disease.

R19's file revealed a person-centered
care plan was last completed on
08/30/24. R19's file lacked documented
evidence a person-centered care plan
was completed annually.
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On 03/31/26 in the morning, the
Administrator confirmed a person-centered
care plan had not been completed annually
for the residents.

Severity: 2 Scope: 2
Y 0393 Y 0393 05/22/202
SS=F 1.Correctionof specific findings: 6
NAC 449.226
The call-bell notification process for Memory
. . Carehas been corrected. The system was
Safety requirement: Auditory systems reconfigured to ensure that call-bell
for bathrooms and bedrooms -More activations within the Memory Caregenerate
than 10 residents direct alerts to Memory Care staff.
4. In a residential facility with more Staff were re-educated on the updated
than 10 residents: response process,and immediate response

expectations were reinforced to ensure

(a) Each resident must be provided timelyassistance to residents requiring help.

with, or the bedroom and b.athroor’r) of 2. Whatmeasures or systemic changes
each resident must be equipped with, will be put into place to ensure the

an auditory system that is monitored by deficientpractice does not recur:

a member of the staff of the facility.

The call bell notification system has

(b) An auditory system must be beenreconfigured and enhanced to ensure
available for use in the bathroom of direct delivery of alerts to Memory Carestaff
each resident of the facility if the facility through assigned communication devices

(iPhones). This ensures thatMemory Care
staff are immediately aware when a
resident activates the callsystem.

was issued its initial license on or after
January 14, 1997, so that a resident
needing assistance can alert a member
of the staff of the facility of that fact from
the toilet and the shower.

Routine rounding protocols have

(c) A bathroom that is located in a beenreinforced to supplement the call bell
common area of the facility must be system anpl proactively address resident
equipped with an auditory system ne_eds, whilethe call system serves as the
that is monitor_e_d by a member of the Eﬂm%rgnggé?;g;gé_rES'dems 0

staff of the facility.

Inspector Comments:
3. How willthe corrective action be

Based on observation, interview, and monitored to ensure the deficient
document review, the facility failed to practice does notrecur:

ensure the call bell system was set up to

provide a timely response to residents Call bell response times within Memory
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residing in the Memory Care Unit. Carewill be monitored daily through
observation and/or system reporting. The

Findings include: MemoryCare Director will conduct random
call bell response drills and response time

On 03/31/26 at 09:19 AM, two pullcords observations for four (4)consecutive weeks.

were pulled in Room C27 of the Memory

Care Unit. Staff were observed walking in

the hallway past Room C27 several times

without coming to investigate the alert. A Following the initial monitoringperiod,

staff member responded in 17 minutes and monthly audits will be conducted to ensure

40 seconds. continued compliance.Monitoring results will
be reviewed during leadership meetings,

On 03/31/26, in the morning, two caregivers and any delaysor system issues will be

explained when a memory care resident addressed immediately.

pressed their call bell, the Assisted Living

staff were alerted on the care staff’s -

monitoring system. The Caregivers

indicated the Memory Care staff did not 4. Title ofthe person responsible for

have access to the monitoring system and implementing corrective action:

were not aware if a memory care resident ) ]

pressed the call bell until notified by an Memory Care Director under the oversight

Assisted Living staff member or when an of the Executive Director.

Assisted Living staff member arrived at the ) ) )

Memory Care unit. If Assisted Living staff 5. Date thecorrective action will be

were in the middle of caring for another completed:

resident at the time of the call, it created a

delay in the response for the memory care 05/22/26

resident to receive care. The Caregivers . . .

acknowledged a 17-minute response time 6. How willyou identify and correct other

was t0o long. areas having potential to be affected
bydeficient practice:

The Memory Care unit was located at the . . .

back of the building, and depending on Acorrective review of call bell alert routing

where care staff were positioned, it required and response processes was

an extensive walk to reach it. To access the conductedthroughout the facility to ensure

unit, staff walked down a hallway past staff In l\/!e_mo_ry Care receve

approximately 30 or more rooms to reach directnotification of resident call bell

the entrance. If staff were located on the activation. Any identified gaps in coverage

second floor or on the opposite side of the orresponse were corrected. Ongoing

building, they were required to pass through monitoring will ensure all resident

additional long hallways to get there. Upon callsystems result in timely staff response.

entering the Memory Care unit, the door

opened into another hallway containing

resident rooms. At the end of that hallway

was the dining and living area, from which

an additional hallway extended and

included more resident rooms.

The Memory Care unit could also be

accessed by the Assisted Living Unit staff,

but they had to walk through the reception

area, then proceed through a living area, a
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courtyard, a dining room, and another
courtyard, which ultimately led to the
Memory Care dining room.

On 03/31/26 in the afternoon, the
Administrator was unaware the pull cord
alarms were dispatched from the Assisted
Living area of the facility. The Administrator
verified staff completed routine room checks
every 30- 45 minutes, but agreed the
current practice of Assisted Living staff
being responsible to notify Memory Care
Unit staff a call bell was pulled was
insufficient due to it creating a delay in
response time and care being provided to
residents, and indicated another process
should be implemented to ensure safety for
residents in the memory care unit.

Severity: 2
Scope: 3

Y 0690
SS=D | NAC 449.2712

Residents requiring use of oxygen.

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:

(a) Is mentally and physically capable of
operating the equipment that provides
the oxygen; or

(b) Is capabile of:

(1) Determining his need for oxygen;
and

(2) Administering the oxygen to himself
with assistance.

2. The caregivers employed by a
residential facility with a resident who
requires the use of oxygen shall:

Y 0690
1.Correctionof specific findings:

All oxygen tanks were secured in
appropriate holders on04/22/26 upon
identification of the deficiency to ensure
they were not a safetyhazard to residents.

2. Whatmeasures or systemic changes
will be put into place to ensure the
deficientpractice does not recur:

All oxygen tanksare required to be stored in
approved holders or secured to prevent
tipping. Anenvironmental safety checklist
has been implemented and will include
oxygen verificationof proper oxygen tank
storage. Maintenance and care staff have
been educated onproper storage
requirements and expectations. Any
unsecured oxygen tankidentified will be
corrected immediately.

3. How willthe corrective action be
monitored to ensure the deficient
practice does notrecur:

Frequent environmental safety checks will
include verification of proper oxygen tank

05/22/202

6
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(a) Monitor the ability of the resident to storage. Weeklyenvironmental audits will be
operate the equipmen in accordance conducted for four () consecuive weeks by
with the orders of a physician; and Director. Monthly audits will beconducted
thereafter to ensure ongoing compliance.
(b) Ensure that: gomng P
. , L 4. Title ofthe person responsible for
(1) The resident’s physician evaluates implementing corrective action:
periodically the condition of the resident
which necessitates his use of oxygen; MaintenanceDirector, under the oversight of
the Executive Director
(2) Signs which prohibit smoking and _ _ _
notify persons that oxygen is in use are 5. Datle tthorreCt'Ve action will be
posted in areas of the facility in which completed.
oxygen is in use or is being stored,; 05/22/26
(3) Persons do not smoke in those 6. How willyou identify and correct other
areas where smoking is prohibited; areas having potential to be affected
) ) o bydeficient practice:
(4) All electrical equipment is inspected
for defects which may cause sparks. Acorrective inspection of all resident rooms
and oxygen storage areas wasconducted
(5) All oxygen tanks kept in the facility on 04/22/26 to verify proper storage and
are secured in a stand or to a wall; securgmen_t_of oxygen tanks.Any unsecured
tanks identified in the future will be
(6) The equipment used to administer correc_tgd immediately, a_ndcompllance will
o d Ki dition: be verified through ongoing environmental
oxygen is in good working condition; safety inspections.
(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.
3. The administrator of a residential facility
shall ensure that the caregivers who may be
required to administer oxygen have
demonstrated the ability to operate properly
the equipment used to administer oxygen.
Inspector Comments: Based on observation
and interview, the facility failed to ensure
oxygen tanks were securely stored and not
a danger to residents.
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Findings include:

On 03/31/36 at 9:46 AM, two oxygen tanks
were observed against the wall of resident
room number 221, not secured in holders
nor to the wall.

On 03/31/26 at 9:46 AM, the Maintenance
Director acknowledged the tanks were not
stored securely in a holder and should have

been.

Severity: 2

Scope: 1
Y 0830 Y 0830 05/22/202
SS=D 1.Correctionof specific findings: 6

NAC 449.2736

Medical exemptionrequests for Residents
) ) #6, #13, and #18 have been completed.

Request to exempt certain resident Documentation has been placed in the

from restrictions; contents of request. residents’ records.

1. The administrator of a residential 2. Whatmeasures or systemic changes

facility may submit to the division a will be put into place to ensure the

written request for permission to admit deficientpractice does not recur:

or retain a resident who is prohibited
from being admitted to a residential

A standardizedreview process has been
implemented at admission and upon any

facility or remaining as a resident of the change incondition to identify treatments or

facility pursuant to NAC 449.271 to services that may require a

449.2734, inclusive. medicalexemption. Identified exemption
needs are reported to the Executive

2. A written request submitted pursuant Directorfor timely submission to the Bureau.

to this section must include, without ) i ]

limitation: A medical exemptiontracking process has

been implemented to monitor submission
status, Bureauapproval, and applicable
follow up requirements. Coordination with
third-party providers, including home health

(a) Records concerning the resident’s
current medical condition, including

updated medical reports, other andhospice, has been strengthened to
documentation of current health, a ensure timely communication of
prognosis and the expected duration of residentconditions that may require
the condition; regulatory approval.

resident’'s medical need scan be met by monitored to ensure the deficient

practice does notrecur:

the facility;

. The WellnessDirector or designee will
(c) A plan_ for ensuring that th? level of review new admissions and changeof
care provided to the other residents of condition documentation toverify
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the facility will not suffer as a result of identification and timely submission of
the admission or retention of the required medical exemptionrequests.
resident who is the subject of the Exemption status Wi[l be reviewed weekly
request; and for four (4) consecutive we_ek;,then monthly
’ thereafter, to ensure submissions are
(d) A statement signed by the ?gcr]?ji)rl::jed and approvals areobtained when
administrator of the facility that the '
needs of the resident who is the subject 4. Title ofthe person responsible for
of the written request will be met by the implementing corrective action:
caregivers employed by the facility.
Wellness Director under the oversight of the
3. A written request submitted to the Executive Director.
Elel\élzil\(l)gd[?ursuant to this section must be 5. Date thecorrective action will be
completed:
(a) Before the administrator admits a 05/06/26
resident; or
6. How willyou identify and correct other
(b) At the onset of a medical condition areas having potential to be affected
set forth in NAC 449.271 to 449.2734, bydeficient practice:
inclusive.
Allcurrent residents receiving services that
4. A residential facility must receive the may require a regulatory
permission requested pursuant to exemption,including wound care and
subsection 1 before the facility admits a catheter management, were reviewed to
! : : o ensureappropriate medical exemption
resident who is otherwise prohibited requests have been submitted or approved.
from being admitted to the facility Anyadditional needs identified will be
pursuant to NAC 449.271 to 449.2734, addressed immediately, and ongoing
inclusive. reviewof admissions and condition changes
will prevent recurrence.
5. A residential facility may retain a
resident who is otherwise prohibited
from remaining as a resident of the
facility pursuant to NAC 449.271 to
449.2734, inclusive, for 10 days after
the facility submits to the division the
written request pursuant to subsection
1.
Inspector Comments: Based on record
review and interview, the facility failed to
ensure a medical exemption request was
submitted to the Bureau to retain 3 of 21
sampled residents (Resident #6, #13, and
#18).
Findings include:
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Resident #6 (R6)

R6 was admitted on 02/08/24, with
diagnoses including hypertension and
hyperlipidemia.

Review of R6's file revealed R6 had a
wound on the left foot on the planter under
the care of home health, who had been
caring for all aspects of the resident’s
condition.

R6's file lacked documented evidence of an
application for submission and/or an
approved medical exemption for a wound.

Resident #13 (R13)

R13 was admitted on 05/26/25, with
diagnoses including acute renal failure and
dementia.

Review of R13's file revealed R13 had a
Suprapubic catheter under the care of
hospice, who had been taking care of all
aspects of the resident’s condition.

R13's file lacked documented evidence of
an application for submission and/or an
approved medical exemption for a catheter.

Resident #18 (R18)

R18 was admitted on 09/28/23, with
diagnoses including heart failure,
hyperthyroidism and depression.

Review of R18's file revealed R18 had a
Foley catheter under the care of home
health, who had been taking care of all
aspects of the resident’s condition.

R18's file lacked documented evidence of
an application for and/or an approved
medical exemption for a catheter.

On 03/31/26 in the afternoon, the
Administrator confirmed the facility did not a
medication exemption for the residents.

Severity: 2 Scope: 1
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Y 0930 Y 0930 05/22/202
SS=D [ NAC 449.2749 1.Correctionof specific findings: 6
Maintenance and contents of separate Residents #3, #7, and #19 have been
file of information concerning each completed. Documentation is placed in the
resident; contents; confidentiality of resident record.
information. 2. Whatmeasures or systemic changes
. will be put into place to ensure the
1. A separate file must be deficientpractice does not recur:
maintained for each resident of a Annual physicalexamination due dates and
residential faC”'ty and retained TB/QuantiFERON testing requirements are
for at least 5 years after he now trackedby the Wellness Director or
permanently leaves the facility designee. Tracking includes admission
. e dates, annualdue dates, and documentation
The file must be kept locked in a status to ensure required annual
place that is resistant to fire and healthevaluations are obtained timely and
is protected against unauthorized filed in the resident record.
use. The file must contain all 3. How willthe corrective action be
records, letters, assessments, monitored to ensure the deficient
medical information and any practice docs aotrecur.
other information related to the The WellnessDirector or designee will
resident, including, without conduct weekly audits of resident health
limitation: records forfour (4) consecutive weeks
imitation: following thecorrective audit. After four
weeks, ongoing audits will be conducted
(a) The full name, address, date monthly aspart of routine administrative
of birth and social Security oversight ensuring all annual physical
b fth id examinations andTB/QuantiFERON testing
number of the resident. are reviewed over a six (6) monthtimeframe.
Any deficiencies identified will be correctly
(b) The address and telephone promptly.
numl?e_r of the resident's . 4. Title ofthe person responsible for
phySK.:'an and the r?eXt of kin or implementing corrective action:
guardian of the resident or any Wellnoss b dorth N
; ; ellness Director under the oversight of the
other person responsible for him. Executive Ditector.
(c) A statement of the resident’s 5. Date thecorrective action will be
allergies, if any, and any special completed:
diet or medication he requires. 05/22/26
(d) A statement from the 6. How willyou identify and correct other
resident’s physician concerning areas having potential to be affected by
deficient practice:
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the mental and physical
condition of the resident that
includes:

(1) A description of any
medical conditions which require
the performance of medical
services;

(2) The method in which those
services must be performed; and

(3) A statement of whether the
resident is capable of performing
the required medical services.

(e) Evidence of compliance with
the provisions of chapter 441A of
NRS and the regulations
adopted pursuant thereto.

(f) The types and amounts of
protective supervision and
personal services needed by the
resident.

(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:

(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 ability to

A corrective review of all resident records
was conducted to verify that required
annual physical examinations and
TB/QuantiFERON testing are current. Any
additional residents identified with missing
or overdue requirements were scheduled
for completion immediately. Ongoing
tracking and audits will prevent recurrence
of this deficient practice.
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perform the activities of daily
living; and

(3) In any event, not less than
once each year.

(h) A list of the rules for the
facility that is signed by the
administrator of the facility and
the resident or a representative
of the resident.

(i) The name and telephone
number of the vendors and
medical professionals that
provide services for the resident.

(j) A document signed by the
administrator of the facility when
the resident permanently leaves
the facility.

2. The document required
pursuant to paragraph (j) of
subsection 1 must indicate the
location to which the resident
was transferred or the person in
whose care the resident was
discharged. If the resident dies
while a resident of the facility, the
document must include the time
and date of the death and the
dates on which the person
responsible for the resident was
contacted to inform him of the
death.

3. Except as otherwise provided
in this subsection, a resident’s
file must be kept confidential. A
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resident’s file must be made
available upon request at any
time to an employee of the
bureau who is acting in his
capacity as an employee of the
bureau.

Inspector Comments: Based on record
review and interview, the facility failed
to ensure there were annual physical
examinations and/or tuberculin tests
(TB) for 3 of 21 sampled residents
(Resident #3, Resident #7 and
Resident #19).

Findings include:
Resident #3 (R3)

R3 was admitted on 11/05/24, with
diagnoses including myeloma cancer,
chronic kidney disease stage Il and
arthritis of the spine.

R3’s file revealed a QuantiFERON test
dated 10/25/24 with a negative result.
R3’s file lacked documented evidence
an annual TB or QuantiFERON test.

Resident #7 (R7)

R7 was admitted on 09/28/23, with
diagnoses including dementia and Type
Il diabetes.

R7’s file revealed a physical
examination dated 09/29/23. R7's file
lacked documented evidence a 2024 or
2025 annual physical examination.

R7’s file revealed a one-step TB test
with a 09/07/24 read date and negative
result. R7’s file lacked documented
evidence of an annual 2025 TB test.
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Resident #19 (R19)
R19 was admitted on 02/11/24, with
diagnosis including chronic obstructive
pulmonary disease.
R19’s file revealed a physical
examination dated 02/07/24. R19’s file
lacked documented evidence of a 2024
and 2025 annual physical examination.
On 03/31/26 at 2:00 PM, the Executive
Director confirmed the missing
physicals and/or TB tests for R3, R7
and R19.
Severity: 2 Scope: 1
Y 0874 Y 0874 05/22/202
SS=F 1.Correctionof specific findings: 6
NAC 449.2742
All outstanding six month medication
. . L reviews were reviewedand signed by the
Administration of medication: Executive Director on 03/31/26.
Responsibilities of administrator,
caregiver and employees of facility. 2. Whatmeasures or systemic changes
will be put into place to ensure the
2. Within 72 hours after the deficientpractice does not recur:
administrator of the facility receives a h dicati . has b
report submitted pursuant to paragraph € medicationreview process has been
f subsection 1. a member of the rews_ed to ensure that all six mor_wth
(@) o o . medication reviews are routed directlyto the
staff of the facility shall notify the Executive Director immediately upon
resident’s physician of any concerns completion. Medication reviews arenow
noted by the person who submitted the tracked by completion date, and the
report. The report must be reviewed Executive Director is required toreview and
and initialed by the administrator. initial each medication review within 72
hours of completion
3. How willthe corrective action be
Inspector Comments: Based on interview monitored to ensure the deficient
and record review, the Administrator failed practice does notrecur:
to review the six-month medication reviews ] ] ] ]
within 72 hours of completion. The ExecutiveDirector or designee will
conduct weekly audits of medication
Findings include: reviews for four(4) consecutive weeks to
verify that reviews are completed and
signed withinthe required 72-hourtimeframe.
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Record review of 11 sampled residents’ Following the initial monitoring period,
medication reviews completed on 01/09/26, monthly audits will beconducted to ensure
were not reviewed and signed off by the ongoing compliance. Any missed or delayed
Administrator. reviews will beaddressed immediately and
documented.
On 03/31/26 in the morning, the
Administrator confirmed 11 sampled 4. Title ofthe person responsible for
residents’ medication reviews were not implementing corrective action:
reviewed and signed by the Administrator
within 72 hours of completion. Executive Director
Severity: 2 Scope: 3 5. Date thecorrective action will be
completed:
05/22/26
7. How willyou identify and correct other
areas having potential to be affected
bydeficient practice:
A corrective auditof recent medication
reviews was conducted to verify review
dates and ExecutiveDirector sign off
timelines.Any missing or delayed signatures
were completed immediately. Ongoing
trackingand oversight will ensure continued
compliance with medication
reviewrequirements.
Y 1035 Y 1035 05/22/202
SS=F 1.Correctionof specific findings: 6
NAC 449.2768
Employee #5 has completed the required 2
) ) . ) ) hours of Tier 2Alzheimer’s training and 8
Residential fe}cmty Wh.ICh proyldes care hours of Tier 2 Alzheimer’s training and
to persons with Alzheimer’s disease: documentation is placed in the personnel
Alzheimer’s/dementia Training: file.
1. Except as otherwise provided in
subsection 2, the administrator of a Employee #9 has completed the required 2
residential facility which holds an . hours of Tier 2Alzheimer’s training and 8
endorsement as a residential facility which hours of Tier 2 Alzheimer’s training and
provides care to persons with Alzheimer’'s documentation is placed in the personnel
disease or other forms of dementia file.
pursuant to NAC 449.2754 shall ensure
that: (a) Each employee of the facility who Employee #1 completed training on April
has direct contact with and provides care to 26, 2026, and documentation is placed in
residents with any form of dementia, the personnel file.
including, without limitation, dementia
caused by Alzheimer's disease, Employee #3 completed training on May 2,
successfully completes, in addition to the
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training required by NAC 449.196: 2026, and documentation is placed in the
(1) Within the first 40 hours that such an personnel file.
employee works at the facility after he is
initially employed at the facility, at least 2 Employee #4 completed training on May 4,
hours of tier 2 training. 2026, and documentation is placed in the
(2) In addition to the training requirements personnel file.
set forth in subparagraph (1), within 3
months after such an employee is initially Employee #6 is no longer employed with
employed at the facility, at least 8 hours of voluntary separation.
tier 2 training.
(3) If such an employee is licensed or 2. Whatmeasures or systemic changes
certified by an occupational licensing board, will be put into place to ensure the
at least 3 hours of continuing education in deficientpractice does not recur:
providing care to a resident with dementia,
which must be completed on or before the A dementia-specifictraining tracking system
anniversary date of the first date the has been implemented to ensure all
employee was initially employed at the employees withdirect contact with residents
facility. The requirements set forth in this with dementia complete the required
subparagraph are in addition to those set training. The system tracks hire dates,
forth in subparagraphs (1) and (2), may be annualtraining due dates, completion
used to satisfy any continuing education status, and documentation. Including
requirements of an occupational licensing completionof the 2-hour Tier 2 training
board, and do not constitute additional within 40 hours of work, the 8-hourTier 2
hours or units of continuing education training within 90 days of hire, and the
required by the occupational licensing annual 3-hour Tier 2Alzheimer’s training
board. due byhire anniversary. All employees with
(4) If such an employee is a caregiver, direct contact with residents withdementia
other than a caregiver described in are now scheduled for required Tier 2
subparagraph (3), at least 3 hours of tier 2 Alzheimer’s training upon hireand prior to
training in providing care to a resident with working independently.
dementia, which must be completed on or
before the anniversary date of the first date 3. How willthe corrective action be
the employee was initially employed at the monitored to ensure the deficient
facility. The requirements set forth in this practice does notrecur:
subparagraph are in addition to those set
forth in subparagraphs (1) and (2). To ensure ongoing compliance and prevent
(b) The facility maintains proof of recurrence, theAdministrative Assistant will
completion of the hours of training and conduct weekly audits of personnel files for
continuing education required pursuant to four(4) consecutive weeks following the
this section in the personnel file of each corrective audit. After four weeks,ongoing
employee of the facility who is required to audits will be conducted monthly as part of
complete the training or continuing routine administrativeoversight ensuring all
education. associate files are reviewed over a six (6)
2. A person employed by a facility which monthtimeframe. Any deficiencies identified
provides care to persons with any form of will be correctly promptly.
dementia, including, without limitation,
dementia caused by Alzheimer’s disease, is 4. Title of the person responsible for
not required to complete the hours of implementing corrective action:
training or continuing education required
pursuant to this section if he has completed AdministrativeAssistant, under the oversight
that training within the previous 12 months. of the Executive Director
5. Date thecorrective action will be
STATE FORM Event ID: Facility ID: Page 35 of 47
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Inspector Comments: Based on document
review, record review and interview, the
facility failed to ensure 6 of 10 sampled
employees 1) completed 2 hours of Tier 2
Alzheimer's training within 40 hours of hire;
2) completed an additional 8 hours of Tier 2
Alzheimer's training within 90 days of hire
(Employees #1, #4, #5, and #9); and 3)
completed 3 hours of Tier 2 Alzheimer’s
training annually (Employees #3 and #6).

Findings include:

Employee #1 (E1)

E1 was hired on 10/10/25 as a Caregiver.
E1's file lacked documented evidence of 2
hours of Tier 2 Alzheimer’s training within
40 hours of hire and 8 hours of Tier 2
Alzheimer’s training within 90 days of hire.

Employee #3 (E3)

E3 was hired on 05/20/22 as a Medical
Technician.

E3's file lacked documented evidence of 3
hours of Tier 2 Alzheimer’s annual training.

Employee #4 (E4)

E4 was hired on 07/26/25 as a Medical
Technician.

E4's file lacked documented evidence of 2
hours of Tier 2 Alzheimer’s training within
40 hours of hire and 8 hours of Tier 2

Alzheimer’s training within 90 days of hire.

Employee #5 (E5)

E5 was hired on 07/26/25 as a Medical
Technician.

E5's file lacked documented evidence of 2
hours of Tier 2 Alzheimer’s training within
40 hours of hire and 8 hours of Tier 2
Alzheimer’s training within 90 days of hire.
Employee #6 (E6)

E6 was hired 08/28/24 as a Caregiver.

completed:
05/22/26

6. How willyou identify and correct other
areas having potential to be affected
bydeficient practice:

Acorrective audit of all employee personnel
files will be completed by 05/13/26to identify
any additional employees who are lacking
required Tier 2Alzheimer’s training. Any
additional employees identified will
complete therequired training prior to
working, and documentation will be
maintained intheir personnel files.
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E6's file lacked documented evidence of 3
hours of Tier 2 Alzheimer’s annual training.

Employee #9 (E9)

E9 was hired on 07/21/25 as a Medical
Technician.

E9's file lacked documented evidence of 2
hours of Tier 2 Alzheimer’s training within
40 hours of hire and 8 hours of Tier 2

Alzheimer’s training within 90 days of hire.

On 03/31/26 in the afternoon, the
Administrator acknowledged E1, E3, E4,
E5, E6 and E9 lacked the required
documentation of Tier 2 Alzheimer’s
training.

On 03/31/26 in the afternoon, the
Administrator was provided 72 hours to
provide the missing training
documentation items for E1, E3, E4,
E5, E6, and E9.

As of 04/03/26, the Administrator was
unable to provide the documentation to
the Bureau.

Severity: 2
Scope: 3

Y 1840
SS=E

R063-21 Sec. 4.

Sec. 4. 1. An unlicensed caregiver who
provides care to residents, patients or
clients at a facility described in section 3 of
this regulation shall annually complete
evidence-based training provided by a
nationally recognized organization
concerning the control of infectious
diseases. The training must include, without
limitation, instruction concerning:

(a) Hand hygiene;

(b) The use of personal protective
equipment, including, without limitation,

Y 1840

1.Correctionof specific findings:

Employees #5 completed training on May 4,
2026, please see documentation. Employee
#8 completed training on April 26, 2026,
please see documentation.

Employees # 1 ompleted required Infection
Control Training May 6, 2026, see uploaded
documents. Employee #4 completed
required infection control training March 31,
2026, see uploaded documents

2. Whatmeasures or systemic changes

05/22/202
6
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masks, respirators, eye protection, gowns will be put into place to ensure the
and gloves; deficientpractice does not recur:
(c) Environmental cleaning and disinfection;
(d) The goals of infection control; An infection control training trackingsystem
(e) A review of how pathogens, including, has been implemented to ensure all
without limitation, viruses, spread; and unlicensed caregivers completerequired
(f) The use of source control to prevent initial and annual evidence-based infection
pathogens from spreading. control training through a
2. Each unlicensed caregiver who nationallyrecognized organization. The
completes the training required by system tracks hire dates, annual training
subsection 1 must provide proof of duedates, completion status, and
completion of that training to the documentation. All new unlicensed
administrator or other person in charge of caregivers arenow scheduled for required
the facility in which the unlicensed caregiver infection control training prior to
provides care. providingresident care.
Inspector Comments: Based on record i
review and interview, the facility failed to 3. How willthe corrective action be
ensure 4 of 10 sampled employees monitored to ensure the deficient
completed the required infection control practice does notrecur:
training for unlicensed caregivers
(Employees #1, # 4, #5, and #8). Toensure ongoing compliance and
Findings include: prevent recurrence, the
' Administrative Assistantwill conduct
Employee #1 (E1) weekly audits of caregiver
) ) personnel files for four (4)
E1 was hired on 10/10/25 as a Caregiver. consecutiveweeks following the
E1’s file lacked documented evidence of corrective aL!dIt. After four weeks,
2025 initial infection control training through ongoing audits will beconducted
a nationally recognized organization. monthly as part of routine
Employee #4 (E4) admlnlst.ratlvg:- oversight ensuring
allassociate files are reviewed over
E4 was hired on 05/22/22 as a Medical a six (6) month timeframe. Any
Technician. deficienciesidentified will be
, , correctly promptly.
E4’s file lacked documented evidence of yp ply
i2h025 ahnnual tl_nfecltllon control t:jammg 4. Title ofthe person responsible for
rough a nationally recognize implementing corrective action:
organization.
AdministrativeAssistant, under the oversight
Employee #5 (E5) of the Executive Director
_%5 vr\]/afs _hlred on 07/26/25 as a Medical 5. Date thecorrective action will be
echnician. completed:
ES5’s file lacked documented evidence of 05/06/26
2025 initial infection control training through
a nationally recognized organization. 6. How willyou identify and correct other
STATE FORM Event ID: Facility ID: Page 38 of 47
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Employee #8 (E8) areas having potential to be affected
bydeficient practice:
E8 was hired on 01/25/25 as a Caregiver.
Acorrective audit of all employee personnel
E8'’s file lacked documented evidence of files will be completed by 05/18/26to identify
2025 initial infection control training through any staff lacking required initial or annual
a nationally recognized organization. infection controltraining. Any additional
employees identified will complete the
On 03/31/26 in the afternoon, the requiredtraining prior to working, and
Administrator acknowledged E1, E4, E5 and documentation will be maintained in
E8's missing infection control trainings and theirpersonnel files.
that the training should have been
completed.
On 03/31/26 in the afternoon, the
Administrator was provided 72 hours to
provide the missing training items for E1,
E4, E5, and ES8.
On 04/03/26 at end of business, the
Administrator was unable to provide the
documentation.
Severity: 2 Scope: 2
Y 1825 Y 1825 05/22/202
SS=F 1.Correctionof specific findings: 6
NAC 449.0109 Designation and training Employee #11 is no longer employed with
of person responsible for infection the community. A newindividual has been
control. designated as the Secondary Infection
3. The program to prevent and control Control Designee.
infections within the facility for the The required minimum of 15 hours of
dependent developed pursuant to infection controltraining has been
paragraph (a) of subsection 1 must scheduled, and documentation of
provide for the designation of: completion will be placed inthe personnel
(a) A primary person who is file 05/22/26.
responsible for infection control; and )
(b) A secondary person who'is 2 batmessures or ystenic changes
respo_nS|bIe for |nfegt|on control when deficientpractice does not recur:
the primary person is absent to ensure
that someone is responsible for Anlnfection Control Designation and
infection control at all times. tracking process has been implemented
4. The persons designated pursuant to toensure compliance. This system tracks
annual training due dates, completion
status, and documentation. Designation of
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subsection 3 as responsible for infection controlresponsibilities will not
infection control shall complete not less occur unless all required training
than 15 hours of training concerning the documentation isverified.
control and preventlon_ Of. infections 3. How willthe corrective action be
prowdet;l by th_e Assoc_latlon for monitored to ensure the deficient
PI’OfeSSIOI’la|S 18} |I'lfeCtIOI'l Contl’0| and Dractice does notrecur:
Epidemiology, Inc., the Centers for
Disease Control and Prevention of the Toensure ongoing compliance and
United StateS Department Of Health and prevent recurrence, the
(I-)Iuman Services, the World Health Administrative Assistantwill conduct
Hrga”'zat'on or the Society for weekly audits of caregiver
ealthcare Epidemiology of America, or | files for f
a successor in interest to any of those personnel Tiies for four .
organizations, not later than 3 months (4)consecutive weeks following the
after being designated and annually corrective audit. After four weeks,
thereafter. ongoingaudits will be conducted
5. Training completed pursuant to monthly as part of routine
subsection 4 may be in any format, administrative oversightensuring all
including, without limitation, an online associate files are reviewed over a
course provided for compensation or six (6) month timeframe.
gg;glfe(t"l*;anr?; Q:(tergli];l\ci:r?;err?zlst be Anydeficiencies identified will be
maintained in the personnel file of each correctly promptly.
person designated pursuant to 4. Title ofthe person responsible for
subsection 3 for 3 years immediately implementing corrective action:
following the completion of the training.
Executive Director
Inspector Comments: Based on record 5. Date thecorrective action will be
review and interview, the facility failed to completed:
ensure the Secondary Infection Control
designee for the facility had completed the 05/22/26
required Infection Control training.
6. How willyou identify and correct other
Findings include: areas having potential to be affected
bydeficient practice:
Employee #11 (E11)
A review of theinfection prevention and
E11 was hired on 07/07/25 as the Wellness control program was conducted to verify
Nurse. that alldesignated infection control roles are
properly assigned, and that requiredtraining
On 03/31/26 in the afternoon, E11 was is current and documented. Any identified
identified as the secondary Infection Control gaps will be correctedimmediately, and
designee for the facility. E11’s file lacked ongoing designation reviews will prevent
documented evidence E11 had completed recurrence of thisdeficient practice.
at least 15 hours of training concerning the
control and prevention of infections
provided by a nationally recognized
organization.
STATE FORM Event ID: Facility ID: Page 40 of 47




Division of Public and Behavioral Health

PRINTED: 6/15/2026
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
9018

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING COMPLETED
B. WING 03/31/2026

NAME OF PROVIDER OR SUPPLIER

LEGACY HOUSE OF SOUTHERN HILLS

STREET ADDRESS, CITY, STATE, ZIP CODE

9750 W. SUNSET ROAD, LAS VEGAS, NEVADA ,89148

(X4) SUMMARY STATEMENT OF DEFICIENCIES

ID (EACH DEFICIENCY MUST BE PRECEDED BY FULL
PREFIX REGULATORY

TAG OR LSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

COMPLETION

(X5)

DATE

On 03/31/26 in the afternoon, the
Administrator acknowledged the required
training was not in E11's file.

On 03/31/26 in the afternoon, the
Administrator was provided 72 hours to
provide the missing documentation for E11.

On 04/03/26 at end of business, the
Administrator was unable to provide the
docuemntation.

Severity: 2
Scope: 3

Y 1700
SS=D | NRS 449.1845

Administrator of residential
facility for groups to conduct
annual assessment of history of
each resident and cause
provider of health care to
conduct certain examinations
and assessments; placement
based on assessment.

1. The administrator of a
residential facility for groups
shall:

(a) Annually cause a qualified
provider of health care to
conduct a physical examination
of each resident of the facility;

(b) Annually conduct an
assessment of the history of
each resident of the facility,
which must include, without
limitation, an assessment of the
condition and daily activities of
the resident during the
immediately preceding year; and

(c) Cause a qualified provider

Y 1700
1.Correctionof specific findings:

Resident#17 had an annual physician
placement determination completed and
documentation has been placed in the
resident’s record.

Resident#3 had an annual physician
placement determination completed and
documentation has been placed in the
resident’s record.

Resident#7 had an annual physician
placement determination completed and
documentation has been placed in the
resident’s record.

2. Whatmeasures or systemic changes
will be put into place to ensure the
deficientpractice does not recur:

Aresident placement determination tracking
process has been implemented toensure
annual physician placement determinations
are completed timely. Annualplacement
determinations are now tracked by
admission anniversary date andreviewed
during routine administrative file reviews.

3. How willthe corrective action be
monitored to ensure the deficient
practice does notrecur:

05/22/202

6
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of health care to conduct an To ensureongoing compliance and prevent
assessment of the condition and recurrence, the Wellness Director or
ds of ident of the facilit designee will conduct weeklyaudits of
needs or a resident of the tfacility resident health records for four (4)
to determine whether the consecutive weeks following thecorrective
resident meets the criteria audit. After four weeks, ongoing audits will
. . be conducted monthly aspart of routine
prescribed in paragraph (a) of administrative oversight ensuring all Annual
subsection 2: PlacementDeterminations are reviewed
(1) Upon admission of over a six (6) month timeframe. Any
. e deficienciesidentified will be correctly
the resident to the facility; and promptly.
(2) If a physical
examination, assessment of the
history of the resident or the 4. Title ofthe person responsible for
observations of the administrator implementing corrective action:
or staff Of_the faC|I|ty, the famlly WellnessDirector, under the oversightof the
of the resident or another person Executive Director
who has a relationship with the . . :
ident indicate that: 5. Date thecorrective action will be
resident indicate that: completed:
() The resident may
meet those criteria; or 05/22/26
(1) The condition of 6. How willyou identify and correct other
the resident has significantly areas having potential to be affected
Changed bydeficient practice:
2. If, as a result of an A corrective audit of all resident
assessment conducted purguant records willbe completed by
to paragraph (c) of subsection 1, 05/13/26 verify the presence of the
the provider of health care required annualphysician placement
determines that the resident: determinations. Any additional
(a) Suffers from dementia to deficiencies identified willbe
be a danger to himself or herself remain in placement without
or others if the resident is not approprlatephysmlan determination
: . documentation.
placed in a secure unitor a
facility that assigns not less than
one staff member for every six
residents, any residential facility
for groups in which the resident
is placed must meet the
requirements prescribed by the
Board pursuant to subsection 2
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of NRS 449.0302 for the
licensing and operation of
residential facilities for groups
which provide care to persons
with Alzheimer’s disease or other
severe dementia.

(b) Does not suffer from
dementia as described in
paragraph (a), the resident may
be placed in any residential
facility for groups.

3. As used in this section,
“provider of health care” has the
meaning ascribed to it in NRS
629.031.

(Added to NRS by 2019,
2594)

Inspector Comments:

Based on record review and interview, the
facility failed to ensure an annual placement
determination was obtained for 3 of 21
residents (Resident #17, #3, and #7).

Findings include:
Resident #17 (R17)

R17 was admitted on 09/11/23 with
diagnoses including dementia.

R17 had a placement determination
completed on 09/25/24, documenting R17
was able to reside in assisted living. R17's
file lacked documented evidence of an
annual physician placement determination.

Resident #3 (R3)
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R3 was admitted on 11/05/24, with
diagnoses including myeloma cancer,
chronic kidney disease stage Ill and arthritis
of the spine.
R3’s file lacked documented evidence a
physician placement determination.
Resident #7 (R7)
R7 was admitted on 09/28/23, with
diagnoses including dementia and Type Il
diabetes.
R7’s file revealed a physician placement
determination dated 09/28/23. There
was no facility type designated. R7’s
file lacked documented evidence of
2024 and 2025 annual physician
placement determinations.
On 03/31/26 in the afternoon, the
Administrator acknowledged resident files
lacked documented evidence of annual
physician placement determinations.
Severity: 2 Scope: 1
Y 1600 Y 1600 05/22/202
SS=B | NAC 449.011943 and R004-24 1.Correctionof specific findings: 6
NAC 449.011943 Policies Residents#3, # 7, #14, #17, and #19 and/or
. their representative were presented with the
concerning preferr_ed names and preferredname, pronoun, gender identity or
pronouns; adaptation of records expression, and sexual orientation form
to reflect gender identities or andgiven the option to specify preferences.
. . h . Where preferences were provided,resident
expressions; method to obtain records were updated.
medically relevant information
from patients or residents (NRS 2. Whatmeasures or systemic changes
' will be put into place to ensure the
449.0302, 449-104) deficientpractice does not recur:
1. A facility shall: Uponadmission, residents are given the
opportunity to specify a preferred
s name,pronoun, gender identity or
(a) Deve|0p pOIICIeS to ensure expression, and sexual orientation.
STATE FORM Event ID: Facility ID: Page 44 of 47




Division of Public and Behavioral Health

PRINTED: 6/15/2026
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

9018

(X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

03/31/2026

NAME OF PROVIDER OR SUPPLIER

LEGACY HOUSE OF SOUTHERN HILLS

STREET ADDRESS, CITY, STATE, ZIP CODE

9750 W. SUNSET ROAD, LAS VEGAS, NEVADA ,89148

(X4) SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
ID (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
PREFIX REGULATORY TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
TAG OR LSC IDENTIFYING INFORMATION) DEFICIENCY)
that a patient or resident is Admissiondocumentation includes
addressed by his or her preferred standardized questions addresging these
name and pronoun and in preferences andEHR system will be
) ) updated.
accordance with his or her
gender identity or expression; 3. How willthe corrective action be
d monitored to ensure the deficient
an practice does notrecur:
(b) To the extent practicable and The WellnessDirector or designee will
available within the systems in conduct weekly audits of resldent health
—_ records forfour (4) consecutive weeks
use at the facility: following thecorrective audit. After four
) weeks, ongoing audits will be conducted
(1 )Adapt electronic records and monthly aspart of routine administrative
o oversight ensuring preferred name,
any paper records the fac:|||ty pronoun, genderidentity or expression, and
uses to reflect the preferred sexual orientation preferences are reviewed
name, pronoun and gender over a six (6) month timeframe.
. . nydeficiencies identified will be correctly
identitv or Anydef dentified will b tl
y promptly.
expression of a patient or 4. Title ofthe person responsible for
resident; and implementing corrective action:
2) Int te inf ti WellnessDirector, under the oversightof the
( ) n eg_ra ein 3rm?d'on_ Executive Director
concerning genaer | entlty or
expression into electronic Ebaa‘ﬁattgg,co”ec“ve action will be
systems for maintaining health compretec.
records. 05/22/26
2 Ifa patient or resident chooses 6. How wiI_Ivou ident_ifv and correct other
. ) areas having potential to be affected
to provide the following bydeficient practice:
information, the records adapted A _ it of al resid e il
corrective audit of all resident records wi
. e completed by 05/1 toidentify missing
pursuant to subparagraph (1) of b leted by 05/13/26 toidentify missi
paragraph (b) of subsection 1 documentation related to preferred name,
must to the extent required by Rronogggt?“d lge”der(ijdef?}?ydor ,e“XEfeSSion-
. . . ny additional gaps identified will be
S_Ut_)se_cuon1’ include, without corrected, orresident declinations
limitation: documented.
(a) The preferred name and
pronoun ofthe patient or resident;
(b) The gender identity or
expressionof the patient or
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resident;

(c) The gender identity or
expression of the patient or
resident that was assigned at the
birth of the patient or resident;

(d) The sexual orientation of the
patient or resident; and

(e) If the gender identity or
expression of the patient or
resident is different than the
gender identity or expression of
the patient or resident that was
assigned at the birth of the
patient or resident:

(1) A history of the gender
transition and current anatomy of
the patient or resident; and

(2) An organ inventory for the
patient or resident which
includes, without limitation, the
organs:

(I) Present or expected to be
present at the birth of the patient
or resident;

(1) Hormonally enhanced or
developed in the patient or
resident; and

(1) Surgically removed,
enhanced, altered or constructed
in the patient or resident.

Inspector Comments: Based on record
review and interview, the facility lacked
information addressing the residents
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preferred pronoun, gender expression and
sexual orientation for 5 of 10 residents
(Resident #3, 7, 14, 17, and 19).

Findings include:

A review of Resident #3, 7, 14, 17, and 19's
files revealed the facility lacked information
regarding the resident's gender
identification or expression

On 03/31/26 in the morning, the
Administrator confirmed there was no
documentation of preferred pronoun,
gender expression and sexual orientation
and had not added this information to their
files.

This was a repeat deficiency from the
03/18/25 State Licensure Survey.

Severity: 1 Scope: 2
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