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Initial Comments

The following deficiencies were cited during a
Revisit/Follow-up survey completed on 04/18/19
for the state requirements of 7 NMAC 8.2,
Regulations for Assisted Living.

7 NMAC 8.2.8 General Licensing Requirements

GENERAL LICENSING REQUIREMENTS:

A. Licensure is required. No person or entity shall
establish, maintain or operate an assisted living
facility without first obtaining a license.

B. Application for licensure. An initial or renewal
application shall be made on the forms
prescribed by and available from the licensing
authority. The issuance of an application form is
not a guarantee that the completed application
will be accepted, or that the department will issue
a license. Information provided by the facility and
used by the licensing authority for the licensing
process shall be accurate and truthful. The
licensing authority will not issue a new license if
the applicant has had a health facility license
revoked or renewal denied or has surrendered a
license under threat of revocation or denial of
renewal. The licensing authority may not issue a
new license if the applicant has been cited
repeatedly for violations of applicable rules found
to be class A or class B deficiencies as defined in
Health Facility Sanctions and Civil Monetary
Penalties, 7.1.8 NMAC or has been
non-compliant with plans of correction. The
licensing authority will not issue a license until the
applicant has supplied all of the information that
is required by this rule. Any facility that fails to
participate in good faith by falsifying information
presented in the licensing process shall be
denied licensure by the department. The following
information shall be submitted to the licensing
authority for approval:
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(1) a letter of intent that includes the proposed
physical address, the primary population of the
facility and a summary of the proposed services;
after the letter of intent has been received, an
application packet including; the application form,
fee schedule and the licensing rule will be issued
to the applicant by the licensing authority;

(2) the completed and notarized application and
the appropriate non-refundable fee(s);

(3) a program narrative identifying and detailing
the geographic service area, the primary
population including any special needs
requirements, along with a full description of the
services that the applicant proposes to provide
including:

(a) a description of the characteristics of the
proposed population of the facility;

(b) a description of the services and care that will
be provided to the residents;

(c) a description of the anticipated professional
services to be offered to the residents; and

(d) a description of the facility ' s relationship to
other services and related programs in the
service area and how the applicant will
collaborate with them to achieve a system of care
for the residents.

(4) policies and procedures annotated to this rule;
(5) evidence to establish that the applicant has
sufficient financial assets to permit operation of
the facility for a period of six (6) months; the
evidence shall include a credit report from one of
the three recognized credit bureaus with a
minimum credit score of six-hundred fifty (650) or
above;

(6) copies of organizational documents to include
the following list of items:

(a) the names of all persons or business entities
that have at least five percent (5%) ownership
interest in the facility, whether direct or indirect
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and whether in profits, land or building; this
includes the owners of any business entity which
owns all or part of the land or building;

(b) the identities of all creditors that hold a
security interest in the premises, whether land or
building;

(c) any changes in ownership or management
shall be reported to the department within thirty
(30) days;

(7) building plans as required at 7.8.2.41 NMAC
of this rule;

(8) fire authority approval as required at 7.8.2.60
NMAC of this rule;

(9) a letter of approval or exemption from the
local health authority having jurisdiction for the
food service and the kitchen facility;

(10) a copy of liquid waste disposal and treatment
system permit from local health authority having
jurisdiction;

(11) approval from local zoning authority;

(12) building approval (certificate of occupancy);
and

(13) any other information that the applicant
wishes to provide or that the licensing authority
may request.

C. Application for amended license. A licensee
shall submit an application for an amended
license and the required non-refundable fee to
the licensing authority prior to a change with the
facility. An amended license is required for a
change of: location, administrator, facility name,
capacity or any modification or addition to the
building.

(1) An application for a change of the facility
administrator or change of the administrator ' s
name shall be submitted to the licensing authority
within ten (10) business days of the change.

(2) An application for increase in capacity shall be
accompanied by a building plan pursuant to
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7.8.2.41 NMAC of this rule. A facility shall not
increase census until the licensing authority has
reviewed and approved the increase and has
issued a new license that reflects the approved
increase in capacity.

D. Application for license renewal. Each facility
shall apply for a renewal of the annual license
within thirty (30) business days prior to the license
expiration date by submitting the following items:
(1) an application and the required fee;

(2) an updated program narrative, if the facility
has changed the program or the focus of
services;

(3) the annual fire inspection report; and

(4) the licensing authority may not issue a new
license if the applicant has been cited repeatedly
for violations of this rule or has been
noncompliant with plans of correction or payment
of civil monetary penalties.

E. License. Any person or entity that establishes,
maintains or operates an assisted living facility
shall obtain a license as required in this rule
before accepting residents for care or providing
services.

(1) Each facility that provides care or treatment
shall obtain a separate license. The license is
non-transferable and is only valid for the facility to
which it is originally issued and for the owner or
operator to whom it is issued. It shall not be sold,
reassigned or transferred.

(2) The maximum capacity specified on the
license shall not be exceeded.

(3) If the facility is closed and the residents are
removed from the facility, the license shall be
returned to the licensing authority. Written
notification shall be issued to all residents or the
residents ' surrogate decision maker and the
licensing authority at least thirty (30) calendar
days prior to the closure.
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F. Temporary license.

(1) A temporary license may be issued to a new
facility before residents are admitted provided
that the facility has met all of the life safety code
requirements as stated in this rule and policies
and procedures for the facility have been
reviewed and approved.

(2) Upon receipt of a temporary license, the
facility may begin to admit up to three (3)
residents.

(3) After the facility has admitted up to three (3)
residents, the facility operator or owner shall
request an initial health survey from the licensing
authority.

(4) Following a determination of compliance with
this rule by the licensing authority, an annual
license will be issued. The renewal date of the
annual license is based on the initial date of the
first temporary license.

(5) The licensing authority has the right to
determine compliance or noncompliance.

(6) A temporary license shall cover a period of
time, not to exceed one hundred twenty (120)
calendar days.

(7) No more than two (2) consecutive temporary
licenses shall be issued. If a second temporary
license is issued, an additional non-refundable
fee is required. If all requirements are not met
within the two hundred forty (240) day time frame,
the applicant shall repeat the application process.
G. Annual license. An annual license is issued for
one (1) year for a facility that has met all the
requirements of this rule.

H. Display of license. The facility shall display the
license in a conspicuous public place that is
visible to residents, staff and visitors.

I. Unlicensed facilities. Any person or entity that
opens or maintains an assisted living facility
without a license is subject to the imposition of
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civil monetary penalties by the licensing authority.
Failure to comply with the licensure requirements
of this rule within ten (10) days of notice by the
licensing authority may result in the following
penalties pursuant to Health Facility Sanctions
and Civil Monetary Penalties, 7.1.8 NMAC.

(1) A civil monetary penalty not to exceed
five-thousand dollars ($5,000) per day.

(2) A base civil monetary penalty, plus a per-day
civil monetary penalty, plus the doubling of
penalties as applicable, that continues until the
facility is in compliance with the licensing
requirements in this rule.

(3) A cease and desist order to discontinue
operation of a facility that is operating without a
license.

(4) Additional criminal penalties may apply and
shall be imposed as necessary.

[7.8.2.8 NMAC - Rp, 7.8.2.8 NMAC, 01/15/2010]

This REQUIREMENT is not met as evidenced
by:
7.8.28D

Based on record review, observation, and
interview, the facility failed to ensure that the
facility's Assisted Living Operator's License was
current. This deficient practice has the potential
for the safety and welfare of the 15 (R #s 1-15)
residents identified on the resident list provided
by the House Manager on 04/18/19, to be at risk
if the current Owner/Administrator has not met all
the requirements of the Licensing Authority and is
not qualified to provide oversight of their care and
services. The findings are:

A. On 04/18/19 at 10:45 am, during an
observation and record review of the facility's
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RESIDENT RIGHTS: All licensed facilities shall
understand, protect and respect the rights of all
residents.

A. Prior to admission to a facility, a resident and
legal representative shall be given a written
description of the legal rights of the resident,
translated into another language, if necessary, to
meet the resident ' s understanding.

B. If the resident has no legal representative and
is incapable of understanding his or her legal
rights, a written copy of the resident's legal rights
shall be provided to the most significant
responsible party in the following order:

(1) the resident's spouse;

(2) significant other;

(3) any of the resident's adult children;

(4) the resident's parents;

(5) any relative the resident has lived with for six
or more months before admission;

(6) a person who has been caring for, or paying
benefits on behalf of the resident;

(7) a placing agency;

(8) resident advocate; or

(9) the ombudsman.

C. The resident rights shall be posted in a
conspicuous public place in the facility and shall
include the telephone numbers for the incident
management hotline and for the state
ombudsman program.

D. To protect resident rights, the facility shall:
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Assisted Living Operator's License posted in the
entry way revealed, it had expired on 12/12/18.
B. On 04/18/19 at 12:09 pm, during an interview
with the House Manager, she confirmed that the
facility's license expired on 12/12/18.
{A 033} 7 NMAC 8.2.33 Resident Rights {A 033}
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(1) treat all residents with courtesy, respect,
dignity and compassion;

(2) not discriminate in admission or services
based on gender, sexual orientation, resident's
age, race, religion, physical or mental disability, or
nationality;

(3) provide residents written information about all
services provided by the facility and their costs
and give advance written notice of any changes;
(4) provide residents with a safe and sanitary
living environment;

(5) provide humane care for all residents;

(6) provide the right to privacy, including privacy
during medical examinations, consultations and
treatment;

(7) protect the confidentiality of the resident's
medical record;

(8) protect the right to personal privacy, including
privacy in personal hygiene; privacy during visits
with a spouse, family member or other visitor;
and privacy in the resident's own room;

(9) protect the right to communicate privately and
freely with any person, including private
telephone conversations and private
correspondence; and the right to receive visits
from family, friends, lawyers, ombudsmen and
community organizations;

(10) prohibit the use of any and all physical and
chemical restraints;

(11) ensure that residents:

(a) are free from physical and emotional abuse
neglect and misappropriation/or exploitation;

(b) are free from financial abuse and
misappropriation by facility staff or management;
(c) are free to participate in religious, social,
community and other activities and freely
associate with persons in and out of the facility;
(d) are free to leave the facility and return without
unreasonable restriction;
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(e) are given a fifteen (15) calendar day, written
notice before room transfers or discharge from
the facility unless there is immediate danger to
self or others in the facility;

(f) have an environment that fosters social
interaction and avoids social isolation;

(g) or their surrogate decision makers, are
informed of and consent to the services provided
by the facility;

(h) have the right to voice grievances to the
facility staff, public officials, the ombudsmen, any
state agency, or any other person, without fear of
reprisal or retaliation;

(i) have the right to have their complaints
addressed within fourteen (14) calendar days or
sooner;

(j) have the right to participate in the development
of their care plan/ISP;

(k) have the right to choose a doctor, pharmacist
and other health care provider(s);

() have the right to participate in medical
treatment decisions and formulate advance
directives such as living wills and powers of
attorney;

(m) have the right to keep and use personal
possessions without loss or damage;

(n) have the right to manage and control their
personal finances;

(o) have the right to freely organize and
participate in a resident association that may
recommend changes in the facility's policies,
services and management;

(p) shall not be required to work for the facility;
and

(q) are protected from unjustified room transfers
or discharge.

E. The resident's rights shall not be restricted
unless this restriction is for the health and safety
of the resident, agreed to by the resident or the
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resident ' s surrogate decision maker and
outlined in the resident ' s individual service plan.
[7.8.2.33 NMAC - Rp, 7.8.2.34 NMAC,
01/15/2010]

This REQUIREMENT is not met as evidenced
by:
7.8.2.33D (4)

This is an uncorrected deficiency from survey
dated 10/18/18

Based on observation and interview, the facility
failed to ensure that the lock on the front
emergency exit doors (not connected to the fire
detection/sprinkler systems or the power) could
be operated by all residents/occupants. This
deficient practice has the potential for all 15 (R #s
1-15) residents (some who have a diagnosis with
dementia (memory loss)) identified on the census
provided by Direct Care Staff (DCS #1) on
04/18/19, to be at risk of harm, injury, or death if a
fire or other emergency requiring evacuation were
to occur and residents/occupants are unable to
exit the facility. The findings are:

A. On 04/18/19 at 2:15 pm, during observation, R
#1 was unable to open the locked front
emergency exit door and then turned to the
House Manager and asked "the door is locked
what do | do?"

B. On 04/18/19 at 2:20 pm, during an interview
with the House Manager, she confirmed that R #1
was unable to open the locked front emergency
exit door and then the resident turned to the
House Manager and asked "the door is locked
what do | do?"
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DOORS:

A. No door in any means of egress shall be
locked against egress when the building is
occupied.

(1) Exit doors may be provided with a night latch,
dead bolt, or security chain, provided these
devices are operable from the inside, by any
occupant, without the use of a key, tool, or any
special knowledge and are mounted at a height
not to exceed forty-eight (48) inches above the
finished floor.

(2) If locks are not readily operable by all
occupants within the building, the locks must: 1)
unlock upon activation of the fire detection or
sprinkler system and 2) unlock upon loss of
power in the facility. Prior to installing such
locking devices, the facility shall have written
approval from the building, fire and licensing
authorities having jurisdiction.

B. All exit doors shall have a minimum width of
thirty-six (36) inches.

(1) Facilities with a capacity of ten (10) or more
residents shall have exit doors leading to the
outside of the facility that open outward.

(2) Facilities with a capacity of fifty (50) or more
residents must provide panic hardware at the exit
doors.

(3) No door or path of travel to a means of egress
shall be less than twenty-eight (28) inches wide.
C. All resident sleeping room doors must be at
least one and three-quarters (1 3/4) inch solid
core construction.

D. Bathroom doors may be twenty-four (24)
inches wide. Facilities with four (4) or more
residents shall have at least one bathroom for
every eight (8) residents with a door clearance of
thirty-six (36) inches for access by persons with
disabilities.
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E. Locks on doors to toilet rooms and bathrooms
shall be capable of release from the outside.

F. All doors shall readily open from the inside.

G. Doors shall be provided for all resident
sleeping rooms, all restrooms and all bathrooms.
[7.8.2.49 NMAC - Rp, 7.8.2.50 NMAC,
01/15/2010]

This REQUIREMENT is not met as evidenced
by:
7.8249A(1)

This is an uncorrected deficiency from survey
dated 10/18/18

Based on observation and interview, the facility
failed to ensure that the lock on the front
emergency exit doors (not connected to the fire
detection/sprinkler systems or the power) could
be operated by all residents/occupants. This
deficient practice has the potential for all 15 (R #s
1-15) residents (some who have a diagnosis with
dementia (memory loss)) identified on the census
provided by Direct Care Staff (DCS #1) on
04/18/19, to be at risk of harm, injury, or death if a
fire or other emergency requiring evacuation were
to occur and residents/occupants are unable to
exit the facility. The findings are:

A. On 04/18/19 at 2:15 pm, during observation, R
#1 was unable to open the locked front
emergency exit door and then turned to the
House Manager and asked "the door is locked
what do | do?"

B. On 04/18/19 at 2:20 pm, during an interview
with the House Manager, she confirmed that R #1
was unable to open the locked front emergency
exit door and then the resident turned to the
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what do | do?"

House Manager and asked "the door is locked
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