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A17: 7 NMAC 8.2.17 Personnel

i 7.8.2.17 . PERSONNEL: The adult residential
‘care facrllty must have and implement written
. persﬂnnel policies. . The personnel ‘policies must
" address the following:
| A. Qualifications for all professional and
~hon-professional disciplings.. . . (j
| B - Staff conduct which must foster resident
to resident care.
- € Staff training, appropriate to staff
responéibilities-,. including, at a minimum, an
. Orientation-and an-on-going, butat least annual,
. program which includes: Fire Safety, First Aid,
! Safe Food Handlmg practrces Confidentiality of
Retofds and Resident information, Infection
' Control, Resident Rights, Reporting
i Requnrements for Abuse, Neglect, and
Exploitation, Transportatlon Safety for Assisting
resndents and operating vehicles to transport
' residents and Providing Quality Resident Care
! based on’ ‘current resident needs.
D’ Empioyee personnel records, including
“an appllcatlon for employment, TB tests and
i certif cates, training records, and personnel
actions. =~
| [4-7-97, 78217 NMAC Rn &A TNMAC
8 2. 17 '8-31- OO] '

Thns REQUIREMENT |s not met as ‘evidenced

i Referto 7 8 2 17 Tramlng

! Baé.ed on record revrew and interview the facility
- failed to ensure all empioyees had all required

‘ tralnlng for1 of 8 staff .

The fndlngs are

N \
| safety and well- belng and must not be detnmental 9\ \Q

1. We will audited Staff#3’s~
chart and updated all her .
documentation for assisting - -~ -
medication training,.

2. We will audit all staff

- member’s charts and erl
- update any ‘missing
" documentation for a551st1ng

medication training. "

3. The manager will monitor - -
all employees’ training to
ensure that all
documentation is in place. - -

4. This will be completed by !
December 31, 2008. s
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78221 ADMISSION RECORDS:

" requirements, the facility must maintain for each
" that the facility, prior to or at the time of

. answered any resident questions regarding:

- including costs and charges, refund provision,
' and termination policies.

. under New Mexico Law to make decisions

' seq., NMSA 1978, as amended; New Mexico

t -7-1 et seq., NMSA 1978, as amended.
- [4-7-97, 7.8.2.21 NMAC - Rn, 7 NMAC 8.2.21,

~This REQUIREMENT is not met as evidenced

A. In addition to the resident record

resident, the following: !
B. The resident's written acknowledgement |

admission, provided the resident with, and

(1) The facility's program narrative.
{2) The facility's rules.
(3) The facility's admission agreement,

(4) The facility's bed hold policy.
(5) Information about the resident’s right |

regarding health care, including the right to make
advance directives. Such law includes: Uniform
Health Care Decisions Act, Section 24-7A-1 et.

Durable Power of Attorney for Health Care
Decisions, Section 45-5-501, et.seq., NMSA
1978, as amended; New Mexico Living Will and |
Declaration under the Right to Die Act Section 24 |

8-31-00]

S A1

W

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA (X3) DATE SURVEY
AND PLAN OF CORRECTION X1 IDENTIFICATION NUMBER: (X2) MULTIPLE CONSTRUCTION COMFLETED
FEAMMR A, BUILDING
uL.CCND \JET B. WING
5842 10/09/2008
NAME OF PROVIDER CR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BONNEY FAMILY HOME, INC A AR oy UE
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES T D 3 FROVIDER'S PLAN OF CORRECTION xS
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ' DATE
l L DEFICIENCY)
A17 Continued From page 1 | A17
A.} On 10-7-08 at 2:00 PM during record review it i
was noted that Staff #3 did not have assisting ‘
" with medications training. ‘
B.) On 10-7-08 at 2:00 PM during interview with | 1
: the facility manager, she acknowledged there i ‘
was no documentation of the training availabie. |
|
A21 7 NMAC 8.2.21 Admission Records
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A21, Continued From page 2 A21 T |
| ' ',|
by: o N
O ,7,.8.'2.21’(3.) -Admission Documents | Page, 3 A21 o
‘ P . .‘
. Based on record rewew and lntewlew the facility | - T . -
! failed to ensure that resident records contained 1. We audited Res1dents:# 1-7 \
| all the required elements for. 7 of 7 sampled and the form for program |
f‘re5|dents -7y . o narrative has been placed in -

each chart. We audited for !

. The findings are: TR facility rules for Residents #
' A. On 10/7/08 at 1:30 PM,:during review of ' 3,4 & 7 and the facility. - ‘
: resident records, it was noted that the following - rules has been place in-each |
' documentation was not included in the file of chart. We audited for bed \:
| r65|qler‘}t\isl'ltten aékﬁbﬁledgement of the program | | hold policy in Residents # 1, -
narrative - Resident #1-7 3 '7.3114 placed the bed hold.
... 2.Facility ryles - Resident #3, 4, & 7 policy in each chart. We
' - 3. Bedhold’ policy - Resident#1, 3-7 - audited the Resident # 1-7
: 4. Information about the resident’s right to for information about the \
' make demslons regardmg health care, including resident’s right to make B
the'right to make - “advance directives - decisi dine health
 Resident#1-7 = = : Istons regarcing 1ea™
6. Admiission Agreement - Resident #1 . care, including the right to
make advance directives and
' B. On 10/7/08 at 1:30 PM, during interview with have placed these forms in l
. the manager, she acknowledged that this - : each chart. We audited 1

documentation was not present. . R
ocun _en_l,atn_qnul as . 9* _present:‘ o Resident #1 for admission

A221 7 NMAC 8.2.22 Resident Records | A22 agreement and have placed
. e w . : _ those forms in their chart.
| 78222 RESIDENT RECORDS: 2. We will audit all resident’s. |
A. RESIDENT RECORDS, CONTENTS: A charts and ensure that all i

' record-for each resident shall be maintained with
. specific information required. Entries in each
. resident's record shall be legible, dated, and

|
documentation is in place for |
all resident.. ’

. authenticated by the signature of the person 3. The manage will audit the |
. making the entry. Resident records must include: resident’s chart every 90 i

|~ (1} Admission records as set out in days for six months then
Section 7.8.2.21 NMAC: : hs thereafier. |
(2) - Within five:(5) days of admission: | every s !mont s t] e |
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A22 Continved From page 3 ¢ A22 ‘ :

{a) An executed admission agreement.
{b} A completed resident assessment ;
. form.
{¢) Any available, admission physical
examination report by a licensed health care
- professional, which may include all discharge
" information from another facility. When admissicn
follows within thirty (30) days discharge from an
acute care hospital, the hospital history and
. physical report, and the hospital discharge
summary may serve as an admission physical.
(d) Names, addresses, relationship,
and phone numbers of family members, and i
where appropriate, guardians, agents, and any
- surrogate decision makers. ‘
‘ {3) Within thirty (30) days of admission; ‘
{a) A admission physical examination |
report by a licensed health care professional if an
examination report was not available within five
(5) days of admission.
{b) Resident's name, age, recent
. photograph, social security number, marital
status, date of birth, sex, address prior to
admission, religion {optional), personal physician, |
- dentist, social history and designated :
' representative or other emergency contact
person, language spoken and understood, legal
documentation relevant to commitment and/or
: guardianship status, present medications, and _
diet required. !
(c) Any amendments to the admission |
' agreement.
' (dy The current completed resident
assessment form.
(e) A completed and current individual
- service plan, :
‘ (f)  Entries by direct care staff, !
! appropriate health care professionals, or others ;
authorized to care for the resident. Entries shall
be dated and signed by the perscn making the

Division of Health Improvement
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A22 ' Continued From page 4

related to the individual service plan.

dental appeintments, any problems or
' condition that would indicate a need for
maintenance of such written record in the
. resident record may be by copy of an

" incident/accident report, if the original

by the facility.

" who administered or assisted with the

assisting with medications.

facility's policy and procedures.
and provided to accepting facility when re
facility.

resident's personal effects and money or

entry and shall include significant information

(g) Entries providing a written account
of all accidents, injuries, illnesses, medical and

improvements observed in the resident, any

incident/accident report is maintained elsewhere

‘ (h) A medication record: Medications
administered by licensed personnel and/or staff
assisting with medications to include: listing all
currently ordered medications by name, dosage,
administration times; documenting by medication
name, dosage, date, and time, each medication
administered, with the initials of the individual

medication; documentation of errors, omissions,
and side-effects of medications; and written
consent by resident or guardian for staff to

. (i) Date, time and progress note of
" health services provided by any contract agency.
() Unless included in the admission
agreement, a separate written agreement
. between the facility and the resident relating to
the resident's funds, in accordance with the

(k) Transfer forms completed, signed,
transferring to a hospital or another health care

() Documentation of disposition of the

alternative placement or medical attention, and !
_entries reflecting appropriate follow-up. The

sident is

valuables deposited with the adult residential care,‘

A22
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MAINTENANCE

0 o) Residerit records shall be maintained
and stored in an organized, accessible and
permanent manner;

, mamtalnlng ‘and confidentiality of resident
| records,-#acluding:the authorized release of
~ resident records.
(3) ‘Resident records:must be maintained
| by the facility agamst loss, destruction, and’
- unauthorized use for a period of not less than
three {3) years from the date of discharge. - -
(4): I There must be a policy and
procedure in place for. record retention in the
| event of facility c‘losure o
- [7-1-64, $15.70; 5:26:72, 9-24.76, 7-11-86,
- 1-11-90,4-7-97. 7. 8.2.22 NMAC Rn 7 NMAC
8222 831001 :

Thrs REQUIREMENT |s not met as. evidenced
chy:
Refer to_?‘ 8,22 A (3) (h)

Based on record review and interview the facility
_ | failed to'énsure that a witten' consent for staff to

| assist with admrmstratron of medications was
signed and dated by re5|dent or guardran for 2 of
7 resrdenfs U

‘ SENNTE E
The fmdlngs are
A On 10 7 UB at 1 30 PM durlng récord review it
was noted that Resident #5 and #6 had no written

' consent for staff to assist with administration of

| medicatlons ayarlable

B On 10-7-08 at 1: 30 PM durmg an interview
| with the manager, she acknowledged the

(2)~The facnrty shall"estabhsh a poh_cy for |

stafT to assist with
admimnistration of

resident’s charts. .

the charts at time of
admission.

thereafter.

October 11, 2008.

medications. We have
placed these forms in the

2. We will audit all re51dent S
charts to ensure that all
documentation is placed in =~

- 3. The manager will monitor
the Resident’s charts every
. 90 days for 6 months and
then every 6 months:

4. This will be completed by
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A22 Continued From page 5 A22 3
| facitity Upon death or transfer. L
8. RESIDENT-RECORDS, . . . Page, 6 A 22 L -

1. We audited Re51dent #5 and
#6 for written consent for

Division of Health Improvement
STATE FORM :
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A22 Continued From page 6 | A22 |
documentation was not present, . é
I
A23 7 NMAC 8.2 23 Fac, reports, Recs., P& RS & |

Rules

78223  FACILITY

" REPORTS/RECORDS/POLICIES AND

PROCEDURES/ AND RULES;
A. REPORTS AND RECORDS: Each
facility must keep the following reports, records,

. and policy and procedures on file at the facility
- and make them available for review upon request

of the Licensing Authority:
(1) Fire Inspection Report.

" EXCEPTION: Adult residential care facilities with

three (3) or fewer residents are not required to
have fire inspection reports.

{2) Copy of the last survey conducted by
the Licensing Authority, adverse actions or

. appeals thereto, and complaints.

{(3) Copy of the latest survey from

. Environmental Health Authority (if applicable)
- regarding kitchen and food management and, if

private sewage disposal, and private waste
disposal. EXCEPTIONS: Adult residential care

- facilities with three (3) or fewer residents are not

required to be inspected by Environmental Health
Autherity. Facilities exempted by the

- Environmental Health Authority having
jurisdiction, are not required to have a survey on

file provided the exemption letter is on file.
(4) TB test results of staff or any of their

- family members living in the facility.

{8) One (1) month of menus planned

~and as served.

{8} Record of fire drills: A record of all
fire drills conducted at the facility. EXCEPTION:
Adult residential care facilities with three (3) or

. fewer residents are not required to hoid or record

fire drills.
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A23 Continued From page 7

(7) Written emergency plans and
pclicies and procedures for medical
emergencies, power failure, fire or natural

" disaster. Such pilans shall inciude evacuation,

perscns to be notified, emergency equipment,

. evacuation routes and refuge areas,
" responsibilities of personnel.

{8) Licensing regulations: A copy of

. these regulations (Requirements for Adult

Residential Care Facilities, 7.8.2 NMAC).
{9) Custodial Drug Permit: A valid

- Custodial Drug Permit issued by the State Board

: of Pharmacy for those facilities licensed pursuant

" to these regulations. EXCEPTION: Adult
residential care facilities with only one (1) resident -

are not required to have a custodial drug permit.
{10) Vaccination of pets in the facility.
(11) Staff training.
{a) At orientation and on-going.
{by Appropriate to staff responsibilities.

: (Assistance with medications, dietary,

environmental...)
(c) Fire safety.
{d} Firstaid.
(e) Safe food handling practices.
(f) Confidentiality of records and
resident information.
{g) Infection control (including universai
precautions and linen handling).
(h) Resident rights.
(i  Providing Quality Resident care
based on current resident need.
{iy Reporting requirements for Abuse,
Neglect or Exploitation.
(12} A copy of License.
(13) Employee personnel records,
including an application for employment, TB

. certificates, training records, and personnel

actions.
{14) A copy of all WAIVERS/VARIANCES

I
I A23

o
!
|

|
i
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A23 Continued From page 8 AZ23

. granted by the Licensing Authority.
{15) A copy of the floor plans as approved
for licensure. :
‘ B. RULES: Prior to placementin or
" admission to a facility, a prospective resident or
his/her representative shall be given a copy of the
facility rules. Each facility shall have written rules
pertaining to but not limited to the following:
(1) The use of tobacco and alcchol.
{2) The use of the telephone.
(3) Operation of television, radio, and
stereo.
(5) Use and safekeeping of personal
' property.
(6) Meals.
(7) Use of common areas.
(8) Electric blankets or appliances used
by residents.
C. POLICIES AND PROCEDURES: Al
facilities shall have written policies and l
procedures covering the following areas: : \

(1) Actions to be taken in case of
" accidents or emergencies, (e.g., gas leaks,
injuries, transportation, medications,...).
(2} Method of keeping informed when
- residents go outside of the facility (e.g., sign-out
sheets). g
(3) The handling or resident's funds, if
the facility provides such services. \
' (4} Reporting of incidents, including
abuse, neglect, and exploitation.
(5) Handling of complaints.
(6) Staff and resident fire and safety
training. ‘
7)  Smoking. }
8) The facility's bed hold policy. ‘
9) Admission agreement.
10
11

} Admission records.
) Resident records.
12) Program Narrative.

Ty

b L
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mon

(X1) PROVIDER/SUPPLIER/CLIA

{DENTIFICATION NUMBER:
LI e
L 'Jku!

P el

5842

B. WING

(X2) MULTIPLE CONSTRUCTION
A, BUILDING

(X3) DATE SURVEY
COMPLETED

10/09/2008

NAME OF PROVIDER OR SUPPLIER

BONNEY FAMILY HOME, iNC

STREET ADDRESS, CITY, STATE, ZIP CODE

2021 BARBARA AVENUE
GALLUP, NM 87301

coe L under:New Mexicy Law to make decisions
... Tegarding.health care, lncludmg the nght to make

. {-advance: directives.. -

(14} Personnel poI|C|es

(15) ldentlfylng anql safeguardlng reS|dent
possessngns B

(16) Securlng medical assistance lfa
resident's:own_physician is not available. "
_ {17) NOTE FOR MATERNITY
SHELTERS ONLY:: In addition to the reqUIred
policy arid procedure toplcs listed above,
Maternity ‘Shelters shall have written policiés and

. equipment,-and-laungering of infant linen and
i diapers.. .
‘ { 18) Staff trammg for employees who '
i prowde asslstance to reS|dents with boardlng or
‘-'allghtlng frorn motolVehlcles :

‘(19) Staff training for employees who
operate motor vehicles to transport residents.
[7-1-64,9- 15-70, 5:26-72.°9-24-76, 7-11-86,
1-11- 90 4- 797 7.8223NMAC-Rn& A7
i NMAC" 82 23, 8 31-00] o
‘This: REQUIREMENT is not mel as ewdenced

by:,.
Refer to ? 8 2 b3 A (13) Records

fedl to ensure that each employee had an
appllcahon fol emiployment on file for 2 of 8
: curren; employees o

The fndlngs are 7 o

A) On 10—7 08 at2 30 PM durlng record review it
- was hoted that Staff #7 and #8 did not have an .
f appllcahon for employment at the faclllty

1 B,) ¢ on 10-7; 08 at 2 30 PM durlng interview with

(13) Information about the resident's right ;

- -i-procedures regarding-infant-formula, feeding and |

B_as' d on reoord rewew and mterwew the facmty ]

Page, 10 A

i

1.

(X4)ID - SUMMARY STATEMENT OF DEFICIENCIES 1 D PROVIDER'S PLAN OF CORRECTION o)
PREFIX ! {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFI|X ({EACH CORRECTIVE ACTION SHOULD BE . COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG |  CROSS-REFERENCED TO THEAPPROPRIATE |  DATE

DEFICIENCY)
: o
A23| Continued From page 9 A23

We aud1lod ReSIdent #5 and L
#6 for written consent. for" '
staff to assist w1th | l B

- _adm:mstratlon P bicesl

medications. We have |

placed these forms in the
_resident’s charts, : o
‘We will audit all res1dent’ _
“charts to ensure thatall |

 documentation isplacedin- ~ -

the charts at timeof ... .-}
admission. SRR
The manager will monitor -
the Resident’s charts every ‘ ._
90 days for 6 months and L

then every 6 months - '

thereafter.
This will be cornpleted by
Qctober 11, 2008. i
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the facility Supervisor, she stated that 10-7-08

was her first day of employment and that she had

not filed out an application or did any ;

pre-employment paperwork. Supervisor

acknowledged the applications were not present. .

A33 7 NMAC 8.2.33 Reporting of Incidents A33

17.8.2.33 REPORTING OF INCIDENTS:

A.  The facility must insure that all suspected
cases or known incidents of resident abuse,
neglect, exploitation, and mistreatment are
reported. A facility must also report any incident

. or unusual occurrence which has or could
threaten the health, safety, or welfare of the
residents and staff to the Licensing Authority and
Adult Protective Services (APS) by the next

. business day. In no instance may a facility delay

. areport to Adult Protective Services or to the

is being conducted.

B. The facility is responsible for
documenting all incidents, within five (5) days of
the incident, and having on file, the following:

(1) A narrative description of the
incident.
(2) Results of the facility's investigation.
(3) The facility action, if any.
[7-1-64, 9-15-70, 5-26-72, 7-11-86, 4-7-97,
7.82.33 NMAC - Rn 7 NMAC 8.2.33, 8-31-00]
- This REQUIREMENT is not met as evidenced
by:
Refer to 7.8.2.33 A - Reporting of Incidents

Based on record review and interview the facility
failed to ensure that any incident or unusual
occurrence which has or could threaten the
health, safety, or welfare of the residents and
~staff to the Licensing Authority and Adult
Protective Services (APS) by the next business

Licensing Authority, while an internal investigation !
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A33 Continued From page 11 A33 bage 12, A33 R T,
: day. 1. Staff # 9 has be terminated * LA
e T U because of her conduct with

1 On 10-7-08 at 2 30 PM during, record review a residents and coming to; .. |
ga1n1d c\lvangeré? Of;ig af ?lsc?;etrg %‘;gshdgted work smelling of alcohol.
| y Sta stating that Sta a i B ;
entered the facility smelling.. qf alcohol, drove from 2. Staff# 9 was te;nnnl‘lilateq e ‘
-~ one facility to'the other, entered-the facility, asked" because of her.co uctand - { e
|'Resident #3 for money, the resident gave money "'being in possession of a |
o ato,Staff#a and staff left the facilty. = “0 resident’s medication |
e e L tside the facility without .. . |
' 2.On 10-7:08"at 2:30 PM during a narcatics ou es on. Mn v o #5 was |
~count it was noted that the count was off. -After permissi n ags eI
| | questioning the discrepancy it was discovered ' 1nterv1ewra_b0uj[_ h¢r B ‘
---that en-8-11-2008 the facility was notified by the admission that she wastold . . . .
Mc:Kmley County Sheriffs Department that Staff by the owner to mind her
\ #s had bec;n r1:ourg)d with athbottle of g:!lsR et own business with the owner',. ' ‘
‘ ;(#BrOpoxyp e e) earlng & name esiden present and admitted that she :
NS : : did not hear that from th’e,_ o
‘ 3 ‘On"0:7-08 &r 230 PM dunng interview with oWner. ' !
Maréager #5, she 22‘;”?“;:?:%5‘5 that "‘;‘\thtﬁr 3. A training session will besct
incident was repo 0 icéhsing Authority : lovees to Con
| or. Aduilt F’rotective ‘Services (APS) and she was -, - ug dfor al_l er'rclip oty d i
tord by the owner to mlnd her own busmess 3 address Incl entsand
oo exploration of resident in ;
A35) 7 NMAG 8:2. 35 Cystodial. Drug Permit A35 any form, and their reporting - -
. responsibilities of these
7. 8 2 35 _ CUSTODIAL DRUG PERMIT: “Any incidents. . This training will
| | facility hcensed pursuant to-these regulations who also include policies for -~~~ |-
| supervises the administration, self-administration, ; . .
or safeguards: medlcatlons for residents, must l 1.'ep0rtmg to work under the !
 have a current custodial drug permit issued by influence of alcohol or other |
| the Staté Board of Pharmacy EXCEPTION: substance abuse and the
" Adult residential care facilities with one (1) facilities rules governing this i
re5|dent are. not reqwred fo have a custodial drug behavior. |
permlt i h i itor ‘
A PROCUREMENT LABELING, AND 4. The manger will monite ‘ _
STORAGE The facility shalt provide assistance these procedures and will .
‘ to the resident in ‘obtaining the necessary conduct trainings for these
" medications, treatment and medical supplies as concerns. This will
Division of Health Improvement .
STATE FORM ’ ’ sase BRZV11t Completed by November I Zo’ntlnuatlon sheet 12 of 26
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T
' required by the individual or specified by the l ‘
individual's health care plan. The facility shall
procure, label and store medications for { \
residents in a manner which shall be in l
compliance with state and federal laws.
(1) All medications, including ‘
non-prescription drugs, will be stored in a locked
: compartment or in a locked room, as approved ‘
by the Board of Pharmacy, and the key will be in |
the care of the director or designee. ;
: (2) Internal medication must be kept i \
separate from external medications. Drugs to be
- taken by mouth will be separated from all other \
" dosage forms. l
(3) A separate locked compartment will
. be available in the refrigerator for those items l |
labeled "keep in refrigerator.” The refrigerator
temperature will be kept between thirty-five (35)
and forty-five (45) degrees Fahrenheit. A l
thermometer is required to be kept in the k
; refrigerator. .
(4) All medications, including .
non-prescription medications, must be stored in  ; \
separate compartments for each resident and all
medications will be labeled with the residents’
names. l
(5) A resident may be permitted to keep
histher own medication in a secure place in
his/her room for self-administration if the
physician's report has deemed it appropriate that
the resident do so. |
(68) The facility may not require the |
resident to purchase prescriptions from any
particular pharmacy.
(7) Medical gases (oxygen) and
equipment used for the administration of :
. inhalation therapy and for resuscitative purposes l
must comply with National Fire Protection !
Association (NFPA) 99. \

B. CONSULTING PHARMACIST: The 5;

Division of Health Improvement
STATE FORM 6899 BRZV11 If continuation sheet 13 of 26
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Daoo 14 A 15 |
! I 5\1 1771 o e |'

A35§ Continued From page 13 | A35 1. A training session of proper .
facility shall maintain records demonstrating the i procedure for the Medlcatmn{ .
donsultmg pharmacist provides the following: . | . .. . cabinet and .doors. w1]_l be. . L... T
N {1).. Reviews the medication regimen as ‘ scheduled . Co
| needed but at least quarterly. (every three (3) ' ' ' S
' months), to determine that all medications and A e 2. All emp]oyees will be |
, records are accurate and curgent. Al SR instructed in the importance
Himegulanities rust be reported tothe Directorof | | = . ofkeepingthe cabinets and -
the facrlrty and’ these irregularities must be acted o ‘ & doors locked when staff are |
URaT, = i, away from the office. |

(2)“‘ A system of records of rece|p[ and

dlSpOSItan of all drugs in suffi crent detail to 3. The; manager . w1]1 monltor

+ enable an'accurate reconciligtion;” - SR - the office.and medmatlon
(3) ‘Consultation is provided on all” - doors, and retralned any L
~+aspects-of pharmacy services in-the facility, - : : employee who leaves the -+~ -

- including teference information regarding side office without locking up. .
effects and, when needed, physician consultatron 4. This will b ! d-.b |-
irf cases mvorvfng the's use of psychotropic - - This will be completed Oy -
med]catlons e cE : - November 75 2008. ..
[71—64 9-15-70, 7:19-74, 9-24-76, 7-11-86, | _ o : ‘
1:11-90, 4-7-97; 78235NMAC Rn, 7 NMAC S
8 2z 35 8- 31-00]

] ThlS REQUIREMENT is not met as ewdenced
by:
* Refer to. 7 8 2 35(A) Medication Storage

| Based on observatron and lntemew the facnlrty - S i
- failed to.ensure that medlcatrons were stored i - !
under locked condltlons The frndlngs are:

A On 10/7/08 at'1:00 PM during a tour of the ' |
facility and throughout. thée course of the survey, it &
was observed that the door to the facility office
where edications were stored was uniocked
. and the medication storage cabihet was also
unlocked.. All prescription medications for the ' |
: residents of the facility were.in these storage
. compartments, one of which was the nareotic
medication lorazepam '

Division of Health Improvement . . .
STATE FORM A EE LR, PR 8599 BRZV11 _ If continuation sheet 14 of 26
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A35. Continued From page 14 l A35

B. On 10/7/08 at 3:45 PM during interview with |
the on site Manager, she acknowledged the J
issue. ‘

A36 7 NMAC 8.2.36 Medications | A36
| |
7.8.236  MEDICATIONS: Medications will be \

administered or staff assistance with medications
provided and documented in accordance with '
state and federal laws.
A. Licensed health care professionals are l
responsible for the administration of medications.
B. Facility staff may assist a resident with |
medications if written consent by the resident is
given to the director of the facility or their ‘ .
_designee. If the resident is incapable of giving | !
consent, the resident's guardian, treatment l
guardian or surrogate decision maker named in |
accordance with New Mexico law may give '
written consent for the assistance with
medications. All staff assisting with medications
1 shall have successfully completed an approved I L
assistance with medication training program or be! '
licensed by the State of New Mexico to
administer medications. .
C. No medications, including over the ]

- counter medications, PRN {when needed)
medications, or treatment shall be started,
changed or discontinued by the facility without an
order by the physician and entry into the .
resident's record.

_ D. The facility must have on the premises, |
medication reference material that contains
information relating to drug interactions and
side-effects.

E. Medications prescribed for one resident !
shall not be used for another resident. ! -
F. The facility shall have a Medication

. Administration Record (MAR) documenting

Division of Health Improvement
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medications administered to residents, including
over-the-counter medications. This
documentation shall include:
(1) Name of resident.
2) Date started.
3) Drug product name.
4) Dosage and form.
5) Strength of drug.
6) Route of administration (e.g. "by

(7) How often medication is to be taken.

(8) Time taken and staff initials.

{9} Dates when the medication is
discontinued or changed.

{10) The name and initials of all staff
administering medications.

G. Any medications removed from the
pharmacy container or blister pack must be given
immediately and documented by the person i
assisting.

H. PRN Medications: The use of PRN
medications must be closely monitored and
supervised by the facility and is based on one or
more of the following conditions:

(1) The resident is capable of
determining when the medication is needed.

(2) The resident's physician has
provided detailed instructions to the pharmacy
regarding the administering of the medication.
The physicians instruction for a PRN medication
shall include:

{a) Symptoms that might indicate the |
use of the medication.

(b} Exactdosage to be used.

{c) The exact amount of medication to
be used in a 24 hour period.

(dy Directions as to what to do if the
symptoms persist.

(e) Possible interactions or side-effects
that might occur.

. AlB

Division of Health Improvement
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{f) Manufacturer's label information for
direotrons if deemed adequate by the physician.

I. ..The facility'must report all med|cat|on
errors to the physician, . - -

J. The facility .shall develop and follow a
written policy for unused, outdated, or recalled
medications being kept in the facility.
[7-1-64,9:15-70, 7019074, 9-24-76, 7-11 88,

1 11—90 A4-7-87,7.8.2.36 NMAC - Rn, 7 NMAC

£ 8.2.36, 8-31-00]

This REQUIREMENT is not met as evrdenced
by:

' Refer to 7.8.2.36F - Documentatlon of
‘ medioat-ion-s-administered- .

Based on drrect record review, observation, and
interview, the faclllty failed to ensure that narcotic

class medrcatrons werg documented in

accordance With federal and state regulations for '

1 re3|dent (Resrdent#1) The Fndmgs are;

A On 10/7/08 at 1: 50 PM dufing review of
phySlClan orders for Resident #1, it was noted
that she was prescribed Lorazepam 1mg to be
taken orally 1x per day as fhieeded. Review of the

i narcotic count log, it was noted that the current

count was 31 tablets Finally, the 10/08 -
Medication Administration Record for Resident
#1's Lorazepam, there was no documentation

_ that Resident #1 had received the medication
+ during the first seven days of 10/08. The MAR

for 9/08 was requested at that time but not’

provided 1 for feview by the trme of the exit.

'B. On 10/7/08 at 1:51 PM during direct

observation of the Harcotic mediéation count for
Resident #1's Lorazepam, it was noted that the
count equalled 28 tablets ratherthan the ;
docu'men‘ted_ 31 1ablets noted on the narco;fic log.

\

. Page 17,a 36
1. An audit of Resident #1 and

Lorazepam 1mg was found
and the documentation
brought up to date. 7
An audit of all Residents. -
will be conducted and each
controlled substance will be
~counted and documentatlon
to the number and times:"
medication dre given. A’

3. The manager will schedule a
training session for the
employees on the assistance
and documentation of
controlled substances.

This will be completed by
November 7, 2008.

the documentation for all h,e.r.

copy of the MAR is attached-
showing that the Lorazepam. .
was to be given as needed. ..
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A36 Continued From page 16 A36
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A66§ Continued From page 25 AB6 Page 25 A 66 _
' 1. A training session for e
Incident Reporting, Intake, . = |
Lo e Processing and Training .~ - .
Refer to NMAG 7.1:13.10(E) - Incident Reporting, Requirements wiltbe 0. | ‘
. Intake, Processing and Training Requirements scheduted on November 1 ;
 (Effective date February 28, 2006) - Consumer 2008 and all employees will ‘
and Guard|an Onentatlon Packet ' be required to attend. ‘
’ e . All employees’ folders will
Based on record rewew and interview, the facmty ‘2 Q edp dyfe th L
" failed to ensure that documentation of notice to € audited Torthe :
| fam|ly members and/or guardians regarding documentatlon Ofthls |
incident reporting information was in 9 of 9 of training for the Incident :
- sampled resident files. Reporting, Intake Processing: ;
| R & Training and the |
The findings are: | curriculum will be made 3
"-A.-On 10/9/08 at 1:00 PM during review of : available..
| resident files, it was noted that none of the files 3. The manager will monitor -
reviewed had documentation of notification to all training documentation i
izr;jrgg":r;emberslguardlans regardmg mmdent and ensure that the folders o
- are kept up to date. ?
B On 10/9/08 at 2:00 PM during interview with 4. This will be completed by

i the Owner she acknowledged the documentatlon
, was’ not presént ‘

i

ge 25, A66
1.

November 10, 2008 |

A training session w1ll be
scheduled on November 10"
and all employees will be
required to attend.

All employees’ folder will
be audited and
documentation will be i
placed where needed. *
The manager will monitor

Division of Hea_l_th—lm‘provement .
STATE FORM ‘
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AB3

A36 Continued From page 17

- . On 10/7/08 at 1:55 PM during interview, the
- on-site Manager acknowledged the issue with the

. narcotic count and resultant lack of

documentation.

Refer to NMAC,7.8.2.36 (G) - Medications -

Based on-observation and interview, the facility
failed to ensure that medlcatlons removed from

- the pharmacy container were given immediately

and-doeumented by the person-assisting. This

- has:the potential to impact 100% of facility
- residents. The findings are:

" A On 10/7/08 ‘at 1:00 PM during tour of the -

facility; it was noted that an unlocked metal box
located in the facility office contained various
medications prepoured out of their respective

. pharmacy containers.

B. On 10/7/08 at 2:3Q PM during interview with

the on-site Manager, she confirmed that
- medications were pre-poured.

7 NMAC 8.2.63 Staff & Residient Fire &

. SafetyTraining

78263 STAFFAND RESIDENT FIRE AND

SAFETY TRAINING:
‘A, -All staff personnel of the facility must

. know the location of and be instructed in proper

use of fire extinguishers and other procedures to

. be observed in case of fire or other emergencies.
: The facility should request the local fire

~ prevention authority to give periodic instructions
+ in the use of flre prevention and techniques of

5

AB3

A36 ‘PagelS a36 e
1. A training session will be AR
conducted to ensure the o
staffs will not prepoured .-
medications. The metal box
has been removed from the |

facility.

the metal box,

November 7, 2008.

2. A training session will be |
conducted for all employee !
about the miss use of ‘

- prepouring medicatlons , !

3. The manager will monitor =
the training session and will
be responsible for rernov_ing __ ‘

4. This will be completed by

| evacuation. - _ i |
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A63 Continued From page 18

" their duties to constantly strive to detect and

 handrails, frayed electrical cords, blocked exits or
" exit-ways, and any other condition which could

i tour of the facility to include, but not be limited to,

. total minutes.

~drills.

- NMAC - Rn, 7 NMAC 8.2.63, 8-31-00]

B. Faclility staff must be instructed as part of :

eliminate potential safety hazards, such as lcose

cause burns, falls, or other perscnal injury to the
residents or staff.

C. Each new resident must upon being
accepted into the facility be given an crientation

the location of the exits, fire extinguishers, and
telephones, and shall be instructed in action to be |
taken in case of fire or other emergency.

! AB3

D. Fire Drills: The facility must conduct at
least one (1) fire drill each month:

(1) Fire drills must be held at different
times of the day.

(2) The fire alarm system or detector
system in the facility shall be used in the conduct !
of fire drills. ‘

(3) Inthe conduct of fire drills, emphasis |
must be placed upen orderly evacuation under
proper discipline rather than upon speed.

(4) A record of fire drills held must be
maintained on file in the facility. Such record must
show date and time of the drill, number of
perscnnel participating in the drill, any problem
noted during the drill and the evacuation time in

(5) The local fire department should be |
requested to supervise and participate in fire |

[9-24-76, 7-11-86, 1-11-90, 4-7-97, 7.8.2.63

This REQUIREMENT is not met as evidenced
by:
Refer to 7.8.2.63(1) - Fire Drills

]
l
\
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to.these regulations are also subject to other
regulations, codes and standards as the same
may, from time to time, be @mended as follows:
: A. Health Facility Licensure Fees and
* Procedures, New Mexico Department of Health 7
NMAC 1.7 {10-31-96). .

" B. Health Facility Sanctions and CIVlI

- Health, 7 NMAG 1. 8 (10-31-96),

' C.- ‘Adjudicatory Hearings, New MEXICO
Department of Health, 7 NMAC 1.2 {2-1-96).

. [9-24-76, 7-11-86, 1-11-90, 4-7-97; 7.8.2.66

- NMAC - Rn, 7 NMAC 8.2.66, 8-31-00]

This REQUIREMENT is not met as evidenced
it MENT | _

intake, Processing and Trainhing Requirements.

- (Effective date February 28, 2006) - Posting of
Incident Management Information Poster for
Fiscal Year 2009 IMB training

Based oh observation and intetview, the facility
i failed to ensure that the division 2009 Incident

. Monetary. Penalties, New Mexico. Department of |

Refer to NMAC 7.1:13.10(F) - Incident Reporting, |

X410 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x5)
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AB3' Continued From page 19 AG3 Page 19, A 63 e
Based on record review and interview, the facility | 1. The documentation for the o |-' L
failed to ensure that fire drills are conducted : fire drill for 1/08 was found . = .
! ?c’"th')é and a copy has been .
. The.findings are: attached. | ‘ ’ o
A. On 10/7/08 during review of the facility fire drill 2. Atraining SESS100 will be . .
! log; it was noted that there was no documentation _conducted withall - - - i S
- available for a 1/08 drill. | . employees about the i
; B...Om10/7408 duting interview with the on- site.’ o necessaty of doing fire drills
Manager, she conﬁrmed thet a dr|ll for 1/08 was and documentlng them. - - O
. hot documented P . .‘
| v o 3. The manager will conduct.
A6 7 NMAG 8.2.66 Related Regulations & Codes AB6 the fire drills and ensitre that
S Cee documentation is in-place as
- 7.8.266 ' RELATED REGULATIONS AND soon as the fire drill is OoVver..
| CODES: Adult residential care facilities subject 4. This will be completed by -

October 24, 2008. .
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o)l e
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™

ALARM SYSTEM/SMOKE DETECTORS CHECKUP-UPDATE:

I N od Sy My

CONCERNS/COMMENTS:

EMPLOYEE CONDUCTING DRILL:
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A6 Continued From page 20 ABH Page 21, A 66 ! o _
“Management Information poster was posted as | 1. The poster for the Incrdent
requrred The f fndlngs are; : : .- Management have been _
posted. §on

A On 10/7/08 at 2: 30 PM angd throughout the

. course of the survey, it was noted that the 2009 2. All posters wilt be audlted to

! Incident Management Information Poster was not . - ensure that the newest ones | L
~seen posted anywhere in the facility. SURRTES R A ‘are'in place. - o o
" B. 'On 10/7/08 at 2:30 PM during an interview o 3. The manager will monitor ‘

 with the Manager, she acknowledged the mitter. the placement and dates of i

. all posters:
4.. This will be completcd by
November 28 2008 '

Refer o NMAC 7.1.9.8 - Caregivers Criminal
- History Screening Requirements (Effective : o 7
January 1, 2006) - All applicants to whom an ]
offer of employment is made must consenttoa o
- nationwide and statewide- screenrng : : : S

' Based on record review and interview, the facility _ ' v
1 failed to have documentation that direct care staff ‘ ‘ '
. had' been cleared through the' ‘New Mexico ) . ol
» Caregivers' Criminal Hlstory Screenlng Program ‘ i

r (CCHSP) for1 df 8 employee files revrewed (Staff,

LRTY .

The findings are: o : S : ‘

. A. On 10/9/08 at 2:00 PM during review of ‘ R f
. employee reécords, it was noted that Staff #1, did S ‘
not have on file a CCHS on file subsequent to \ ]
 hire within the required timeframe nor : }
documentatlon of a full Caregrvers Criminal
Hlstory Screening (CCHSP) clearance addressed ’ |
| to the facility conducted subsequent to hire within | o
" the requrred tlmeframe ‘

B On 10/9/08 at 2 00-PM durrng interview W|th ‘
' the Manager she acknow{edged the issue. | i

Division of Health Improvement .o .
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TR

1. Staff #1, copy of her
clearance from the state was
received on October 30, |
' ~ 2008. A copy isattached. |

| Refer to NMAC 7.1:12.8(a) Employee Abuse | 2. All staff folders will be
Registry (Effective January 1,2006) - Care audited for missing - - :
Provider requirement to inquire of registry prior to ) documentation to ensure that |
- offer of employment to applicants. . T this problem will not occur |
o again. - L
Based on record review arid mterview the facility 3. The manager Wlll monitor )
, failed to maintain documentation that the ; employee folder to ensure’
|- Employee Abuse Registry (EAR) database was | - that all documentationisin
| checked prior to offer of employment for 4 of 8 - place.
i staff. (Staff #1, #3, #4 and #7). Y
‘ ( ) 4. This will be Completed by
The findings are: - - November 10, 2008 ‘
|
“A. On 10/9/08 at 2:00 PM during review of the Page 22, A 66
- employee files it was noted that Staff #1, #3, #4 5 :
- and #7 did not have written documentatlon in _ . Staff#l, .#3’ #4, and #7 l;ls
- their files of search on the EAR database using been audited and the EA
the individual's identifying infofmation. database has been checked
' S and documentation will be in

- B. On 10/9/08 at 2:00 PM during inter\a'ie\.'.\r with

the Manager, she acknowledged the issue.. 5 ilﬁc;aff will be audited to

| | a . | ensure that EAR ‘

| - documentation will be in '
place.

. Them er will monitor ‘.

Refer to NMAC 7.1.13.9(B)(2) - Incident 3. 1 1 anag} 1d d ure i
Reporting, Intake, Processing and Training cmploycc tolders and enst |
Requirements (Effective date February 28, 2006) that EAR documentationis |
|

- - Incident Management System Reporting i in place. ‘
" Requirements using Division InCIdent Report 4. November 28, 2008. ‘

' Form
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: Aifredo Vigli, MD
' QA () Secretary Designate

ENT OF Building a Healthy New Mexico! Bill Richardson Governor

Katrina Hotrum Duffy Rodriguez Jessica Sutin Karen Armitage, MD
J. Deputy Secretary Deputy Secrstary Deputy Secretary  Chief Medical Officer

NOTIFICATION OF CLEARANCE
October 30, 2008

Ms. Juliana Bonney
Director
BONNEY FAMILY HOME
2021 Barbara Ave.
Gallup, NM 87301
RE: MERANDA CASIAS
220366
Dear Ms. Bonney:

This letter is notification, as required by the Caregivers Criminal History Screening Act, 29-
17-2 through 29-17-5 NMSA 1978, that no disqualifying convictions were reported for the
above referenced applicant, caregiver, or hospital caregiver by the Federal Bureau of
Investigations or the New Mexico Department of Health. This final clearance is based on
information received through a nationwide and statewide criminal history screening, using
fingerprints and other information submitted for that purpose by the referenced applicant,
caregiver, or hospital caregiver.

A care provider who employs caregivers must maintain records for all employed caregivers,
showing compliance with the Caregivers Criminal History Screening, Section 29-17-5(H)
NMSA 1978. To satisfy such requirement, this letter of notification must be available for
mspection as required by New Mexico Department of Health rule 7.1.9 NMAC for the
duration of the referenced applicant, caregiver, or hospital caregiver’s employment.

If you have any questions or require additional information, please contact our office at (505)
476-0801.

Sincerely,

Y Vot

Gil Mendoza, Program Manager
Caregivers Criminal History Screening Program

“Assuring safety and quality of care in New Mexico’s health facilities and community based programs.”
Division of Health Improvement » Caregivers Criminal History Screening Program » P.O. Box 26110 » Santa Fe, New Mexico 87502
TEL: (505) 476-0801 » FAX: (505) 424-7974
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A66: Continued From page 22 ABS Page 23, A 66 -
. Based on record review and interview, the facility | 1. The form for documentatlon' L
| failed to ensure that the most current incident .of abuse, neglect.and .
' reporting form was available for use by staff of exploitation and reporting ‘
the facility. ' . 1
: i ; requirement has been placed
: The ﬂndlngs are: ‘ ~ at the facility. j
’ 2. All required forms willbe - |
~A. On10/9/08 at 2:15 PM dunng review of the audited to ensure that they !

administrative files, it was noted that the required
form for documentation for abuse, neglect and . .
 exploitation, and reporting requirements was not | 3. The manager will monitor |

among facility paperwork o ) ‘ kthe forms to ensure that they i
are always available. ' |

This will be completed by

are available.

I-B.- On-10/9/08 at 2:15 PM during interview with | 4.
the Manager, she acknowledged the ‘
- documentation was r_1_ot present. . : November 7, 2008. |

o

. . Page 23 & 24, A 66 ‘
f o f 1. A training session will be \

Refer to NMAC 7.1:13.10(C)(1)(a) Incident scheduled on November 10,
_ Reporting, Intake, Processing and Training 2008 and all employees will |
. Requirements (Effective date February 28, 2006) be required to attend. ‘
" - Incident Management System Training 2. All employees’ folders will i
+ Curriculum’ Reqmrements on incident policies and be audited for the |

! procedures, timely re ortihg; uhexpected deaths . .
gnd other reportable |$\C1de?\ts ° doc.:u_.mentatlon of this

training. :

A ‘ 3. The manager will monitor =~ |

- Based on record review and interview, the facility | all training documentation '

failed to ensure training on Incident Management

he folders
System with the reqmred curriculum for 100% of and ensure that the folder

- staff. : are kept up to date. ‘
f o 4. This will be completed by \
~ The findings are: November 10, 2008

"A. On 10/9/08 at 2:00 PM during review of the
employee files it was noted that the required
- training documentation for abuse, neglect and ‘

Division of Health Improvement o . .
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A6 Continued From page 23 ABB Page 23 & 24, A 66 o | |
. exploitation, and reporting requirements for 1. A training session will be, w Y
_ NMAG 7.1:13 for the: fiscal year 2009 was not scheduled on November 10 S
; among admlmstratlve paperwork. 2008 and all employees w1ll: .
' B. On 10/9/08 at 2: 00 PM durlng mterwew with be required to attend. .
the Manager she stated that she had not had the | 2. All employees’ folders will N
training. - be audited for the - -
documentation of this |
trammg for the fiscal year |
3. The manager W’Il] monltor |
all training docum éntation’ ‘
 Refer-to NMAC-7.1:13.10(C)(1)(a-) Incident - and ensure that the folders -~ |-
" Reporting; Intake, Prodessing and Training |
’ are kept up to date. e :
Requirements (Effective date February 28, 2006 L
d ( Y ) 4. This will be completed by

- Incident Management System Training
Curnculum Requlrements on incident poelicies and
g'procedures timely reporting, unexpected deaths
- and other reportable incidents.

. Based-on record review and interview, the facmty

failed to ensure that a curriculum based on-

" Incident Reporting, Intake, Processing and
‘Training Requirements was available for review.

. This affects 100% of staff and has the potential to

i affect 100% of the resident population.

The flndmgs are _
A On10/9/08 at.2:00 PM dunng review of the
: tralnlng documentatlon was missing:

- NMAC 7.2.13 regulatory training abuse, neglect
and exploitation, and other reporting

: requirements documents or certificate of

‘ attendance Wlth dates of tramnng for the 2009
fiscal year. =

employee files it was noted the following required |

1

November 10, 2008
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B, O 10/9/08: at 2:00 PM during.interview with |

" the Manager she stated that curriculum was not
i available: . G .

Py s

k Refer to NMAC 7.1.13:10({D) Incident Reporting,
© 1 Intake, Processing arid Tramtng Requireménts
(Effectwe date February 28,2008) - Reqmrement

- to maintain doecumentation of incident

B Management ‘Training for all employees

Based dn record revrew and interview, the facth’ty
falled to enstre requ;red documeritation of °
traifing on incident reporting per NMAC 7.1.13
requirements for 100% of staff.

The findings are:

“A. On 10/9/08 at 2:00 PM during review of the..
- employee-files t. wasg noted the fellowmg required
tralnlng do(mmentatron was mtssmg '

o s NMAC 7 2 13 regulatory tra|n|ng abuse, neglect

"and e\xptortatron and other reporting
reqUirements documents’ or certificate of

t attendance with dates of tralnlng for the 2009
fiscal year. ..

B Dh, 10!9/08 at2:00 PM dunng interview with

the Manager she Stated that she had not had the
‘ tralnmg

b

1. A training session for "
_ Incident Reporting, Intake, '
Processing and Training . . |
Requirements willbe - 7
“scheduled on November 10,  ©
- 2008 and all-employees will 17"
be required to attend.
2. All employees’ folders will t
- be audited forthe - - .- e e
documentation-of this - |
\ training for the Incident "~
Reporting, Intake Processing- -
& Training and the ‘ .
curriculum will be made .
. available.. . ‘
l- 3. The manager will monitor - |
\ all training documentation
and ensure that the folders |
~ ~ are kept up to-date:
4. This will be completed by .
\ November 10, 2008 |
[

Page 25, A66
' A training session will be
scheduled on November 10™
and all employees will be
required to attend. |
2. All employees’ folder will
be audited and
documentation will be
placed where needed. |

Division of Health lmprovernent .

STATE FORM-

eass BRZV11 o If continuation sheet 25 of 26




PRINTED: 12/18/2008
FORM APPROVED
Division of Health Improvement

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA %2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION ) IDENTIFICATION NUMBER: *2) COMPLETED
. A. BUILDING
B. WING
5842 10/09/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2021 BARBARA AVENUE

BONNEY FAMILY HOME, INC GALLUP, NM 87301

X4 1D | SUMMARY STATEMENT OF DEFICIENCIES | D ‘ PROVIDER'S PLAN OF CORRECTION  x5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE © COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ' TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
ABE | Continued From page 25 AB6 3. The manager will monitor . . . .

all training documentation .. : |
and ensure the folders are .. !

‘ ; : _ kept up to date.
Refer to NMAC 7.1:13.10(E) - Incident Reporting, 4. This will be completed by
Intake, Processing and Training Requirements November 10, 2008.
) : (Effectwe date February 28, 2006) - Consumer : : -
and Guardlan Crientation Packet ;
Based on rec:ord rewew and interview, the facmty ' Page 26 A 66 . :
 failed to ensure that documentation of notice to 1. The required form has been - -
 family ' members and/or guardians regarding - modified for incident }
| incident reporting information was in 9 of 9 of ‘ reportmg and the family :
' sampled re5|dent fles B : ' notification has been added.

' : 2. All Forms have been audited -
: ' The fmdlngs are: .
| i and the necessary |

“A. On 10/9/08 at 1:00 PM during review of - requirements have been - !

resident files, it was noted that none of the files added. '
- reviewed had documentation of notification to 3. The manager will monitor

| :Zr;cl)l:tl:;embers/guardlans regarding mcndent all forms to ensure all i

? information is included. 5
B. On 10/9/08 at 2:00 PM during interview with | 4. This will be completed by |

' the Owner, she acknowledged the documentation November 7, 2008

: was not present
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