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Initial Comments

Inspector Comments: This Statement of
Deficiencies was generated as a result of a
State Licensure annual grading survey
conducted in your facility on 07/18/23. This
State Licensure survey was conducted by
the Division of Public and Behavioral Health
in accordance with NAC 449, Residential
Facility for Groups. The facility is licensed
for six Residential Facility for Group beds
for elderly and disabled persons, Category-
Il residents. The census at the time of the
survey was three. Three resident records
and three employee records were reviewed.
The facility received a grade of A. The
findings and conclusions of any
investigation by the Division of Public and
Behavioral Health shall not be construed as
prohibiting any criminal or civil
investigations, actions or other claims for
relief that may be available to any party
under applicable federal, state, or local
laws. The following deficiency was
identified:
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Annual Assessment of History of Each
Resident - 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 of health care to
conduct an assessment of the condition and
needs of a resident of the facility to
determine whether the resident meets the
criteria prescribed in paragraph (a) of
subsection 2: (1) Upon admission of the
resident to the facility; and (2) If a physical
examination, assessment of the history of
the resident or the observations of the
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1. We will make sure that a Physician
Placement Determination Form together
with Standard Assessment for Cognitive
Abilities and Standard Physician
Assessment forms are filled out to properly
determine whether we can admit or retain a
resident.

2. That admission packet will include
proper forms so that deficient practice does
not recur.

3. The Facility Manager will make sure that
the deficient practice does not recur and will
make sure that plan of correction is
implemented.

4. Corrective action was completed right
away on July18, 2023.

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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administrator or staff of the facility, the
family of the resident or another person who
has a relationship with the resident indicate
that: (I) The resident may meet those
criteria; or (Il) The condition of the resident
has significantly changed. 2. If, as a result
of an assessment conducted pursuant to
paragraph (c) of subsection 1, the provider
of health care determines that the resident:
(a) Suffers from dementia to an extent that
the resident may be a danger to himself or
herself or others if the resident is not placed
in a secure unit or 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 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
obtain a Physician Placement
Determination Statement to determine the
appropriate facility type and care for 1 of 3
residents (Resident #3). Findings include:
Resident #3 Resident #3 was admitted to
the facility on 02/01/22, with diagnoses
including congestive heart failure, bilateral
lower extremity edema and cognitive
impairment. Resident #3's record lacked
documented evidence a Physician
Placement Determination Statement had
been completed either before or since the
resident's admission on 02/01/22. On
07/18/23 at 10:29 AM, the Manager
confirmed Resident #3 did not have a
Physician Placement Determination
Statement completed. Severity: 2 Scope: 1
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