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 Y 000 Initial Comments  Y 000

This Statement of Deficiencies was generated as 

a result of a complaint investigation conducted 

on your facility from 3/7/11 to 6/2/11. This State 

Licensure survey was conducted by the authority 

of NRS 449.150, Powers of the Health Division.

The findings and conclusions of any investigation 

by the Health Division 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.

One hundred fifty residential beds of which 120 

beds for elderly or disabled persons., chronic 

illnesses, and mental illnesses and/or provides 

assisted living services, 30 beds for persons with 

Alzheimer's with 30 beds being low income beds 

Category II residents.

Complaint #NV00027741 - The allegation 

regarding a medication error was substantiated. 

See TAG  Y878.  The allegation regarding a 

missed  medical appointment was 

unsubstantiated due to lack of evidence after 

interviews with staff and family members and 

records reviews.

#NV00027741:  The complaint investigation 

process was initiated by the Bureau of Health 

Care Quality and Compliance on 3/7/11.

The investigation for the allegation of a missed 

medical appointment  included:
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- Interviews were conducted with a family 

member and facility staff.

- Resident #1's file, and physician's written 

response to facility's inquiries regarding potential 

infection and need for antibiotics, and date of 

follow-up appointment was reviewed .

 Y 878

SS=D
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:

 Y 878

Based on record review and interview from 

3/7/11 to 4/11/11, the facility failed to administer 

to a resident medications as prescribed 

(Resident #-1 Risperidone, 0.25 mg tablet not 

discontinued as ordered).

Severity: 2   Scope:1
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