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The findings and conclusions of any investigation w)
by the Health Division shall not be construed as
prohibiting any criminal or civil mv:estlgahons r
actions or other claims for relief that may be ’ ¥,
available to any party under appllcabie federal,
state, or local laws. (
This Statement of Deficiencies v@as generated as
a result of an annual State Licensure survey
canducted at your facility on 5!2&[!09 This State
Licensure survey was conducted By the authority
of NRS 448.150, Powers of the l-‘eaith Division.
The facility was licensed for ten Residential
Facility for Group beds for elderly and disabled
i persons, Category Il residents. The census at
the time of the survey was nine. ll}lme resident
files were reviewed and ten employee files were
reviewed. One discharged resident file was
reviewed. The facility received alfrade of A.
| I
Complaint #00021627 was inveéﬁgamd and
unsubstantiated.
The following deficiencies were identified:
|-
I (a)The manager had set thc
§8=D |
t NAC 448.2742 | locked closet to d{spose of later
9. If the medication of a resident js discontinued, when she had a witness, but she
the expiration date of the medication of a forgot it. This happened just as
resident has passed, or a resident who has been the new rules for disposing of
discharged from the facility does not claim the medications went into effect.
medication, an employee of a residential facility \
shall destroy the medication, bylan acceptable Right after that we were told to
method of destruction, in the pre$ence ofa call the Nye County Sheriff to
witness and note the destruction of the pick up medications but after the
i medication in the record mamtaurrad pursuant to second call they stated they
If deficiencies are cited, an approved plan of correcuo is requisite to continued program participation.
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Y 885 | Continued From Page 1 J Y885 would come to pick them up
NAG 449.2744. Flushing contefits of vials, every two weeks. This would
bottles or other containers into a toilet shall be still present a problem as we
deemed to be an acceptable method of would have expired meds on
destruction of medication. hand. Therefore, we established
a policy that the house manager
or the administrator will deliver
the expired meds to the SO the
i i . day they are discontinued or the
;ms egl.n.E:bns notﬁmet az evidsnced m,r:5 oo resident is gone. This policy Wi
45ec on OREQIVason and intaniew on : into effect on May 26, G/5/2 /09
the facility failed to destroy madications after they g;g; " y /
were discontinued, had explned or after a
resident had been transferred ﬁ&cndent #7). .D All meds will be handied b4 the
Hovse Hrnr arsi airsrosdﬂ wrtl
by Ha PRELL e
Severity: 2  Scope: 1 be erifies by Hrdms
| The house manager maintains a
¥ 936 449.2749(1 )(E) ReSident file : Y 836 ticklcr ﬁle for each resident to
§8=F - i
NAC 449.2749 }i%nmd them to get their anqua.l
1. A separate file must be mamfamed for each test. A copy of the test Is
resident of a residential facility and retained for at kept in a sheet protector in each
least 5 years aftar he perrnaneqtly leaves the resident’s file, Resident #4 was a
facility. The file must be kept locked in a place new resi d when her
that is resistant to fire and is pr%ﬁected against hvsici ;;1?: ;sa; stment was
unauthorized use. The file must contain all phys > _
records, letters, assessments, medical completed prior to move-in, the
information and any other information related to doctor checked that there was a
the resident, including without limitation: current chest x-ray, however we
(e) Evidence of compliance wrth the provisions of .
chapter 441A of NRS and the regulations v:riere_ qot given 1:’11’% Eheﬂ
adopted pursuant thereto II administrator as e tamily to
f bring obtain a copy but they did
| not and the administrator did not
This RULE: is not met as evidenced by: follow up. The house manager
Based on record review on 5’20!09 the facﬂlty did not understand that even
failed to ensure 1 of 9 resuden comphed with .
NAGC 441A.380 regarding tubescuiosis (Resident thoug‘h the doctor verified he had
#4). seen it, we must have a copy.
L
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®
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LS

b)

She now understands as the rule
was explained to her both by the
surveyor and the administrator.
In the future, the house manager
will verify that each resident who
has had a chest x-ray has a copy
of the results in the file. The
administrator will check the files
to make sure all residents have
their TB tests and x-rays on file.

A chest x- oy Cowld not

be obtarned ‘fa”' s
residit. She died Sfzsfeq

Tke ?)hl/lSltf&—u Aoes el
;‘dz i /wf;ew/&

f, fe qf-fer 90 oy s.
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i deficiencies are clted, an approved plan of correction is requisite to continuad program participation.
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