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{A000) initial Comments {A 000}
The follawing deficiencies were cited during a
Follow-Up/Revisit survey completed o 23
for the state requirements of 7 NMAC 8.2,
Regulatlons for Assisted Living for Adults.
Censua:.
{A025) 7 NMAC 8.2.25 Resident Evaluation {A 025}
RESIDENT EVALUAT|ON:
A. Aresident evaluation shall be completed by an
appropriate staff mamber within fifteen (15) days
prior to admlsslon to determine the level of
assistance that is needed and if the level of
services required by the resident can be met by
the facility.
B. The Initial resident evaluation shall establish a
haseline in the resident ' s functional status and
thereatter assist with identifying resident
changes. The resident evaluation shall be
reviewed and updated at a minimum of every six
(6) months or whan there is a significant change
In the resident ' s health status.
C. The resident ' s evaluation shall be
documented on a resident evaluation form and at
a minimum include the following abilities,
behaviors or status:
(1) activities of dally living;
(2) cognitive abilities; reasoning and perception;
the ability to articujate thaughts, rmemaory functlion
or impairment, eic;
{3) communication and hearing; abijity to
communicate needs and understand instructions,
efc;
(4) vislon;
(5) physical functioning and skeletal problems;
(8) incontinence of bowel/bladder;
(7) psychosocial well-being;
(8) maod and behavior;
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(9) activity interests;

(10) diagnoses;

(11) health conditions;

(12) nutritional status;

(13) aral or dental status:

(14) skin canditions;

(15) medication use and level of aszistance
needed with medications;

(16) special treatments and procedures or special
medical heeds such as hospice; and

(17) safety naeds/high risk behavlars; history of
falls agitation, wandering, fire safety issues, etc.
D. The resident evaluation shall include a histary
and physical examination and an evaluation
report by a physician or a physician extender
within six (6) months of admission. A resident
shall have a medical evaluation by a physician or
a physician extender at least annually.

E. The resident evaluation shall be reviewad and
if needed revised by a licensed practical nurse,
registered nurse or physician extender at the time
the individual service plan is reviewed, at a
minlmum of every six (8) months or when a
significant change in health status occurs.

[7.8.2.25 NMAC - Rp, 7.8.2.256 NMAC,
01/156/2010]

This REQUIREMENT is not met as evidence
by: !
782258

Based on recard raview and interview, the facility
failed to ensure for_
residents whose evaluations were roviewed for
campliance, that evaluations were reviewed and
updated at a minimum of every six (6) monihs, or
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when there is a significant change in the
rasident's health status.

Thase deficient practices could likely result In the

residents to be at risk of not getting the care and
services needed, if the Direct Care Staff (DCS)
da nat know what the resldents' specific needs
are.

The findings are:

A, Record review of R #3's (admission date:
22) resident flle revealed no evidence that
s Resident Evaluation was reviewed and
updated at & minlmum of every six (6) months,

B. Or-'23 at 11:18 am, during an interview
with the Care Director, she confirmed that R #3's
Resident Evaluation was not updated since her

last evaluation, datet-'22. .

7 NMAG 8.2.26 Individual Service Plan

INDIVIDUAL SERVICE PLAN (ISP): An ISP shall
be develapad and implemented within teni (10)
calendar days of admissijon for each residant
residing in the facility.

A. The ISP shall address those areas of need as
identified in the resident evaluation and through
staff observation,

(1) The ISP shalj detail the services that are
provided by the facility as well as the services to
be provided by other agencies.

(2) The resident evaluation and the ISP shall be
reviewed and if needed revised by a licensed
practical nurse, registersd nurse or a physician
extender.

(3) The ISP shall be reviewed and or revised at a
minimum of every six (8) months or when there is

{AQ28)

{A 026}

Administrator of the facility will ensure Initial
evaluation is completed by appropriats staff
mambaers up to 15 days of admission, every 6
months and with significant ¢hange of condition,
and reviewed and signed by an RN, LPN, or
Physician extender, Administrators will perfarm
bi-annual audit of resident records to ensure
ongaoing compliance. R #3 evaluation will be
updated by [JJj-2023,

2023
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a significant change in the resment $ health
status,

B. The ISP shall include the fallowing:

(1) a description of ldentified neads as noted in
the resident evaluation;

(2) a written description of all services to be
provided; =

(3) who will provide the sarvices:

{4) when or how often 1he services will be
provided;

(5) how the services will be provided;

{6) where the services will be provided;

(7) expected goals and outcomes of the services;
(8) documentation of the facllity * s determination
that it is able to meet the neesds of the resident;
(9) the level of assistance that the resident witl
require with activities of daily living ard with
medications;

(10) a crisis preventionfintervention plan when .
Indicated by diagnosis ot behavior; and

(11) eurrent arders for all medications, including
those authorized for PRN usage.

[7.8.2.26 NMAC - Rp, 7.8.2.26 NMAGC,
01/15/2010}

This REQUIREMENT is not met as evidenced
by:
7.8.2.26 A (3)

Based on racord review and interview, the facili
to ensure for 2
sidents whose Individual Service Plans
(ISP's) were reviewed for compliance, that they
were reviswed and/or revised at a minimum of
every slx (6) months, or when there s a
significant change in the resldent's health status.

These deficient practices could likely result in the

{A 026}
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residents not receiving appropriate carefservices

it the ISP's are not current. Administrator of facility will ensure ISP Is completed .‘2023

by appropriate staff member within 10 days of
admission,,every 8 months, and with significant
change of condition and is reviewed and signed by
a RN ,LPN, or physiclan extender utilizing the
individuat Service Plan Form, Administrator will
ensure caordination of care with outside agencies
by schaduling cara coordination meetings and
requiring all representatives to sign the Care
coardination form. R #3 ISP will be updated and
signed by a RN,LPN or physician extsnder,

The finding are:

———

19} resident flle revealed no documented

ce that the [SP's wera reviewed and or
revised at a minimum of every six (8) months.
The last ISP was dated|jjjjjjj22.

A. Record review of R #1's (admission date: ‘

B.Racord review of R #3's (admission date:

22) resident file revealed no documented
evidenca that the 1SP's were reviewed and or
revised at a minimum of every six (6) months.
The last ISP was dated|Jji2.

C.0On -23 at 11:18 am, during an interview
with the Care Director, she confirmed that R #1
and R #3's iSP"s had not yet been updated.
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