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Y 000 Initial Comments Y000 Introductory Statement
The findings and conclusions of any investigation : P
by the Health Division shall not be construed as The preparation af‘d Sme'ss'on. .Of
prohibiting any criminal or civil investigations, his plan of COfr?Ct'on by the Faqhty
actions or other claims for relief that may be Hoes not constitute, nor shall it be
avallabla to any party under applicable federal, Heemed to constitute, an admission
state, o local laws. of fault or liability on the part of the
This Statement of Deficiencies was generated as Facility nor shall it constitute
aresult of an annual State Licensure conducted agreement by the Facility as to the
in your facility on 5/5/11. This State Licensure truth or accuracy of the facts alleged
survey was conducted by the authority of NRS th lusi ached in the
449150, Powers of the Health Division. pr the conc USIonS. re c .
Statement of Deficiencies resulting
The facility is ticensed for 103 Residential Facility from the 5/5/2011 survey. The
for Group beds which provide care to 36 beds for =~ mitted this
elderly and disabled persons and 67 beds for Ia cility ?repareit_and S.Ub t:je t
persons with Alzheimer's disease, Category I plan or  correéction in orger 1o
residents. The census at the time of the survey properly comply with state rules and
was 71. Fifteen resident files were reviewed and regulations.
fifteen employee files were reviewed. The facility
received a grade of A.
The following deficiencies were identified:
Y 255 449.217(6){a)(b) Permits - Comply with NAC 446 | Y 255 Y255
SS=F on Food Service O\! , :
'b\\\\ ‘a) The Food Service staff of the
NAC 449.217 a JJ Facility will ensure that the
6. Aresidential facility with more than 10 y/ lemperatures of all foods to be
residents must: o @’{ served to the residents will be taken
(a) Comply with the standards prescribed in . . h Food
chapter 446 of NAC. and  registered in  the 00
(b) Obtain the necessary permits from the Bureau Temperature Log, attached as
of Health Protection Services of the Division. Exhibit A, and verified to be at the
required temperatures. With respect
to the cleaning and sanitation issues
raised, the 2 noted wiping cloths
f deficlencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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The findings and conclusions of any Investigation
by the Health Division shall not be construed as
prohibifing any criminal or civil investigations,
2ctions or other claims for relief that may be
avalizble to any party under applicable federal,
state, or logal laws.

This Statament of Deficiencies was generated as
aresult of an annual State Licensura condueted
in your facillty on 5/6/11. This State Licensure
survey was conducted by the authority of NRS
449.150, Pawars of the Haalth Division.

The facillty is licensed for 103 Residential Facility
Tor Group beds which provide care to 36 beds for
elderly and disabled persons and 87 beds for
persons with Alzhelmer's disease, Calegory il
residents, The census at the time of the survey
was 71. Fifteen resident flles were reviewed and
fifteen employes files were reviewed. The facility
received a grade of A

The following deficlencles were identifled:

Y 255 449.217(6)a)(b) Permils - Comply with NAC 446
$8=F on Foad Service

NAC 449,217

6. A resldenial facility with more than 10
resldents must:

(a) Comply with the standards prescribed in
chapter 446 of NAC.

(b) Obtain the necessary permils from the Bureau
of Health Protection Services of the Division.

Y 256
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Y300 Initlal Comments Yoo  |ntroductory Statement

The preparation and submission of
his plan of correction by the Facility
Hoes not constitute, nor shall it be
Heemed to constitute, an admission
of fault or liability on the part of the
acility nor shall it consfitute
agreement by the Facility as to the
fruth or accuracy of the facts alleged
br the conclusions reached in the
Btatement of Deficiencies resulfing
from the 56/5/2011 survey. The
Facility prepared and submiited this
blan of correction in order to
broperly comply with state rules and
regulations,

255 a\y,

i
n) The Food Service staff of the Q’PI‘
Facility will ensure that the
emperatures of all foods to be
erved to the residents will be taken
nd registered in the Food
emperature Log, attached as
xhibit A, and verified to be at the
equired temperatures. With respect
o the cleaning and sanitation issues
aised, the 2 noted wiping cloths

f deficlencles are dted, & approved plan of correclion musl be relumsd within 10 days after receipt of this statement of deficlencies.
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This Regulation is not met as evidenced by:
Based on observation, interview and record
review on 5/5/11, the facility failed lo ensurea the
kitchen complied with the stendards of NAC 446.

Findings include:
1 Critical Violations:

a. Two pans of cooked rice were at 115 degrees
F on the focd preparation table.

2. Cleaning and Sanitation Issues:

a. Two soiled wiping cloths were on the food
preparation table.

b. Non-food contact surfaces of equipment were
solled in the kilchen, including the hood, sides of
the cooking equipment, and the shelf under the
food preparation table. In the Rose Coltage, the
intertor of the reach-in refrigerator and the interior
of the microwave were soiled,

¢. The ﬂpors were solled on the cook’s line under
the cooking equipment and in the janitor closet,

d. The ceiling vent was heavily soited above the
clean side of the dishmachine and the walls in the
janifor closet were soiled,

3. Equipment and Maintenance Issues:

vere discarded; all non-food contact
surfaces were cleaned and the hood
has been cleaned, a copy of the
work order is attached as Exhibit B.

The floors were cleaned on the
pook’s line under the cooking
quipment and in the janitor's
loset, and the ceiling vent and
alls above the dish machine and in
e Janitor closet were cleansed
ith respect to the equipment.and
aintenance issues, the hot water
t the handwashing sink was
aired, the mop head in the janitor
loset has been replaced, the three-
mpartment sink area has been
rganized and cleaned, and the
household grade refrigerator and
microwave oven will no longer be
used by the kitchen staff for food
preparation.

b) The Food Service Director wiil
continue fo instruct and remind all
Food Service staff members on the
requirements for maintenance and
cleaning of kitchen equipment in the
Facility and will  utilize a
maintenance/cleaning checklist to
verify that appropriate measures are
consistently undertaken, a copy of
which is attached as Exhibit C.

c) 5/20/2011
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a. The hot water at the handwashing sink in the
restroom in the Rose Cottage was in disrepair.

b. The mop head on the mop in the janitor closet
was heavily soiled.

¢. The three-compartment sink area and the
dietary office where linens, single service items,
and other kitchen equipment were sfored were
very disorganized with items stored in the sinks,
on a chair, and on the floor.

d. There was a household-grade reach-in
refrigerator and a household-grade microwave in
the Rose Cottage.

Severity 2: Scope: 3

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

NAC 449.2742
6. Except as otherwise provided in this
subsection, a medication prescribed by a
physician must be administered as prescribed by
the physician. If a physician orders a change in
the amount or times medication is to be
administered to a resident:
(a) The caregiver responsible for assisting in the
administration of the medication shall:

(1) Comply with the order.

This Regulation is not met as evidenced by:
Based on record review and interview on 5/5/11,
the facility failed to ensure that 1-of 15 residents

Y 255

Y878

n) The Facility Executive Director
caused the non-prescribed
medication to be removed from the
Medication Cart and discontinued
on the administration records as
bvidenced by attached Exhibit D.

b) The Resident Services Director
will conduct a monthly audit of the
medication cart to ensure that all
medications are properly prescribed
and stored. The Resident Services
Director will document the monthly
audit on the form attached hereto as
Exhibit E.

c) 5/11/2011
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raceived medications as prescribed (Resldentd
10-Cheratussfn AC has been prescribed.
Robitussin DM Is being given in place of the
prescribed medication).
This is 2 repeat deficiency from the 2/1/11
Grading Re-Survey and the 6/29/10 Annual State
Licensure survey.
Severity: 2 Scope: 1
SYS saés 440.2742(9) Medication / Destruction vess Y885

NAC 4402742

9. If the medieation of 2 resident is discontinued,
the expiration date of the medication of a resident
has passed, or & resident whao has begn
discharged from the facility does not claim the
medication, an employge of a residential facility
shall destroy the medication, by an acceptable
method of destruction, In the presence of a
witness and note the destruction of the
msdication in the record mairdained pursuant to
NAC 4402744,

This Regulation is not met as evidenced by
Based on Interview and observation on §/8/11,
the facility failed to destroy medications that had
been discontinued for 2 of 15 residents (Resident
#1 and #8).

Severity: 2 Scope: 1

(/ a) The Facility Resident Services
Director caused all of the

discontinued medications found for
\&* residents #1 and #8, to be removed
and placed in a secure, locked area
in the Medication Room.

b) The Resident Services Director
will cause all expired and
discontinued medications to be
stored in a secure, locked area in
the Medication Room and to be
destroyed no less than monthly by
an acceptable  manner  of
destruction.

¢) 5/11/2011
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anoe E7KS14 If continuation sheat, 4 of 4

STATE FORM




