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A000| Inital Comments A 000 Preparation and execution of the responses
The following deficlencies were citad during an and plan of correction or agreement by the
Intial survey completed on 02/02/22 for the state : f hof f
requirements of 7 NMAC 8.2, Regulations for provider of the truth of facts alleged or
Assistad Living. conclusions set forth In the statement of
A016| 7 NMAC B.2.16 Staff Qualifications A018 deficiencies, The plan of correction is

¢ vmames 1m0

STAFF QUALIFICATIONS: A facllity shall employ
staff with the following qualifications.

A. Administrator, director, operator: an assisted
living facllity shall be supervised by a full-ime
adminisfrator. Multiple facilities that are located
within a forty (40) mile radius may have one
full-time administrator. The administrator shall:
(1) be at least twenty-one (21) years of aga;

(2) have a high achool diploma or its equivalent;
(3) comply with the raquiremants of the New
Mexico Caraglvars Criminal History Screening
Act, 7.1.9 NMAC;

(4) complete a state approved certification
program for aeslsted living adminlatrators;

{R) ha ahla bn ogrann whirato unth tha rascldante in
] s sy v s Ll

the language spoken by the majority of the
Idents.

(6) not work while under the influence of alcahol
or llegal drugs;

(7) have avidence of education and experience to
prove the abillty to administer, direct and operate
an asslsted living facllity; the evidence of
éducation and experlence shall be diractly related
to the servicas that are provided at the facility;

(8) provide three (3) notarized latters of reference
from persons unralated to the applicant; and

(9) comply with the pre-employment requirements
pursuant tn the Fmninvan Ahues Ranletry 7112
NMAC.

B. Direct care staff:

(1) shall be at least sighteen (18) years of age;
(2) shall have adequate sducation, relevant

prepared and/or executed solely because
the provislons of State Law require it.

for the purpose of any allegation that the
Facility Is not in substantial compliance
With State requirements of participation,
This response and plan of correction
constitutes the facllity’s allegation of
comnliance in accordance with 7NMACR 9

_Assisted Living Regulations.
SR e

| i
A 016

A system is now in place run by the
Business Office Manager and overseen by
the Executive Director.

! All new employees will have their

‘ EAR background check completed

no later than date of hire.

SRR,
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A 018 Continued From page 1 A016

tralning, or experience to provide far the neads of
the resldents;

(3) shall comply with the pra-employment
raquireaments pursuant to the Employee Abuse
Registry, 7.1.12 NMAC; and

(4) shall comply with the current requiremants of
reporting and Investigating Incldents pursuant fo
Incldent Reporting, Intake Processing and
Training Requiremants, 7.1.13 NMAC;

(5) If & facllity provides transportation for
residente, the employeas of the facllity who drive
vehicles and transport resldents shall have
copies of the following documents on flle at the
facility:

(a) a valld New Maxico driver ' 8 licenge with the
appropriate classification for the vehiale that is
used to tranaport resldants;

{b) documentation of training In transportation
safety for the elderly and dlaabled, Including safe
vehicle operation;

(c) proaf of Insurancs; and

(d) documentation of a clean drlving record; :
(6) any person who provides direct care who is
not employed by an agency that Is covered by the

FEAT T e R 20 Il et e B

Screemng Requlrsmenls 7. 1 9 NMAC shall
pravide current (within the last 6 months) proof of
the careglvers criminal history screening to the ' ,
facllity; the facllity ghall maintain and have proof : '
of such screening readily avallable; and

(7) employers shall comply with the requirements
of the Caregivers Criminal History Screening
Requirements, 7.1.9 NMAC.

[7.8.2.16 NMAC - Rp, 7.8.2.18 NMAC,
01/15/2010)

This REQUIREMENT Is not met as evidenced
by:

Division of Heaith Improavameant
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7.8.2.16. 8B (3)

Referto 7.1.12 EMPLOYEE ABUSE
REGISTRY

7.1.12.8 REQGISTRY ESTABLISHED;
PROVIDER INQUIRY REQUIRED: Upon the
offactive date of this rule, the department has
establishad and maintalns an agcurate and
complete electronic regiairy that contains the
name, date of birth, addregs, soclal security
number, and other appropriate identifying
Information of all persang who, while employed by
a provider, have besn determined by the
department, as a result of an investigation of a
complaint, to have engaged In a substantiated
registry-referrad incident of abuse, neglect or
exploitation of a persan racelving cara or sanicaa

* iU v provivr . Auiitivng a0u updaios W e

registry shall be posted no later than two (2)

business days following racsipt. Only department

staff designated by the custodlan may access,

malintain and update the data in the ragistry.

A. Provider requirement ta Inquire of reglstry A
I

“employes, shall inquire of the ragishy whether the
individual under consideration for employment or
contracting is listed on the reglstry.

B. Prohiblted employment. A provider may not
employ or caontract with an Individual to ba an
employas If the individual is listed on the ragistry
as having a substantiated raglstry-referred
incldent of abuse, neglect or exploitation of a
person receiving care or saervices from a provider.
C. Applicant’s identifying information required. In
making the inquiry to the registry prior to
employing or contracting with an employee, the
provider shall use Identlfylng Informatlon
wnwm{rlg ‘tha :ﬁd:v':duw Hl IUUI U\Il |¢mwlnuun l\ll

employment or contracting sufficlant to

.
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" pa'rtihe oro gm'inrital"gen having

reABONADIY aNd CSMpiSSly SSa7en Wis rogowy,
inoluding tho Aomo; addreoco;-date of BIrM,; poaioi
socurity number, and other appropriate identifying
information required by the registry.

D. Documantation of Inquiry to reglatry. The
provider shall maintain documentation in the
employee's personnel or employment records
that evidences the fact that tha nmvinar maria an
Inquiry to the registry concerning that employee
prior to employment. Such documentation must
Include evidenca, based on the respongs to such
inquiry recelved from the custodian by the
provider, that the employee wag not isted on the
reglatry as having a substantiated
reglstry-referrad Incident af abuse, neglect or
exploitation.

E. Documentation for other ataff. With respect to
all employed or contracted individuals providing
diract care who are licensed health care
professionals or certified nurse aldes, the
provider shall malntain documentation reflecting
the individual's current licensure as a health care
professlonal or current certification as a nurse
alde.

8 of no ‘!;Il_,“ [he
regulatory enforcement authorily over a provider
may eanction a provider In accordance with

applicable law if the provider fails to make an

appropriate and timely Inquiry of the reglstry, - -

feils to maintain evidence of such Inquiry, In
connection with the hiring or contracting of an
employee; or for employing or contracling any
person to work as an employee who Is listad on
the reglstry, Such sanctions may Include a
directed plan of corraction, civil monetary penalty
not to exceed five thousand dollars ($5000) per
{nstance, or termination or non-renewal of any
contract with the department or other
governmental agency.

R
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A016| Continued From page 4

[7.1.12.8 NMAC - N, 01/01/2563]

Based on record revlew and Interview, the facllity
falled to ensure that the Direct Care Staff(DCS)
had been cleared by the Employee Abuse
Reglstry (EAR) prior to hire This deficlent practice
could likely result negatively affect the safely and
welfare of the 51 (R #a 1-51) resldenta [dentified
on the census provided by the Administrator on
01/31/22, if residants are being provided care by
staff who may have a previous history of abusing,
neglecting, and/or exploiting residents, The
findings are:

A. Record review of DCS #1's employee flle (hire
date 12/04/21) revesled, that the EAR clearance
was not completed until 12/08/21.

B. Record review of DCS #2's employee flle (hire
data 12/01/21) revealed, that the EAR clearance
was not complated untll 12/02/21.

C. Record review of DCS #3's employea flle (hire
date 11/04/21) revealed, that the EAR clearance

o} W8 NOL € loted untl 11/05/21, TR

D. Record reviaw of DCS #4's amployee flle (hire
date 11/04/21) revealed, that the EAR clearance
wae not complated until 11/08/21.

E. On 02/01/22 at 1:05 pm, during an Intarview
with the Administrator, she confirmed that the
EAR clearance for DCS #s 1-4 were not
completed prior to their date of hire.

A017| 7 NMAC 8.2.17 Staff Tralning

STAFF TRAINING:
A. Training and orlentation for each new

A018

A017

wur a1y e mmermaler e rag
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amplovag and valjataer that nrovidas dimct care
shall include a minimum of sixteen (18) hours of
supervisad tralning prior to providing
ungupervised care for residents.

B. Documentation of arlentation and subsequent
trainings shall be kept in the personnel file at the
facility.

C. Training shall be provided at orientation and at
least twelve (12) hours annually, the orientation,
training and proaof of competency shall include:
(1) fire safety and evacuation training;

(2) first aid;

(3) eafe food handling practices (for persons
involved In food preparation), to include:

(a) Instructions In proper storage;

(b) preparation and serving of food;

(c) safety In faad handling;

(d) appropriate personal hygiens; and

(e) infactious and communicable disease control;
(4) confidentiality of recorde and realdent
Informatian;

(5) infection control;

(6) resldent rights;

(7) reporting requirements for abuse, naglect or

_explaltation In accordance with 7.1.13 NMAC,
(8) smoking pollcy for staff, resldents and viaitors;

{9) methods to provide quality resident care;

(10) emergency procaeduras;

{11) meadication agsistance, including the
certificate of training for staff that asslat with
medicatfon delivery; and

{12) the proper way ta Implement a resldent ISP
for ataff that assist with ISPs.

D: If a facility provides tranaportation to realdents,
employaes of the facility who drlve vehicles and
transport residents shall have training in
trangportation safely for the elderly and disabled,
including safe vehicle operation.

(7.8.2.17 NMAC - Rp, 7.8.2.17 NMAC,

v—masfs

Ine Executive LIrector or gdesignee will
schedule all new employee orientation,
meeting the New Mexico State regulations
thru company approved resources.
The Resident Care Director or designee will
have all training documentation signed
during orientation. The Resident Care
Director will schedule and oversee

the 16 hours of supervised care

prior to providing unsupervised care.

All documentation will be place in employee

File.
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01/15/2010)

This REQUIREMENT is not met as evidenced
by:
7.8.2.17 ABC

Based on record review and interview, the facllity
failed to ensure that the Direct Care Etaff (DCS):
1. Recelvad 16 hours of supervised training
prior to providing unsupearvised care.
2. Recalved 12 hours of orlentation training.
3. There was documentation of completion
onsite at the facllity and avallable for review.

Thig deflcient practice could likely result in the 51
(R #s 1-51) rasldents listad an the resldent
cenaus, provided by tha Administrator on
01/31/22, to be at risk of harm If they ara
providing care and services by DCS who have not
recelved the required suparvised and arlentation
tralnings. The findings are.

A. Record review of DCS #1's (hire date
12/04/21) training flles revealed, ho

documentation of compieung the following
required tralnings:
1. 16-hrs of supervised training, prior to
providing unsuparvised care for residents. :
2, 12 hours of orlentation (onboard) training. : !

B, Record review of DCS #2's (hire date
12/01/21) tralning files revealed, no
documentation of completing the following
required trainings:
1. 18-hrs of supervised training, prior to ,
providing unsupervised care for residents. '
2. 12 hours of orientation (onboard) tralning. . ‘

C. Reacord review of DCS8 #3's (hire date
Divigion of Health Impravement :
ETATE FORM e pYDC11 If continuation sheat 7 of 10
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A017

A020

Continued From page 7

11/04/21) training filea revaalad, no
dacumentation of completing the followlng
required trainings:

1. 168-hrg of supervised training, prior to
providing unsupervisad care for residants.

2. 12 hours of orientation (onboard) training.

D. Record review of DCS #4's (hire date
11/04/21) training files revealed, no
documentation of completing the following
required trainings:

1. 16-hrg of supervised training, prior to
providing unsupervised care far resldents.

2. 12 hours of orlentation (onboard) training.

E. On 02/01/22 at 2:28 pm, during an interview
with the Administrator, she statad that DCS #'a
1-4 did not have any clear documentation stating
that they completed the raquirad 16-hrs of
suparvigsed training and 12-hrs of ordentatlon, prior
to provlding unsupervised care.

7 NMAC 8.2.20 Admisslons and Dlacharge

shall complete an admission agreesment for each
resident. Tha adminlatrator of the facllity or a
deslgnes responsible for admission daclalons
shall meat with the resident or the resident ' s
surrogate declsion maker prior to admisslon. No
resldent shall be admitted who I below the age
of alghteen (18) or for whom the facliity ls unable
to provide appropriate care.

A_ Admlsslon agreement. The admission
agreement shall Include the following Information:
(1) the parties to the agreement;

(2) the program narrative;

(3) the facility's rules; ,

(4) the cost of services and the method of

ADMIGSIQNE-AND.DISCHARGETheaoHity- - - -

A017

A020

A020

The Executive Director will ensure
that all residents that moved in
November 2021 thru Feb 2022 and
going forward will sign the
Resident Agreement A
dated 3/3/22 stating the following:
| If the resident passes away the
unused portion of the pre-paid
fee will be prorated to the date
that all of personal belonging"
have been removed from the

room. If a resident’s belongings

b
A

Divislon of Health Impravament .
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A020| Continued From page 8 A020 are not removed within
payment; one week of the resident’s death
(5) the refund provislon In ¢case of death, transfer, )
voluntary or Involuntary discharge; and the amount of belongings
(6) Information to formulate advance directives;
(7) & written description of the legal rights of the does not preclude renting the
resldents translated Info another language, If i . .
necessary; unit, !the facility may clear the
(8) the facllity's staffing ratio; ) 4
(9) written authorization for etaff to asslst with unit dnd charge the resident’s
medications; .
(10) notification of rights and responalbilities eStatr for moving and storing
pursuant to the Incldent Reporting Intake, . h
Procassing and Training Requirements, 7.1.13 the lt;:ems at a rate equal to the
NMAC; I ,
(11) the facimyl s bed hold pollcy; and actu1| cost to the faCI"ty, not to
(12) tveraanhsylon uyiveineil iy by wiminsed ] -
if an appropriate placement Is found for the exceé;d ten percent of the regular
rasldent, under the following circumstances: ; .. ided that
(a) there shall be a fitean (15) day written notlca rate for the unit; provided tha
of terminatl v i ) .
surron;a?:dznclglo:nn::ku;: uro;::.i;n;:r:;l;:;:te ' the responsible party for the resident
raquasts the termination; .
(b) the resident has fallad to pay for & stay at the is given notice at least one week
faclll i ; ’
,,(,:) thtz ;': dcl': mxw; i before the resident’s belongings:are
W SREAPT s S AL ale /AT TR A ” V! v Seriffly " B 1 { = 73 —— T — E———— C
(a‘:a)k:ht: m::t?zmm?‘::::g::g remaved. If the resident’s belongs
:m:ﬂéf:: ft:;::;‘_"e Mo Bngsyrequires tha are not claimed within forty-five
(8) termination without prior notice is permitted in e a1
emergency sltuations for the followlng reasons: days after notification, the fa cility
() tha transfer or discharge Is neceseary for the
resident's safety and walfare; may dispose of them.
g::t:,‘au?;!d;"“ needs cannot safely be met in . The Customer service Director will
g:gﬁﬂ:: ;:::;y d?.'t‘yd:r:ag: d:fn‘;:‘g d’f’"d’“t" and Have this addendum as part of the list
) !
(13) the faclitty shall provide a thirty (30) day ; ; ;
writien notice to residents regarding any changes :: Agreement and the Executive Director
T e . [ . Or designee will have the resident or
STATE FORM : o Di Responsible party sign It as part of the lease. 9¢f10
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In the cost or the material services provided; a
new or amended admlsslon agreement must ba
executed whanaver services, costa or other
matertal terms are changed; and

(14) facliitiea representing thelr asrvices as "
specialized " must disclose evidence of staff
apeclalty training to prospective residants.

B. Restricttons In admission. The facility shall not
admit or retain Individuals that require twenty-four
(24) hour continuous nursing care, refer to
Subsection U of 7.8.2.7 NMAC Definitlong. This
rule does not apply to hospice residents who
have elected to receive the hosplce benefit.
Conditions or circumstances that usually require
continuous nursing care may Include but are not
limited to the following:

(1) ventliator dependency;

(2) preseure sores and decubltus ulcers (stage 11
or V),

(3) Intravenous therapy or injections;

(4) any condltlon requiring either physical or
chemical restraints;

(5) nasogasiric tubes;

(6) tracheostomy cars;

threat or danger to salf or others;
(8) residents whose psychological or physical
condition has declined and placemant in the
current facility is no longer appropriate as
determined by the PCP;
(9) residents with a diagnosis that requires
Isolation tachniques;
(10) residents that require the use of a Hoyer lift;
and .
(11) ostomy (unless realdent la able to provide
self care). :
C. Exceptions to admlsslon, readmission and
retention. If a resident requires a greater dagree
of care than the facility would normally provide or
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is permitted to provide and the res!dent wishes to
be re-admitted or remain in the facility and the
facility wishes to re-admit or retain the resldent.
The facllity shall comply with the following
requirements.

(1) Convena a team, comprigsed of:

(a) the facliity administrator and a facllity health
care professlanal If deslred;

(b) the resident or resident * s surrogate decialon
maker; and

(c) the hosplce or home health cliniclan.

(2) The team shall jointly determine If the resident
should be admitted, readmitted or allowed to
remaln in the facllity. Toam approval shall be in
willing. sigried and datad by ail team members
and the approval shall be maintained in the
resident's record and shall:

(a) be basad upon an Individual service plan
(ISP) which Identifies the resldent's apacific
neads and addresses the manner that such
needs will be met;

(b) ansure that if the facility is censed for more
than elght (8) resldents and does not have
complete fire sprinkler coverage, the facllity shail

maintain an evacuation rafing acore of promptas =

determined by the fire safety equivalency eystem
(FSES),

{c) evaluate and outline how meeting the specific
needs of the resldent will Impact the staff and the
other residents; and

(d) include an Independaent advocate such as a
certifled ombudeman If requested by the resident,
the famlly or the facllity.

(3) The team recommendation shall be
maintained on eite In the resident ' & file,

(4) When a resident Is discharged, the facliity
ehall record whera the resldent was discharged to
and what madications were released with the
resident.

[T . PR T N LR L e [ L

Divislon ot Heslth Improvemant

STATE FORM

L] DYDCM

)
If centinuation shaet 11 of 18




PRINTED: 02/24/2022

FORM APPROVED
Division of Health Improvement
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: . COMPLETED
Cc
7007 B. WING 02/02/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8810 HORIZON BLVD NE
THE VILLAGE AT ALAMEDA
ALBUQUERQUE, NM 87113
*4)10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CQRRECTION (16)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LBC IDENTIPYING INFORMATION) TAG CRO$8-REFERENCED TO THE APPROPRIATE DATE
DEPICIENCY)
A 020 Continued From page 11 A D20

D. Coordination of care.

(1) Aaalsted living facilities shall have evidence of
care coordination on an ISP for all servicea that
are provided in the facility by an outside health
care provider, euch as hosplca ar hame health
providersa.

(2) Residents shall be given a list of providers,
Including hagplce and homse health if applicable,
and have the right to choose thalr provider. if
applicable, the referring party shall disclose any
ownership interest in a racommended or ligted
providar.

[7.6.2.20 NMAC - Rp, 7.8.2.18 NMAC & 7.8.2.20
NMAC, 01/15/2010]

This REQUIREMENT is not met as evidenced
by:

7.8.2.20 A (6)

Refer to Senate Bill (SB) 0335 - 2013

AN ACT RELATING TO HEALTH CARE;
REQUIRING CONTRACTS FOR ASSISTED

.} LIVING FACILITIES TO CONTA »

POLICY UPON TERMINATION OF A
CONTRACT DUE TO THE DEATH OF THE
RESIDENT; PROVIDING FOR STORAGE OF A
RESIDENT'S BELONGINGS; DECLARING AN
EMERGENCY. BE IT ENACTED BY THE
LEGIELATURE OF THE STATE OF NEW
MEXICO:

SECTION 1. A new sectlan of (ha Public
Health Act Is enacted to read:

"ASSISTED LIVING FACILITIES
CONTRACTS--LIMIT ON CHARGES AFTER
RESIDENT DEATH.--

A. The contract for each resident of an

assisted llving facllity shall include a refund pollcy

[P
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to be Implemantad at the time of a resident's
death. The refund pollcy ehall provide that the
rasldant's estate or respongible party is entitled to
a prorated refund based on the calculatad dally
rate for any unused portion of payment beyond
the termination date after all charges have besn
pald to the licensae. For the purpose of this

" §8cTon, (Ne erminavon aate snai be e aaw mne

unit is vacated by tha resident due to the
resident’s death and cleared of all personal
belongings.

B. (f aresident’s belongings are not
ramoved within ane week of the reslident's death
and the amount of belonglings does not praclude
ranting the unit, the facility may clear the unit and
charge the resident's estate for moving and
storing tha ltems at a rate equal to the actual cost
fo the facility, not to exceed ten parcent of the
regular rate for the unit; provided that the
respansible party for the rasident Is given notice
at laaat ane week before the resident's
belongings are removed. If the res!dant's
belongings are not claimed within forty-five days
after notification, the facllity may dispose of them,

C. . For the purposes of this section,

‘aseisted living facllity" means a facliity requlr;&' )
o be licenged as an assisted living facllity for
aduits by the department of health.”

SECTION 2, EMERGENCY .--It is necessary for
the public peaca, health and safety that this act
take effect immediately.

Based on racord review and Interview the facility
falled to ensure for 4 (R #8 1-4) of 4 (R #a 1-4)
residents whose admisslon/discharge

agresments ware raviewed for compllance that It
included & refund upon death policy that was in
compliance with NMAC 7.8.2.20 and (SB) 0335 -
2013. This deficlent practice could likely result in
the resident's estateflegal reprasentativas to be at
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risk of not recelving a refund of monles owed
from the facllity or being aware of potentlal
addltonal charges that can accur. Tha findings
ara:

A. Record review of R #1's admission/discharge
agreement dated 11/10/21, revealed no
documentation of a refund upon death policy that
was In compliance with NMAC 7.8.2.20 and (SB)
0335 - 2013.

B. Record review of R #2's admission/discharge
agresment dated 01/20/22, revealad no
dacumantation of a refund upon daath poticy that
was in compllanca with NMAC 7.8.2.20 and (SB)
0335 - 2013.

C. Record review of R #3's admisslon/dischargs
agreement dated 11/16/21, revealed no
documentation of a refund upon death paolicy that
was In compllance with NMAC 7.8.2.20 and (SB)
0336 - 2013.

D. Record review of R #4's admission/discharge
..|.agreament dated 01/01/22, revealed no e
documentation of a refund upon death policy that
was In complianca with NMAC 7.8.2,.20 and (SB)
0336 - 2013.

E. On 02/02/2022 at 10:05 am, during an
Interview with the Adminlstrator, she canfirmed
that R #'s 1-4 admission/discharge agreements
did not include a refund upon death policy that
was in compliance with NMAC 7.8.2.20 and (SB)
0335 - 2013.

A026] 7 NMAC 8.2.26 Individual Service Plan AD28

INDIVIDUAL SERVICE PLAN (ISP): An ISP ghall f '

Division of Health Improvemant : , .
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provided,

be developad and Implamented within ten (10)
calandar days of admission for each resident
reslding in the facllity.

A. The ISP shall address those areas of need as
identified In the resident evaluation and through
ataff obsarvation.

(1) The ISP shall detail the services that are
provided by tha facllity ag well as the services to
be provided by other agencies.

(2) The residant evaluation and the ISP shall be
reviewed and if needed revised by a licenaed
practical nurse, registered nurse or a physician
extender.

(3) The ISP shall be reviewed and or revised at a
minimum of every six (6) months or when thers is
a significant change In the resident ' s health
slatus.

B. The ISP shall include the following:

(1) a description of identified neads as noted In
the rasident evaluation;

{2) a written description of all sarvicas to ba
provided;

(3) who will provide the servicas,;

(4) when or how often the services will be

(6) how the services will be provided;

(6) wherae the sarvices will be provided;

(7) expected goals and outcomes of the services;
(8) documentation of tha facliity ' & determination
that it is able to meset the needs of the resident;
(9) the leve! of assistance that the resldent will
require with activities of daily living and with
maedications;

(10) a crisis prevention/intervention pian when
indicated by dlagnosls or behaviar; and

(11) current orders for all medications, Including
those authorized for PRN uaage.

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

ISP will no longer be completed

Before the resident moves in.

The Resident Care Director or designee
WIll complete ISP during the first 10 days
of a move in.

Goals and outcomes for services provided

will be documented on all ISP” s.

3‘9«507
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This REQUIREMENT Is nat met ae evidenced
by:
7.8.2.26 B (7)

Based on record review and interview the facility
fallad to ensure for 4 (R #s 1-4) of 4 (R #s 1-4)
residents whose Individual Service Plans (ISP'e)
ware raviewed for compliance:

1. Were completed within 10 days of
admisgsion.

‘2. Included goals and outcomes.

This deficlent practice could likely resault in
rasidants not recelving the higher level of care
and service neaded, bacause the Diract Care
Staff (DCS) do not know what care/services they
are to provide and/or achlaving the deslrad goals
and outcomes from services offered by the facility
if the ISPs do not Include:

1. Completion within 10 days of admission.

2. Goals and outcomes.

The findings are:

Findings related to ISPs not complated within
10-days

A. Record review of R #1's.Indlvidual Service
Plan (I8P) dated 01/06/22, revealed that the ISP
was not completed within 10-days after admission
on 11/10/21. '

B. Record review of R #3's Indlvidual Service
Plan (ISP) dated 01/10/21, revealed that the ISP
was not complated within 10-days after admisglon
on 11/16/21.
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D. On 02/02/22 at 11:08 am, during an Interview
with the Administrator, she confirmed that R #e 1
8. 3 I18Ps ware not completad prior to admisslon.

Findings related to ISP goals and outcomas.

F. Racord reviaw of R #1's Individual Servica
Plan (ISP) dated 01/06/22, revealed that the ISP
did not include goals and outcomea. \

G. Record review of R #2's Individual Service
Plan (ISP) dated 01/18/22, revealed that the ISP
did not Include goals and outcomes.

H. Record review of R #3's Indlvidual Service
Plan (ISP) dated 01/10/22, revealed that the ISP
did not include goals and outcomes.

I. Record raview of R #4's Individual Service Plan ' ' ]
(ISP} dated 01/01/22, revealed that the ISP did :
not Include goals and outcomes.

J. On 02/02/22 at 11:08 am, during an interview '
with the Adminlstrator, ehe confirmed that R #s .
1-4 [SPs dld not Include goals and outcomes.

A 066 7 NMAC 8.2.66 Staff and Resident Fire and AD6e
Safety Training -

STAFF AND RESIDENT FIRE AND SAFETY )
TRAINING: '
A. All staff of the facility shall know the location ' )
and the proper uaa of fire extinguishers and the
other procedures to be followed in case of fire or
other emergencies. The facliity should request
the local fire prevention authority to give periodic
instructions In tha use of fire prevention and
techniques of evacuation. . : '

B. Facllity staff shall be instructed as part of their : :

Divigion of Health tmprovament - ' 1
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duties to constantly strive to datect and eliminate 3- [ 9;.

potential safety hazards, such as loose handralls,
frayed electrical cords, blocked exits or exit-ways
and any other condition which could cause burna,
falls, or other perscnal Injury to the residents or
staff.

C. Each new resident admittad to the facliity shall
ba given an oriantation tour of the facility to
include the lacation of the exits, fire extingulshers
and telephones and shall be Instructed in the
actions to be taken In case of fire or other
emergencies,

D. Fire drill praceduras. The facliity must conduct
at least one (1) fire drill each month.

(1) Fire drills shall be held at diffsrent times of the
day, evening and night.

(2) The fire alarm system or detector system In
the facllity shall be used in the fire drills. During
the night, the fire drlll alarm may be sllenced.

(3) During the fire drills, emphasis shall be placed
upon ordary avacuation undar proper discipline
rather than upon speed.

(4) A recard of the conducted fire drills shall be
maintained on file In the facllity. The record shall

show the data and time of the drill, the number of

personnel participating in the drill, any problam(s)
noted during the drill and the evacuation time In
total minutes.

(5) The local fira dapartment may be requested to
supervise and participate in the fire drills.
[7.8.2.868 NMAC - Rp, 7.8.2.63 NMAC,

‘| 01/16/2010]

| This REQUIREMENT is not met as evidenced
by:
7.8.2.66 C

Basad on record review and Intérvlew, the facility

AO66

The Customer Service Director will
Conduct a tour/fire safety instruction
for all residents that have moved in
since November 2021 thru Feb 2022 and
going forward. They will sign the
Resldent Agreement Addendum
dated 3/3/22 stating the following:

I, (resident name) have been given
an orlentation tour of the facllity that
included the location of the exits,

fire extinguishers and telephones

Bd Was Thstructed on what to do

during a fire or other emergencies.
Fire safety and Evacuation tralning
will also happen monthly during

Resident counsel.
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falled to ensure that Resldents/Family members
racelvad fire safety and evacuation orientation
upon admisston to the facllity. This deficlent
practica could llkely result In all 51 (R #8 1-51)
residents listed on the census provided by the
Administrator on 01/31/22, to be at risk of of
harm, injury, or death if a fire or other emargency
ware to occur because residants/family membera
do not know where the fire safety equipmant is,
the avacuation route, and/or where the exits are.
The findings are:

A. Record review of R #s 1-4 resident flles,
ravealad no documentation that they or their
famllies recelved Fira Safety and Evacuation
orlentatfon upon admisslon to tha facility.

B. On 02/02/22 at 10:47 am, during an interview
with the Administrator, she confirmed that there
was no documentation that R #s 1-4 received fire
safety and evacuation orlentation upon
admission. '
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