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8000 Initial Comments 8000 LAIMER: THIS PLAN OF CORRECTION
CO STITUTES THIS FACIIkkTg S
ALLE F COM EF
Comgiaint survey competed on Q129125 t ORFICNCIES CTER, Ko, SUBsaon
omplaint survey completed on 01/26/25 for the
state requirements of NMAC 8.370.14, ADM'SC? '%NJK%“ (T:A D%ggggﬁyg&slsogm
Regulations for Asslsted Living Facilities for OF CORRECTION IS SUBMITTED TO MEET
Adults, REQUIREMENTS ESTABLISHED BY STATE AND
‘ FEDERAL LAW,
Resident Census. 20
complalnt Inteke NM|Jvas investigated
with deficiencles cited.
Complaint Intake NLFws Investigated
with deficiancies clted.
8020 8 NMAC 370.14.20 Admissions and Dischalge so0  [30%0
The fagllity creatad md"L lemented
‘The facility shall not admit or retain individupls ?g},:‘,",‘j"mm“ e skansiire e
that require 24 hour continuous nursing care, t;r R:he “‘"g‘?,?,"""“.‘.‘;"ﬁ&‘é. & 2:?33: n
rafor_to Subsection U of 8.370.14.7 NMAC and mm Hospioa or Home Health Clini an
definitions. This rule does not apply to hosgice Optional signatuse lines for facility health
residents who have elected to receive the s ng'%‘&”““ and resident advocate are
hospice benefit. Conditions or clrcumstanc
that usually require continuous nursing care may The faeil aled care
i rdination team meeting forma for alf
include but are not limited to the following: casldanta currantl racelving home heaith or
(1) ventilator dependency; . hosplce servicas.
(2) pressure sores and decubitus ulcers (stage The faclity has acded an agency coordination
1 or vy, review t0 a“‘é?'e?s"f'e%‘ 8 tggmda'
(3) intravenous therapy or Injeclicns; 8 on
Acm da (caten wegd
e(;g oy fondltlon requiring elther physical o ,fg,u',;:‘c‘,’,‘“m ; e o ca '*'%"g%.ﬂ':,ﬂ"""m
mical restralnts; each re racalving home haalth ar hospl
(6) nasogastic tubes o o e L oo 0 B
(6} tracheostamy care; ovIng any significant chenge In (he resldent's
(7) residents that present an imminent phygical
threat or danger to self or others; Complation date: February 20, 2025
(8) resldents whose psychologlcal or physipal
condition has declined and placemant In th
current faciiity 18 no longer appropriate as
determined by the PCP;
(9) residents with a dlagnoais that requires
Isolation technlques;
Pivision of Health Improvemeant
LABORATORY DIRECTOR'S OR PROVIDER/BUPPLIER REPRESENTAY(VE'S SIGNATURE TITLE (18) DATE
Sannes Administrator February 20, 2025
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(10) residents that requira the use of a hoy\r W, &

and

(1) ostomy (unless residant s abie to provide s B

self~-care). A LN

C. Excaptions to admlssion, readmisslon and RI¥E
retention: If a resldent requires a greater degrae
of care than the facility would normally provide or
is permitted to provide and the resident wishes to
be re-admitted or remaln in the facility and
facllity wishes to re-admit or retain the resident.
The facility shall comply with the following
requirements.

(1) Convene a tgam, comprised of:

(a) the facility administrater and a facllity heaith
care professional if desired; l

(b) the resldent or resident's surrogate de
maker; and

(¢) tha hosplce or home heaith clinician,

{2) The team shall jointly determine if the
rasldent should be admitted, readmitted or
atlowed to remaln in the faciity. Team approval
shall be In writing, signed and dated by all
membera and the approvel shall ba maintai
the resident's record and shall:

{a) be based upon an individual servics plan
{ISP) which |dentifies the resident's spec]
needs and addresses the menner that au
needs will be met;

{b) ensura that If the facllity is liceneed forjmore
than eight residents and does not have complate
fire sprinkiar coverage, the facliity shall maintain
an evacuation rating score of prompt as
determined by the fire safety equivalency system
(FSES),

The facility shall not admit or retain individuals
that require 24 hour continuous nursing care,
refar to Subsection U of 8.370.14.7 NMAC
definitions. This rula doas not apply to hoshice
residents who have elacted to racaive the

aion

d In

Divislon of Health Improvement
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hospice beneflt. Conditlons or clroumstancgs
that usually require continuous nursing careimay
Include but are not limited to the following:

(1) ventilator dependency;

(2) pressure sores and decubitus ulcers (stage
Hlor vy,

(3) intravenous therapy or Injections;

(4) any condition requiring either physlcal o
chemical restralnts;

(6) nasogasiric tubes;

{8) tracheostomy care;

{7) residents that present an imminent physical
thraet or danger to self or others;

(8) realdents whose psychological or physical
conditlon has declined and placement In t
current, facllity is no longer appropriate as
determined by the PCP,

(9) resldents with a diagnos!s that requires
|salation techniques;

(10} resldente that require the use of a hoyer IIf;
and

(11) ostomy (unless resident |s abls to provide
self-care),

C. Exceptions to admission, readmission apd
retention. If a rasldent raquires a greater degree
of care than the facility would normally provide or
Is permitted to provide and the restdent wishes to
be re-admiltted or ramain In the facliity ang%:.e

nt

)

facility wishes to re-admit or retain the re
The facility shall comply with the fellowing
requirements.

{1) Gonvene a team, comprised of:

(&) the facility administrator and a facllity health
care professional If desired; :L

(b) the resident or rasident's surrogate d
maker; and

(¢} the hospice or home heaith cliniclan,
(2) The team shall jointly determins if the
resldent should be admitted, readmitted or

sion
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allowed to remeln In the fadlity. Team approval
shall ba in writing, slgned and dated by all team
members and the approval shall be maintelned In
ihe resident's record and shall:

{a) be based upon an Individual service pl
(ISP} which identifies the resident's spacific
needs and addresses the manner that such
needs will be met;

(b) ensure that f the facllity Is Hcensed for(mors
than elght residents and does not have compléte
fire sprinkler covarage, the factiity shall malptain
an evacuation rating score of prompt as
determined by the fire safety equivalency system
(FSESY),

(¢) evaluate and outline how meeting the
specific needs of the resident will Impact thp staff
and tha other residents; and

(d) Include an independent advocate iUO:FS -]

certified ombudsman if requested by the resldent,
the famlly or the facility.
(3) The team racommendation shali be
malntained on site in the resident's file,
{4) When a resident |s discharged, the facl)ity
shall record where the resident was dlacha.}‘ged to
and what medicatlons were released with the
resident.
D. Caordination of care:
(1) Assisted living facllities shall have evlqenco
of care coordination on an ISP for all services
that are provided in the facility by an outsi
health care provider, such as haapice or hame
health providers,
(2) Residents shall be given a list of provi

applicable, the referring party shalt discl
ownerahip interest in a recommended or listed
provider, T

[8.370.14.20 NMAC - N, 7/1/2024]

Divielon of Haalth. Improvement
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8 0201 Continued From page 4

This REQUIREMENT is not met as eviden
by:
8.370.14.20 C (2)

and R #5) resklents who recel

meeting to determing that tha resldent can
admission approval, &nd was retalned In th
resident's records.

residents If thelr Powar of Attomey (POA)
thée resident file.

The findings are:

R#&2

A, Record raview of R #2's team maeting
agreement, dated revaaled that ¢
Administrator andlIC'\nician signed

documant, but R #2's POA dld not sign the
document.

B. On 01/28/25 at 3:53 pm. during an inter!
the Administrator confirmed R #2's POAdi

Based on record review and Interview, the facllity
fallad to ensure for 2 (R #2 and R #8) of 2 (R #2

services, that the team meating agreement|(a

admitted or remaln In the facllity) was signed and
deted by the convened team members for L

This deficient practice could llkely cause hqrm o

not sign the team approval and Is documented In

8020

Cad

oes

nly the
the

Y

aw,
not
the

sign the team maaling agreement between
tacility, thﬂ and the POA.
stated the POA attanded the mesting via
telephone, but did not sign the document &

reguired.
R#5

Diviajon of Haaith Improvemant
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8 020 | Continued From page 5 8020
C. Record reviaw of R #5's team masting
agreement, dated that oLdy the
Adminlstrator and signed the
document, but R #5's POA did not sign the
document,
D. On 01/28/25 at 8:15 am, during an intanyiew,
the Adminlstrator confirmed R #5's POA did/not
sign the document for ihe meeting between|the
ey, i< e POA. She
stated the POA atten e meeting via
telephons, but did not sign the document
required.
8 033 8 NMAC 370.14.33 Resldant Rights 8033 8.033
OFETPI_ﬁRATION AND suawssuog
All liceneed facliities shall understand, protact and 35’ COSST?OUTE AN ADMIS SION
respect the rights of all residents. AGREEM Y THE s L
A. Prior to admigslon to a facility, a resident and THE TRUTH OF THE FACTS Al LEGaD
legal representative shall be given a written c?gNBHE glgRNges%ErNgggToHFly}EE
description of the legal rights of the reslden smmenggg%%%% ; ss
transfated Int.o an?thar language, If necesegry, to PREPARED AND SUBMITTED SOLELY
meaet the resident's understanding. BECAUSE OF REQUIREMENTS UNDER
B. If the resident has no legal representative and STATE AND FEDERN— LAWS.
l8 incapable of understanding his or her legal The hd% a8 poutod oﬂ the faciiity bulletin
rights, @ written copy of the resident’s legal (ights be mmaﬂr‘: g.mbwtg: &o;aka‘gvlmp‘ rr%mdamm!
shall be provided to the moat significant ?::nles. cash and financiat Information in
rasponsible party In the following order: Resldent rooms,
(1) the resident's spouse; The acllty uilzed e educatonal
(2) significant other; titled "Re aonn nghts in Assistad Liv
(3) any of the residents adut children; 'o'!‘:?fur%vw e }g?i:ml"n:' ém st
(4) the resident's parents; acknowiadgmant of rece mun&’mammg
(5) any relativa the resldent has lived with for eix after complatlon of the educational tralning.
or more months before admlssl9n: Tha facllity Administrator and Resldent
(8) a person who has been caring for, or paylng Care Coordinalor will cantinuously monftor
benefits on behaelf of the resident; by °bB°N3"°" for potenlal warnings signs
* abuse, naglact, of oxp!oltatlon
(M) a p!aclng agency, {misappropriation of proparty).
(€) recident & v o Complstion date: February 20, 2025
Divialen of Health Improvement
STATE FORM 0089 H57211 It continuatian shest B8 of 19
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8033 | Continued From page 6 8033
(9) the ombudsman,
C. The resident rights shall be posted in a
consplcuous public place in the facllity and shall
Includa the telephone numbers for the (ncident
menagement hotline and for the state
ombudsman program,
D. To protect resident rights, the facllity shal:
{1) treat all residents with courtesy, resp
dignity and compassion;
(2) not discriminate In admisalon or sarvi
based on gender, sexual orlentation, resldept's
age, racs, religlon, physical or mental disabllity, or
nationality,
(3) provide rasldants written information abput all
services provided by the facliity and their costs
and give advance wrltten notice of any changes;
{4) provide resldents with a safe and san
living enviranment;
{5) provide humane care for all residents;
(8) pravide the right to privacy, Including privacy
during medical examinations, consultations iand
treatment;
(7) protect the confidentiality of the resident's
medical record;
(8) protect the right to personal privacy, Including
privacy In personal hyglena; privacy during Visits
with a spouse, family member or other visltor;
and privacy in the residen{'s own room;
(9) protect the right to communicate privatgly and
fraely with any person, Including private
talaphone convarsations and private
correspondence; and the right to recelve vigls
from family, frlends, lawyers, ombudsmen and
community arganizations; u]
(10} prahlbit 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 expleitation);
Division of Health Improvement
STATE FORM o5 HE7211 If sontinuation ehast 7 of 18
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(b) ara fraea from financial abuse and
misappropriation by facllity staff or managerent; )

(c) ara free to participate In rellglous, social,
communlty and other activitles and freely
asaoclate with persons in and out of the facility;

(d) are free to leava tha facliity and return
without unreasonable restriction,

(@) are given a 15 calendar day, written nofice
beafore room transfers or discharge from the
facllity unless thare is immadiate danger to gelf or
others In the faciity:

(A have an envirenment that fogters soclal
Interaction: and avolds soclal isolation;

(g) or thelr surrogate declelon makers, are
informed of and consent to the services previded
by the faclilty

(h) have the right to voice grievances to th
facllity staff, public officlals, the ombudsmer), any
state agancy, or any other person, withaut ier of
reprisal or retaliation;

{) have the right to have thelr complaints
addressed within 14 calender days or sooner;

() have the right to particlpats In the
development of their care pian/iSP;

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

{) have the right to participate in medical
{reatment declsions and formulaie advance
directives such as iving wills and powers of
attorney,

{m}have the right to keep and use person]|

possessions without [ogs or damage;

(n} have the right 0 manage and control {
personal fihances;

(0) have the right to freely organize and
panicipate in a resident agsociation that m
recommend changes In the facility's policles,
services and management;

(p) shall not ba required to work for the fagllity;

elr

STATE FORM
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and
{q) are protected from unjustified room tra
or discharge.

unless thig restriction Is for the health and
of the resident, agreed to by tha resident
resldent's surrcgate deciglon maker and
In tha resident's Individual service plan.
[8.370.14.33 NMAC - N, 7/1/2024)

This REQUIREMENT I8 not met as eviden
by
8.370.14.33D 11 (b)

falled to ensure for 1 (R #1) of 1 (R #1) resident
that they were free from financial exploitatign by
staf?.

This deficlant practice could likely rasult in
residents experiencing both financlal and

considérable Importance, size, or worth) logs of
incoms.

The findinga are:

A. Record

of Complaint Intake)
received on%ealed:

1. R#1rep debit card was missing
and the last tim had It was on 09/07/24 ol
[name of restaurant) and (name of store). T

canceled, The bank noted multiple chargesjon
the card between 09/07/24 and 08/12/24
the card was discovered missing. The
unautho charges amountad to $1,281.78. R
tat was with [name of DCS #1) when
last hed the card, [Name of DCS #1] wr;
called (by the Adminlstrator) and asked if she

Based on record review and Interview, the fpcility

psychosoclal harm resulting from a substantiel (of

bank was called to report the card missing and ha

{%4) D SUMMARY STATEMENT OF DEFICIENCIES 1v) PROVIDER'S PLAN OF CORRECTION (X85)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLL PREFIX (EACH CORRECTIVE ACTION SHOULR BE COMPLETE
TG REGULATORY OR LSC IDENTIRYING INFORMAT)ON} AG CROBB-REFERENCED TO THE APPROPRIATE DATH
DEFICIENCY)
8033| Continued From page 8 8033
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could look for the missing card. (Nama of DFS

#1] brought the card In (to the facility) stating she

found It In her pocket and just forgot to glveﬁt

back to [name of R #1].

2. A police report was made with case
number 24PD413828 being assigned to the ¢ase.

—y

After the report was filed with (name of |
police departmant), [name of DCS #1] came Into
the facliity office and confessed (¢ using [name of
R #1's) card. [Name of DCS] stated she plahned
to pay {name of R #1) back on her next pay| date.
The officer assigned to tha case was called| back
to the facility to take [name of DCS #1's]
statement.

3. [Name of R #1) wished to press chafges
agalnst [name of DCS #1].

B. Record raview of the "Statement of Probable

officer] was dispatchad to [address of facill
reference to fraud (a resldent had unautho
uae of her deblt card).

2. [Name of R #1] statecf] gave herliname

out to eat on 08/07/24.
gave [name of DCS #1
bilf at [name of restauran
back and a ot of money had been spent t
over $1,000.00.
3. [Nama of Resident Care Coaordinator}

advised the officer, when she called [nama|of

tinancial Institution] to cancal the deblt card and
see If the debit had been used, she (Re
Care Coordlnator) was notified of the charges on
the debit card from 08/09/24 through 09/12/24.

4, [Name of Adminlsirator] advised the officer,
Division of Haafih Improvemant
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[name of R #1] had not been out of the f
since Saturday (09/07/24) so [nama of R #1)
would nct have been able to use the debit ¢ard.
8. [Name of Adminlsirator] advised the officer,
she called [name of DCS #1] and acted llk
{name of R #1] could not fi bit card.
[Name of Administralor] state told [name of
DCS #1] that [nams of R #1] was with her (DCS
#1) on Saturday (09/07/24) and aa#er f she

could chack to see if she could fin canit
card, (Name of Administrator] stated [name of
DCS #1) called har back and told her she fdund
the deblt card and would bring it to the facilty.
8. [Name of Adminlstrator] provided 1
officer with [name of R #1's] bank statemerjts
showlng a total of elght transactions and thjee
pending transactlons totaling $1,281.79,
7. Tha officer {eft the facllity and arrl
home address for [name of DCS #1). [Nal
DCS #1] told the officer she used [name
#1's] debit card on Saturday (09/07/24) to yay for
[name of restaurant]. Yhen the officer ask
[name of DCS #1) if she made the transactjons
on [name of R #1's] debit card since Saturday
(08/07/24), she said no. [Name of DCS #1][told
the officer that she did not provide anyone
[name of R #1's) deblt card and no one eled had
access to it.
8. The officer was dispatched back to {he
facllity at 1400 hours (2:.00 pm) because [Name
of Restdent Care Coordinator) stated (name of
DCS #1) was requesting to spaak with him| Upon
hig arrival {0 the facillty, [nama of DCS #1]
advised him that she was the one who ma
transactions on [nama of R #1's] debit card.
{Name of DCS #1] stated she made the
transactlong because [name of R #1] had It her
barrow money before and she paid her back last
time, 8o she thought It was alright to do It this
time. [Name of DCS #1)] stated she was geing to

atthe
of

the

STATE FORM

Divisien of Health Improvement

e H87211

it cotinuetion shoet 11 of 19



Feb.20.2025 04:11 PM Willow Manor 5755466024 PAGE. 13/ 20
PRINTED: 02/10/2026
FORM APPROVED
sion ment
STATEMENT OF REFICIENGIES (1) PROVIDER/SBUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: iy COMPLETED
c
7208 8. Wi 01/29/20286
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
818 W ADOSBE DRIVE
QUALITY LIFE MANAGEMENT LLC DBA WILLOW MAI DEMING, NM 88030
o4) 10 SUMMARY STATEMENT OF DEFICIENCIE] 5] PROVIDER'S PLAN OF CORRECTION [0
PREFIX {EACH DEFICIENCY MUST 8E PRECEQED BY FULL PREFIX (EAGH CORRECTIVE ACTION 8HOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING (NFORMATION) TAQ CRO$S-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
8 033 | Continued From page 11 8033
pay [name of R #1] back.

9. [Name of DCS #1] was charged wlt\\ 1
counts of Financial Institutions and regulations for
each uge of the dabit card and one count
embezzlemeant,

C. Record review of DCS #1's Employes
Handbook ravealed DCS #1 acknowledged and
glgned the following facility policies on 08/Q1/23:
1. Financial affalrs of residents: Emplayees
are not allowed to asslst regldents with the|r
financial affairs.
2. Gratuitles: Employees are not aliowed to

accept any gift, gratulty, money, or loan of'any
Kind from residents.

0. Record reviaw of R #1's bank statemernis
from 08/08/24 through 08/12/24 reveaied

restaurant] totaling $48.58 (fransaction
09/11/24),

2. 08/10/24: A transaction from [nameof local
drugstors) totaling $26.49.

3. 09/10124: A transaction from {name!of local
store] totaling $163.28,

4. 09/10/24; A 5103,95 ATM withdrawal.

6. 00/10/24: Atransaction from [name|of locel
stors} totaling $63.12 (transaction clearad
09/11/24).

8. 09/11/24: A $200.00 ATM withd

7. 09/11/24: A $203.85 ATM withdr

8, 09/11/24: Atransaction from [hameof
rastaurant] totaling $28.65 (trangaction cleared on
00/12/24).

9. 09/11/24: A $203.95 ATM withdr
(transaction cleared on 08/12/24).

10. 0B/12/24: Atransacticn from [namg of

Divislon of Health Improvement
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local drugstore) totaling $61.81
(Total amount of all transactions was $1,281.79)
E. On01/26/26 at 3:32 ring an Interview,
R #1 stated DCS #1 too b [name of store)
and afterward to [na urant] o
09/07/24. R #1 state ve DCS #1
to pay the bil), paid for the
ebit card. R #1 stated DCS#1 dro
off back at the facillty but never gav
card back. R #1 stated DCS #1 didt not pa
back any money.
F. On 01/28/25 at 1:01 pm, during an In(el ow,
the Admintstrator confirmed 1 finanaially
exploltad R #1 when ehe too bit card
incurring finiancial fransations on 09/08/24
through 09/12/24, 8.034
TS o et s st
8034 8 NMAC 370.4.34 Custodial Drug Permi 8034 oot in usa. Tho sianage alao indicates
thls rcoom Is for authorized personnal only.
A facliity with two or more residents that ls The Adminisirator posted an education mema
ficensed pursuant to this rule and thet assists with E'n"é‘é"m‘m :{gne.l%‘ : éﬁmmm O%La o
self-administration or safeguards medications for - 0
realdents shall have a current custodial o :Manon for proper medlcauo: otorf:g:;
permit Iasued by the state boerd of pharm | madications were removed from fau
A Procurement, labellng and slorage: Th d e e I safag saried
facllity shall provide asslstance o the resident in agalnat use awalling delivery of new medication
oblaining the necessary medications, treatment slorage cabinet.
R s o T o oo miadiaaon cAbimets hes
f
The facility shall procure, label and store bean 5 gd 2:'{‘,‘5 Administrator agends for
medicatlons for residents who reéquire assistance Inapeci og of the mdlealllohn 'gabinm gond meglloatlon
with salf-adminlistration of medication In room at lsaat once a month 10 revi r compllance
compliance with state and federal laws, [t T QU o i end sl ot i
(1) All medications, Including non-prescrl;:tion (calendar).
drugs, shall be stored In & focked compartmant or Completion date: February 20, 2025
in a locked room, as approved by the boary of mplotlon date: February 20,
pharmacy and the key shall bs In the care of the
administrator or designee.
Divigion of Heallh Impravement
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(2} Internal madication shall be kept sepaiate

forms.

(3) A separate, locked refrigerator shall b
provided by the facllity for medications. The
refrigerator temperature shall be Kept In
compliance with the atate board of phar
requirements for medications.

(4} All madications, Including non-prescri
medications, shail be stered in separate
compartiments for each resident and all
medications shall be labeled with the resident's
name,

(6) A resicent may ba parmitted to keep h|s or
har own medication In & locked compartment In
his or her room for self-administration, if tha
physiclan's order deems it appropriate.

(8) The facllity shall not require the resldents to
purchage medications from any pharmecy

{(7) Medical gases (oxygen) and equipment used
for the administration of Inhalation therapyiand for
resuscitative purposes shall comply with t
national fire protection association {NFPA) 08

{8) A proof of use record shall be malntained
separately for @ach schedule Il through 1Vidrug
(controlled substances). The proof of usegheet
shall document.

{a) the type and strength of the echedulel
through IV drugs;

{b) the date and time staff assisted with
solf-administration;

(c) the rasident's name;

(d) the prescriber's name;

(e) the dose;

(f} the signature of the person assisting With
delivery of the medication; and

(g} the balance of medication remalning.
(8) Any remaining medication discontinued by a
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physiclan's order, or upon discharge or ¢
tha reaidant ahall be Inventoried and move
separate locked storage container. Such

discontinued medications shall be destroy
upon tha next quarterly visit by the consultl
pharmaclst in accordance with 16.19.11.1

NMAC.

{10) Tha record of medication destruction
be signed by the administrator or designes
the pharmacist and shall be kept on file at
facliity.

8. Consulting pharmacist: The facility sha
maintaln records demonstrating that the

consulting pharmaclst provides the followin
oversight and guidance.

but &t least quarterly/every three months, t

thess Imegularities shall be resolved by the
adminlstrator within 72 hours.

(2) A system of records of recalpt and dis
of all drugs In sufficient detall to enable an
accurate reconclliation.

for assuring that the facility meets all

and documentation of medications as requ
the state board of pharmacy, 16.19.11.10
and 8.370.14 NMAC.

[8.370.14.34 NMAC - N, 7/1/2024}

by:

hall
and

(1) Reviews the medication regimen as needed,

determine that all medications and racords|are
accurate and current, All ircagularities shal) be
reported o the adminlatrator of the facllity and

tion

(3) Consultation shall be provided on all agpects
of pharmacy servicea In the facllity, Including
raference Iinformation regarding side effects and,
when neaded, physiclan conaultation In cages
involving the use of paychotropic medications,

(4) The conauiting pharmacist will be resansibla

requiraments for storags, labeling, destruction

by
MAG

Thie REQUIREMENT (s not met a3 evidenced

8034

Divialon of Keaith Improvament
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Continued From page 15
8.370.14.34 A (1)

Based on observation and interview, the faphity
falled to ensure for2 (R#sB8and 7) of 2 (R#s 6
and 7) that their meédications were stored in a
locked compartment or locked room.,

This deficient practice could llkely cause harm to
resicdents If medications are not secured arid
rasidenta can access them, and become llljfrom
ingesting medications that are not prescribed to
tham.

The findings are:

A. On 01722425 at 9:09 am, during an Intsq/low.
R #2's Power of Attorney (POA) stated she had
concems that medications wera not baing
sacured according lo regulations. She stated the
door to the medication room was open at various
times during July 2024.

8, On 01/27/26 st 1:18 pm, during an
ohservatlon of the facility's medication ¢
revealed the door was unlocked to the roorn and

8034

tha bottom right drawer of the medication
was unlocked. The unlocked medication
contained the foltowing medications ass
R #86 and R#7.

Divialon of Health Imprevement
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E. On01/27/25 at 1:22 pm, during an interview 8.055
the Administrator confirmed the medications for R The facllity has added * jver cleaning
#8 and R #7 were unsecured In an unlocked taske® to the webbafed 20 arelused by
drawsr In the medication cablnet and the the facilty for assigning and tracking tasks.
medication room was unlacked. The facllity posted an educational tralnl
tiiad *How to Clean a Bathroem’ for stal
r%vklewwand lmInI{\ % rsatgg ta’r“u‘&d nderstandin
i moent o ul
S 550115 INNIAL S70.16.55 Toret iend Bat g Eactios 8058 :ﬂef complation of tha aducations! tralning. ‘
Tollet and bathing facilities shall be locat The Adminislrator will audit the *Ceragiver
appropriately to meet the needs of residents. g’::‘“p{gﬂg:."xa ﬁﬂ:ﬁﬂ‘;‘ﬁgﬂﬁg&mw
A, Aminimum of one tollet, ons sink and ona will phyolﬁlaﬂ tn?pe?th Mhm'?[{:"sfmmgg on ’
bathing unit shall be provided for every eight on 8 WasKly DRu. T e D ators.
residante or fraction thereof. ] ;%:'?,ﬁ,?;‘;.ﬁ?,’;%‘.’;{'“ onke lstretor's
(1) The facility shall provide at least one tub and .
one shower or combination unit to allow fr Complation data: February 20, 2025
Diviaion of Health improvernent
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residents bathing preference.

(2) Facliities with four or mare residents shall
provide a handicap accessible bathroom f:

evary thirty

(30) resldents that allows for a bathing
preferance.

B. Fadlities with four or more residents myst
comply with accesslbility requirements for the
disabled.

C. Tollet, sink and hathing facliities shall

readily available to the residents. No passage
through a resident room by another residept to
reach & tollet, bathing unit or sink facility shall be
permitied.
D. The combination type tub and shower shall be
permitied.
£. Afacllity with four or more residents has
fiva-In staff shall provide & separate toliet, ink
and bathing facllity for staff.
F. Tollets, tubs and showers shall be prav{ded
with grab bars,

G. Tubs and showers shall have a slip reTatant

surface,
H. The floars of bathrooms ard bathing fapillﬂes
shall have smooth, waterproof and slip-resistant
surfaces.

I, Tollet paper and soap shall be provided
each toltet room.

J. 'The use of a common towel shall be
prohibited.

K. Bathrooms and lavatories shall ba cleag»ed a3
often as necessary to maintain a clean an
aanitary condition.

[8.370.14.55 NMAGC - N, 7/1/2024]

n

This REQUIREMENT is not mat aa evlde@ced
by:
8.370.14.55 K

Division of Health Improvement
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Basad on ohearvation and intarview the faclilty

falled to ensure that resident bathrooms were In

sanitary conditions.

This deficiant practice could llkely cause hlarm to

residents If they are exposed to germs or pther

bacteria whan using the bathrooms.

The findings are;

en rco
following was i
1. Brown stains on the floor near the base of

A. On 01/28/25 at 9:39 am, during an observation

the toilet.
2. Gray and light brown staing on the phower
floor.
3. Brown stains on the wall bahind the toilet
and on the wall {o the left of the tollet.
4, Brown stalns on the tollet seat.
8. Brown gtains n the tollet bowl.

B. On 01/28/25 at 1:01 pm, during an inte
the Adminliste room
between roo had staine cn
the ficor near the base of the toilet, the shbwer
floor, the walls near the toilet, 1ha toliet seat and
toilet bowl.
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