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Y 000 Initial Comments Y 000 44&’#&/&&% e Fxog
This Statement of Deficiencies was generated as Y072 Qua| ificati
a result of the annual state licensure survey . .
conducted at your facility on 2/25/09. Careglver Medication Re-
™ ducted Nevad training
e survey was conducted using Nevada - -
Administrative Code (NAC) 449, Residential 1. The adm'”'s"";t” ﬁf the facility
Facility for Groups Regulations, adopted by the shall ensure that the caregiver
Nevada State Board of Health on July 14, 2006. has received training in the
administration of any
The facility is licensed for 9 total beds, classified medication, including, without
as Category 2 beds. limitation, an over-the-countes
- ) medication or dietary;
;he‘tf:lacultl‘tyl I;as.'t.he le_lor\‘mng ggdorsemctent: supplement, the caregiver
esidential facility which provides care to persons must. The caregiver has
with Alzheimer's disease .
receive, at least 3 hours ofi
The census at the time of the survey was 5. 6 training in the management of
sample resident files were reviewed, 1 medication and pass an
discharged resident file and 4 employee files examination relating to the
were reviewed. management of medication
approved by the Bureau, a
The following complaints were reviewed: least every 3 years.
NV00019815 - Unsubstantiated 2. The administrator has decided
The findings and conclusions of any investigation not to al|o:|i{ I.Etp‘lploye? #3“:0
by the Health Division shall not be construed as pass meaications 10 e
ibiti P, il iaati residents.
prohibiting any criminal or civil investigations, .
actions or other claims for relief that may be 3. The administrator shall ensure
avallable to any party under applicable federal, that there is always someone
state, or local laws. trained to pass medications at
the home, who has passed an
The following regulatory deficiencies were approved examination  as
identified at the time of the survey. stated above.
4. The administrator is the person
Y 072 449.196(3) Qualications of Caregiver-Med Y072 responsible to ensure that only
$S=D| re-training a trained person passes
NAC 449,196 medication at the home.
3. If a caregiver assists a resident of a residential .
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Y 072 | Continued From page 1 Y 072
facility in the administration of any medication, 5. The deficiency was corrected
including, without limitation, an over-the-counter on February 25, 2009 the da
medication or dietary supplement, the caregiver of the survey.
must:
{a) Receive, in addition to the training required
pursuant to NRS 449.037, at least 3 hours of
training in the management of medication. The Y 274 NAC 449.2175
caregiver must receive the training at least every Service of food-
3 years and provide the residential facility with . .
satisfactory evidence of the content of the training substitution
and his attendance at the training; and 1. It is the responsibility of the
flating o {ne management of medioaton administrator to_ensure tha
approved by the Bureau. menus must be in writing,
planned a week in advance,
dated, posted and kept on file
for 90 days.
| 2. Any substitution for an item on
| the menu must be documented
. o . and kept on file with the menu
This Regulation is not met as evidenced by: for at least 90 days after the
faled to enoure that 1 of 4 caregivers had substitution  ocours. A
completed the required three hour medication SUbSt'tUt,'on muslt be dpqsted hm
management refresher training every three years a conspicuous place during the
(Employee #3). serving Of' the meal. ]
3. The administrator had an in-
Severity: 2 Scope: 1 service and explained to all
employees that they must
Y 274 449.2175(5) Service of Food - Substitutions Y 274 document all food substitutions
$8=C as stated on number two (2)
above. (Attachment “1” copy of
NAC 449.2175 | in-service)
5. Any substitution for an iten_1 on _the menu must | 4. The administrator is the person
be documented and kept on fll? with the menu for | responsible to ensure that all
at least S0 days after the substitution occurs. A emplovees understand  the
substitution must be posted in a conspicuous i pl Y
place during the service of the meal. regulations.
|
f deficiencies are cited, an approved plan of correction must be returned witl'llin 10 days after receipt of this statement of deficiencies.
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Y 274 | Continued From page 2 Y 274
5. The deficiency was correcied
on February 28, 2009 the day
This Regulation is not met as evidenced by: of the survey.
Based on cbservation and interview, the facility
failed to ensure menu substitutions were i i i
documented and retained for at least 90 days. Y859 -PeI'I.OdIC PhYSIcaI
. examinations of a
everity: 1 Scope: 3 .
v P resident.
Y 859 449.274(5) Periodic Physical examination of a Y 859 1. The Administrator has
83=D| resident change the facility policy to
ensure that a potentia
NAC 449.274 resident before admlSSIOFII
5. Before admission and each year after and each year afte
admission, or more frequently if there is a admission, or mor
significant change in the physical condition of a frequently if there is
resident, the }‘acﬂﬂy shgtr qbtaln the resglts ofa significant change in th
general physical examination of the resident by ical o f
his physician. The resident must be cared for physical ~condition o '
pursuant to any instructions provided by the resident; the facility shall
resident's physician. obtain the resuits of
general physica
examination of the residen
by his physician.
2. The Administrator had an in
This Regulation is not met as evidenced by: service with staff and
Based onh record review on 2/2_5!09, the fgcmty owners of the facility t
failed to ensure that 1 of 7 residents received an dd the fact that all
initial physical prior to admission to the facility aadress the fact that a
{Resident #6). potential residents mus
_ have a physical before
Severity: 2 Scope: 1 admission to the facilit
o N (home). Attachment “1” copy
Y 9_99: 449.2754(1){(g) Alzheimer's Facility Y 999 of in-service)
S8=F .. .
3. The administrator is the person
NAC 449.2756 responsible to ensure that any

If deficiencies are cited, 2n approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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1. The administrator of a residential facility which new resident Ijas their phySI.qa
| provides care to persons with Alzheimer's before entering the facility
disease shall ensure that: (home)
(g) Al toxic substances are not accessible to the 4. The deficiency was corrected
residents of the facility. on February 28, 2009 the da
of the survey.
Y999 Alzheimer's
This Regulation is not met as evidenced by: Facﬂlty
Based on observation and interview, the facility 1. It is the responsible of the
failed to ensure all toxic substances were not Administrator to ensure that all
accessible to the residents of the facility. toxic substances are not
. accessible to the residents of;
Severity: 2 Scope: 3 the facility.

2. The Administrator had an in-
service to go over items thaf
should be locked away out off
the reach of all residents and
how a simple item that they
may take for granted could be
a deadly substance for a frail
elderly person. (Attachmen
“1” copy of in-service)

3. The administrator is the person
responsible to ensure that the
employees understand the
rules and regulation and train
them appropriately.

4. The deficiency was corrected
on February 28, 2009 the day
of the survey.

f deﬁciencieé are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
STATE FORM

6899

ORO711

Ikgumirﬁalion sheet 4 of 4




