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Y 000 | Initial Comments Y 000

The findings and conclusions of any investigation &@#M&

by the Health Division shall not be construed as )&Eﬂ

prohibiting any criminal or civil investigations, d&
41407

actions or other claims for relief that may be
available to any party under applicable federal,

state, or local laws.

This Statement of Deficiencies was generated as
a result of an annual State Licensure survey
conducted in your facility on 3/31/09. This State
Licensure survey was conducted by the authority
of NRS 449.150, Powers of the Health Division.

The facility is licensed for 6 Residential Facility
for Group beds which provide care to persons
with Alzheimer's disease, Category I residents.
The census at the time of the survey was 6. Six
resident files were reviewed and 5 employee files
were reviewed,

Y 103 | 449.200(1)(d) Personnel File - NAC 441A vis | V105
$8=D EmPlo\/Ce 45 %{d y ’C,}

NAG 449.200 . :
1. Except as otherwise provided in subsection 2, M Pp D m F‘F A 0416?

a separate personnel file must be kept for each

member of the staff of a facility and must include: SC@I}.M ‘LU I'U,{W\« n
(d) The health certificates required pursuant to ,

chapter 441A of NAC for the employee. 1{ \ ¢ l 0 q \‘6?41\

Trpleyd # unfl

g
This RULE: is not met as evidenced by: N?Aﬁ*«‘l WW
{l0],

Based on record review on 3/31/09, the facility
failed to ensure 1 of 5 caregivers complied with
NAC 441A.375 regarding tuberculosis testing
(Employee #5) for the protection of 6 of 6
residents (Resident #1, #2, #3, #4, #5 and #8).

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Severity: 2 Scope: 1
Y 858 449.274(5) Periodic Physical examinationofa | vase | Y399 . ‘
S§S=F | resident _1?%( K ! ‘_ th l “ 4 W
NAC 449,274 Vﬁ‘ﬂ\ A AN XA
5. Before admission and each year after N D ’
admission, or more frequently if there is a Wl%’ . I( m ll[ 22’ Oq .
significant change in the physical condition of a < F{U
resident, the facifity shall obtain the results of a ﬂw(dl/‘n " ‘ 4 W‘, w
general physical examination of the resident by
his physician. The resident must be cared for W ™ L“"[ ,DC{ ' F}J
pursuant to any instructions provided by the _
resident's physician. }L(ﬂ_]/\ 'tl m H 1 p .
fuadud B G o Adedul
fﬁ ol dhysical
This RULE: is not met as evidenced by: [ \w
Based on record review on 3/31/09, the facility KGWW m q Qq 04 WY
failed to ensure 4 of 6 residents received an M
annual physical (Resident #1, #4, #5 and #6).
Severity: 2  Scope: 3 RW dj/‘/d ‘H‘ G 7, AM
Y 870| 449.2742(1)(a)(1)(2)(b)(c) 449.2742(1)(a)(1) Y 870 i ﬂﬁ L Om Wl%ﬂ
ss=F | Medication Administration ' m L” 2 L’ ' Oﬁ
NAC 449.2742
1. The administrator of a residential facility that
provides assistance to residents in the
administration of medications shall:
(a) Ensure that a physician, pharmacist or
registered nurse who does not have a financiat
interest in the facility:

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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Continued From Page 2

(1) Reviews for accuracy and
appropriateness, at least once every 6 months
the regimen of drugs taken by each resident of
the facility, including, without limitation, any
over-the-counter medications and dietary
supplements taken by a resident.

(2) Provides a written report of that review to
the administrator of the facility;

(b) Include a copy of each report submitted to the
administrator pursuant to paragraph (a) in the file
maintained pursuant to NAC 449.2749 for the
resident who is the subject of the report.

(c) Make and maintain a report of any actions of
any actions that are taken by the caregivers
employed by the facility in response to a report
submitted pursuant to paragraph {a).

This RULE: is not met as evidenced by:

Based on record review and interview on
3/31/09, the facility failed to ensure a medication
profile review was performed by a physician,
pharmacist or registered nurse at least once
every six months for 4 of 4 residents residing at
the facility for longer than six months (Resident
#1, #3, #4 and #5).

Severity: 2 Scope: 3

449.2742(6)(a)(1) Medication / Change order

NAC 449.2742
6. Except as otherwise provided in this

Y 870 \/g).(o ‘

T u My,

UMD |
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If deficiencies are cited, an approved plan of correction is requisite to continued program participation,
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subsection, a medication prescribed by a W\M/M m PfK '
physician must be administered as prescribed by
the physician. If a physician orders a change in
the amount or times medication is to be RQMW ’H’ , .
administered to a resident: Mﬁﬂa&ﬂ’l
(a) The caregiver responsible for assisting in the ﬁ(ﬁ“)h{ T(M/]
administration of the medication shall:
(1) Comply with the order. b{‘;”ﬂﬂ[, LA 4 7]/]?
dauﬂ nqw fb
This RULE: is not met as evidenced by: OLIHLW
Based on record review and interview on ‘H’ F
3/31/09, the facility failed to ensure 3 of 6 RMAO(!VWI , J w
residents received medications as prescribed
(Resident #1, #3 and #4) alaclied met.
Severity: 2 Scope: 2 M Cﬂ/am /W)M H‘OM
Y 936 449.2749(1)(e) Resident file Y 936 b‘
SS=E

NAC 4492749

1. A separate file must be maintained for each
resident of a residential facility and retained for at
least 5 years after he permanently leaves the
facility. The file must be kept locked in a place
that is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical
information and any other information related to
the resident, including without limitation:

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

This RULE: is not met as evidenced by:
Based on record review and interview on
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¥ deficiencies are clted an approved plan of correctlon is requisite to continued program participation.
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3131/09, the facility failed to ensure 3 of 6
residents complied with NAC 441A.380

regarding tuberculosis (Resident #1, #4 and #5)
which affected all residents.

Severity: 2 Scope: 2
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If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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