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(A000) Initlal Comments {A 000) 06/30/2022
The following deficlencles were clted during a POC 2019
RevisitFollow-up survey completed on 09/25/19
for the state requirements of 7 NMAC 8.2, A20
Regulstions for Assisted Living. The BOM (business office
{A020) 7 NMAG 8.2.20 Admisslons and Discharge oy | Manager)& :
The Executive Director will be
ADMISSIONS AND DISCHARGE: The faclity responsible

shali complete an admisslon agreement for sach

resident. The edministrator of the acllity or a For the following™

deslgnee responsible for admission decisions
shall mest with the resident or the resident’ s
surrogate deciaion maker prior to admlasion. No
resident shall ba admitted who Is below the age
of eightaen (18) or for whom the facllity Is unable
to provide appropriate care.

A Admisslon agreement. The admission
agreement shall Include the following Information:
{1) the parties to the agreement:

{2) the program namative;

(3) the facility’s rules;

(4) the cost of services and the method of
payment;

(5) the refund provision In case of death, transfer,
voluntary or Involuntary discharge;

{6) Infomation to formulate advance directives:
(7) a written description of the legal rights of the
residents translated Into another language, If
necessary;

. (8) the facllity's staffing ratio;

(8) wiitten authorization for staff to assist with
medicatlons;

{10) notification of rights and responsibifitias
pursuant to the Incldent Reporting Inteke,
Processing and Tralning Requirements, 7.1.13
NMAC;

{11) the faclilty ' s bad hold poficy; and

(12) the admission agreament may ba tarminated

resident Admission/Discharge
Agreements to ensure:
1. That the Refund Upon Death
policy is in compliance with Senate
Bill $80335-2013 and Regulations
for Assisted Living 7 NMAC 8.2.20.
2. That the Agreements state that
it can be terminated by the facility
“if" an appropriate placement has
been found for the resident.
Current resident
Admission/Discharge Agreements
will be updated with the correct
information and an addendum wilt
be signed by all residents and/or
Legal Representatives. Going
forward, new resident
Admission/Discharge Agreements
will updated with the correct
information. ——

The facility will review all current 5}

If an appropriate placement Is found for the , Willbe completed by 7/31/2022 7
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resldent, under the following circumstances:

(a) there shall be a fiftean (15) day written notice
of termination given to the resident or his or her
surrogats decislon maker, unless the resident
requests the termination;

{b) the resident has falled to pay for a stay at the
facllity as defined In the admisslon agreement;
(o) the facllity ceases to aperate or Is no longer
able to provide services to the resident;

{d) the resident ' s health has improved
sufficlently and therefore no longer requires the
services of the facliity;

(e) lermination without prior notice Is permiited In
emergenoy siluations for the following reasons:
(1) the transfer or discharge is nacessary for the
rasident's safety and welfare;

(i) the resident's nasds cannot aafely ba met in
the faciity; or

(i) the safety and health of other residents and
staff In the facility ere endangered;

(13) the feciiity shall provide a thirly (30) day
written notice (o residents regarding any changes
In the cost or the material services provided; a
new or amended admission agreement must be
executed whenever services, costs or other
material tarms are changed; and

{14) fadliities representing thelr services as "
speclalized " must disclose evidence of staff
speclaity training to prospactive residents.

8. Restrictlons In admission. The facifity shall not
admit or retaln Individuals that require twenty-four
(24) hour cantinuous nursing cars, refer lo
Subsectlon U of 7.8.2.7 NMAC Definitions, This
rule does not apply to hasplce residents who
have elacted to recalve the hosplce benefit.
Conditions or clrcumstances thet usually require
continuous nursing care may include but are not
limited to the following:

{1) ventilator dependency,

{A 020)
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(2) prassure sores and dacubitus ulcers (stage !li
or V),

(3) intravenous therapy or injections;

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

(6) nasogastric tubes;

(6) tracheoslomy care;

(7) residents that present an imminent physical
threat or danger to self or others;

(8) residents whose psychologlcal or physical
condition hes daclined and placement in the
current faciity Is no longer appropriate as
determined by the PCP;

(9) residents with a dlagnosis that requires
lsolation techniques;

(10) residents that require the use of a Hoyer lift;
and

{11) ostomy (unless resident Is able to provide
gelf care),

C. Excaptions to admisslon, readmission and
retention. If a resident requires a greater degree
of care than tha facility would normally provide or
is permitied to provide and the resident wishes to
be re-admitted or ramain In the facllity and the
facllity wishes to re-admit or retain the resident.
The facllity shall comply with the following
requirements,

(1) Convene 8 team, comprised of:

{a) the facillty administrator and a facfity health
care professional If desired;

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

{c) the hospica or home health cliniclan.

(2) The team shall jointly determins If the resident
should be admitted, readmitted or allowed to
remain in the faciiity. Team approval shall he in
wiiting, signed and datad by all team members
and the approval shall be malntalned In the
resident’s record end shall:

7\
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(a) be based upon an Indlvidual service plan
{1SP) which identifies the resident's specific
needs and addresses the manner that such
needs will be met;

(b) ensure that If the facllity Is licensed for more
than elght (8) resldents and does not have
complete fire sprinkler coverage, the facifity shall
maintain an evacuation rating score of prompt as
detarmined by tha fire aafety equivalency system
(FSES);

{c) evaluate and outline how meeting the speclfic
needs af the resident will impact the staff and the
other resldents; and

(d) include an independent advocate such as a
certifiad ombudsman If requested by the resident,
the family or the facliity.

(3) The team recommendation shall be
malintained on site In the resident’ s file.

(4) When a resident {s discharged, the facHity
shall record where the resident was dlscharged to
and what medications were relsased with the
resident.

D. Coordination of care.

(1) Asslsted living facllities shall have evidence of
care caordination on an ISP for all sarvices that
are provided In the facllity by an outside health
care provider, such es hospice or home health
providers,

(2) Rasidants shall be given a (ist of providers,
Including hospice and home health if applicable,
and have the right to choose thelr provider. If
applicable, the raferring party shall disclose any
ownershlip Interest In a recommended or listed
provider.

[7.8.2.20 NMAC - Rp, 7.8.2.19 NMAC & 7.8.2.20
NMAC, 01/16/2010)

{A 020)
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This REQUIREMENT Is not met as evidenced
by:

7.8.2.20 A (5) (12)

This is a uncorrected deficlency from survey
dated 05/14/10

$B0336- 2013

AN ACT RELATING TO HEALTH CARE;
REQUIRING CONTRACTS FOR ASSISTED
LIVING FACILITIES TO CONTAIN AREFUND
POLICY UPON TERMINATION OF A
CONTRACT DUE TO THE DEATH OF THE
RESIDENT; PROVIDING FOR STORAGE OF A
RESIDENT'S BELONGINGS; DECLARING AN
EMERQGENCY. BE IT ENACTED BY THE
LEGISLATURE OF THE STATE OF NEW
MEXICO:

SECTION 1. A naw section of the Public
Health Act Is enacted to read:

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

A. The contract for each resldent of an
assisied living facllity shall include a refund poticy
to be implemented at the time of a residents
death. The refund pollcy shall provide that the
resldent's estate or responsible parly is entitled to
a prorated refund based on the calculated dally
rate for any unused portion of payment beyond
the termination date after all charges have been
paid {o the licensee. For the purpase of this
seaction, the termination date shall be the date the
unit is vacated by the resident due to the
resldent's death and cleared of all personal
belangings.

B. [fa resident's belongings are nat
removed within one week of the resident’s death
and the amount of belongings does not preclude
renting the unit, the facllity may clear the unit and

{A 020}
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charge the resident’s estate for moving and
storing the llems at a rate equel to the actual cost
to the facllity, not to exceed ten percent of the
regular rate for the unlt; provided that the
responslble party (or the resident Is glven notice
at least one week before the resident's
balongings are removed. If the resident's
balongings are not claimed within forly-five days
after nolification, the facllity may dispose of them.

C. Forthe purposes of this section,
“agsisted living facllity means a facliity required
to be licensed as an assisted living facliity for
adults by the department of health.”

SECTION 2, EMERGENCY .-t Is nacessary
for the public peace, health and safely that this
act take effact Immediataly.

Based an record review and interview the facliity
falled to ensure that the:

1. Admisslon/Discharge Agreements included
a refund upon death policy in compliance with
NMAC 7.8.2.20, (SB) 0335 - 2013,

2. Agreament may be terminated *if* an
appropriate placement Is found for the resldent.

These deficlent practices have the potentia! for aft
45 (R #s 1-45) residents identified on the census
provided by the Executive Director on 08/24/18,
to be at risk of;

1. The resldent’s astate or responsible party
suffering financial hardship by not recelving the
refund that Is due upon the resident's death or
being aware of additlonal charges that may be
owed.

2. Becaming homeless If they do not have a
ptace to go before belng discharged.

The findings related to the Admissiona/Diacherge
agreement.
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;;Eliiti‘d. : m'?'# e R R v bl
und. In ac with
A. Record raview of R #4's Admisslon/Discharge Service e I 1 Agreemeat I rminasg bt e soda ey O Montily
8. following thirty 30) days written notice; e

agresement dated 06/28/13 revealed, that It did
not Include the following Informatlon:

1. Arefund provislon In case of death that
was In compliance with NMAC 7.8.2.20, (SB)
0336 - 2013,

2. The agreeament may be tarminated "if" an
appropriate placament is found for the rasident.

B. Record review of the facility's currant (blank)
Admisslon/Discharge agreement revealed, it was
not In compllance with NMAC 7.8.2.20, {(SB) 0335
- 2043,

Ty

C. On 10/01/19 at 2:00 pm, during an Interview
with the Executlve Diractor, she confirmed that
nelther R #4's or the facllity’s current
Admisslon/Discharge Agreaments Included:

1. Arefund provision in case of death that
was In compliancs witlh NMAC 7.8,2.20, (SB)
0336 - 2013.

2. The agreement may be tarminated *If’ an
appropriate placement Is found for the resident,

{A 022) 7 NMAC 8.2.22 Facliity Reports, Records, Rules,
Policles

FACILITY REPORTS, RECORDS, RULES,
POLICIES AND PROCEDURES:

A. Reports and records. Each facllity shall keep
the following reports, racords, policies and
procedures on file at the facllity and make them
available for review upon request by the licensing
authority, residents, potential residents or their
surrogate declsion makers:

(1) fire inspection report;

(2) zoning approval;

(3) bullding offictal approval {certificate of

b, because you require eare that is not offered 3
¢ by reason of death. et

Refunds will be prorated (using 30.5 days to calcvlate the Dail

g ly Rate) from the I '
termination date'or the date by which you have vacated and all of yar belong;u‘gsh:: .
removed from Communlty, Unless probibited by law, you agree we may offset such

refuds by any amount due under the terms of this Agrecment,

2, Dischargs policy will be added to allnew Move In packets to share |
with resident and famifles,

3, Business Ofilce Mansges, Salas & Muarketing Manager and
Executive Dicector Inserviced on 11/8/19 of correct conteset and
wddandum to current contract,

]
Exacutive Olractar, or designee, to monitor new contract signings, as wall

I 5 cursent resident sddendums end report to QA for 3 months,

{A022)
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occupancy);
(4) a copy of the approved buliding plans;
(6) a copy of the most recent survey conducted
by the licansing authority, to include adverse
actions or appeals and complaints;
(8) for facliitles with food establishments/kitchens
that require a pemmit from the local heaith
authority thal has jurisdiction, a copy of the
current Inspeaction report In accordance with the
applicable, municlpal, or federel laws and
ragulations and purauant to Subsection B of
7.8.2.8 NMAC, regarding kitchen and food
management; If a facility is considered a licensed
private home and not required to mest speclfic
[ raquirements by the local health authority, a copy
of that determination must also be maintained;
(7) whare necessary, a copy of the liquid waste
disposal and treatment system permit from the
local health authority that has jurisdiction;
{8) thirty (30) days of menus as planned,
Including snacks and thirty (30) days of menus as
served, Including snacks;
(9) record of monthly fire drills conducted at the
facility and the fire safely evaluation system
(FSES) rating, If applicable;
(10) writtean emergency plans, policies and
procedures for medical emergencies, power
fallure, fire or natural disaster; plans shall Include
evacuallon, persons to be notlfied, emergency
equipment, evacuation routes, refuge areas and
the respansibliiities of personnel during
emergencies; plans shall also Included a list of
transportation resources that are immed|ately
available to transport the residents to another
location In en emergency; the emergency
preparadness plan shall address two types of
emargencies:
(a) an emergency that affects just the facliity; and
(b) a reglon/area wide emergency;

Divislan of Haalth tmprovement
STATE FORM Ctd La7Le2 If continuation shest Bof 48
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{11) a capy of this rule, Requirements for
Asslsted Living Facllittes for Aduits, 7.8.2 NMAC),
{12) far facliities with two or more residents (that
are not related to the owner), a valid custodial
drug permit Issued by the NM boerd of pharmacy,
that supervise adminlstration and
self-administration of medications or safeguards
with regard to medications for the residents; and
{13) vacclnation records for pets In the facility.
B. Reports and records. Each facllity shall keep
the following reports, records, policles and
procadures on file at the facllity and make them
avallable for review upon requast by the licensing
authority:

{1) a copy of the facllity license;

(2) employee personnel records, including an
application for employment, training recards and
personnel actions:

(a) caragiver criminal history scrasning
documentation pursuant to 7.1.9 NMAC;

{b) employes abuse registry documentation
pursuant to 7.1.12 NMAC; and

(3) a copy of all waivers or varlances granted by
the licensing authority,

C. Rules. Prior to admisslion to a facllity a
prospactive resldent or his or her representative
shall be given a copy of the facllity rules, Each
fachiity shall have written rules pertalning to
rosident ' s rights and shall include the following:
(1) resident use of tobacco and alcohol;

(2) resldent use of facility telephone or personal
cell phone;

(3) resident use of televislon, radlo, stereo and
cd;

(4) the use and safekeeping of residents *
personal property;

(5) meal avallabliity and times;

(6) resident use of common areas;

(7) accammeodation of resident ' s pets; and

{A022)
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(8) resldent use of electric blankets and
appllances.

D. Policles and procedures. All faciiitles shall
hava written policles and pracedures covering the
following areas:

(1) actions o be taken in case of accldents or
emergencles;

{2) pollcy and pracedure for updating and
consalldating the residents current physician or
PCP orders, treatments and diet plans every six
(8) months or when a significant change occurs,
such as a hospital admisslon;

(3) pollcy for medication arrors;

(4) method of staying Informad when residenta
are away from the facllily (e.g., sign-out sheets or
other racord Indicating where the resident will be,
cell phone contact, etc.);

(6) the handling of resident's funds, if the facility
provides auch services;

(6) reporting of Incidents, including abuse,
neglect and misappropriation of property, injuties
of unknown cause, environmental hazards and
law enfarcament Interventions In accordance with
7.1.13 NMAC;

{7) reporting and Investigating internal
complalnts;

(8) reporting and investigating complaints to the
Incident management bureau;

(9) staff and resident fire and safety training;

(10) smoking policy for staff, residents and
visltors;

{11) the facllity's bed hold policy;

{12) admisslon agreement;

(13) admisslon records;

(14) resldent records Including maintenance and
racord retention If the facllity closes;

(16) program narratlve;

(16) resident's rights with ragard to making health
care declslons and the formulation of advance

{A022)
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directives;

{17) personnel policles;

{18) Identifying and safeguarding resldent
possessions;

{19) securing medical asslistance If a resident's
own physiclan Is not available;

(20) staff tralning appropriate to staff
responsibliities;

{21) staff training for employeas who provide
assistance to residents with boarding or alighting
from motor vehicles and sale aperation of motor
vehicles to tranaport residents;

(22) withessad dastruction of unused, outdated or
recalled medication by the facliity administrator
with the consulting phermacist present; and

(23) meaitimes, daily snacks, menus, special
diets, resident ' s parsonal preference for eating
alone or In the dining room setting.

[7.8.2.22 NMAG - Rp, 7.8.2.23 NMAC,
01/16/2010)

This REQUIREMENT Is not met as evidenced
by:

7.8.2.22 D (17)

This Is a uncorrected deficlency from survey
dated 05/14/19

Based on record review and Interview the faclity
falled to ensure that the required Personnel
Policies and Pracaedures were complete, on file at
the facllity, and avallable for review. This deficlent
practice has the potential for all 46 {R #s 1-46)
residents Identified on the census provided by the
Executive Director on 09/24/19, to be at risk of
ham If the facllity's Personnsl Policles and
procedures are incomplete and unavallable to the
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Dlract Care Staff (DCS) so they know how lo
provide good care/services to the residents. The om:.' :;":K.&u:am.;w::* :;'u r dl‘l‘l—m
. nass Diractor's 3
findings are: z:::::: rooms. Staff Inserviced on !onﬂon;'! xgv;n.a:h; . 23/1/19
A. Record request for the adllity’s Personnel Executiva bl devign ;
Policles and Procedures, revealed that they were L0.GA ot the nest 3 maney ™ 1© 47101 boks araa place and epart
incomplete and not available to review.
B. On 10/01/18 at 2:00 pm, during an intarview
with the Exacutive Director, she confirmed that
the abovs policies and procedures were
incomplete or were not avallable to review.
{A 038} 7 NMAC 8.2.38 Housekeeping Services {Aa3g}

HOUSEKEEPING SERVICES. The facility shalt
maintain the Interior and exterlor of the facliity In a
safe, clean, orderly and attractive manner. The
facility shall be free from offensive odors, safety
hazards, Insects and rodents and accumulations
of dirt, rubblsh and dust.

A. Al comman living arees and all bathrooms
shall be cleaned as oftan as necessary to
malintain a clean and sanitary environment,

8. Combustibles such as cleaning rags or
flammable substances shall be stored In closed
metal containers in approved areas that provide
adequate ventilation. Combustibles shall be
stored away from the food preparation areas end
away from the resldent raoms,

C. Polsonous or flammable substances shall not
be stored In residential areas, food preparation
areas or food storage areas. If hazardous
chemicals are stored on the property, material
safety dala sheats shall be maintalned and stored
In the same area as the chemicals, pursuant to
state environment department requirements,
11.6.2.9 NMAC.

{7.8.2.38 NMAC - Rp, 7.8.2.39 NMAC,
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Continued From page 12
01/16/2010]

This REQUIREMENT is not met as evidenced
by:

7.8238AC

This Is a uncorrected deficlency from survey
dated 05/14/19

Based on observalion and interview, the facllity
falled to ensure all areas of the interior of the
{acliity were maintained in a safe, clean, orderly
manner and free from safety hazards. These
deficlent practices have the potential for all 45 (R
#s 1-45) residents identified on the census
provided by the Executive Director on 08/24/19,
to be at risk of harm, lfiness, Injury, or death if
they are exposed to germs and bactarla becauss
the fadllity Is is not kept clean, safe, sanitary and
in good rapalr,

The findings are:
Findings related to the 1st floor Servery

A. On 09/23/19 at 3:30 pm, during observation of
the 1st Floor Servery revealed:

1. Inslde the (newly Installed) cablnet under
the sink had water puddling from waler teaking
under the sink.

2. Flooring batween refrigerator and
dishwasher was dirty and had black areas.
(possibly mold).

3. One (1) approximately 12* X 4" hole in the
wall under the sink and In the cabinst.

B. On 08/24/18 at 12:20 pm, during interview,
with the Dining Servica Coordinator, she
confirmed the findings ohserved In the 1t floor
Servery.

{A 038}
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(2038} | Gontinued From page 13 {A038) Maintanance Director lnserviced on below Items 11/8/19, .
A 1" Floor Servesy:
Findings related to the facility Laundry raom {2) Sinklsakto ba repalred.
{b) Inside cabinet undar sink to ba cleaned snd/or raplacad as needed
C. On 09/2419 at 1:00 pm, observation of the
laundry area revealed: (c)h:I:odnl b;::cm rafrigerator and dishwasher to be cleaned and
1. Both washers laaking water on the cement 18RKIcaCas aendec.
floor. (d} 12"X4® hale in the all under the sink and (n the cabinet repakred.
2. Betwaen the two washers was:
. ol
a. Adraln in the cement floor, which was ?mm.':f.'.:m.ﬁm:’:ﬂ'm‘w“?" eRONg Ak AN st
wet, dirly, and covered In calclfication.
b. Three (3) dirty water drain pipes € Lavndry room:
covered in caldification leading to the drain in the (s} Laundry room washats ta be repalred or raplsced due to Jesks.
cament floor. Staff inserviced to report nead for repals immediately to malntenance.
¢. The walls In the washer area were {b) Orain In laundry room to be kept clear of debris and calcification
atalinad and dirty with plaster failing off them. by maintanance staff. s
e. The water connection valves behind
the residential washer are corroded and rusty In a (e} Walis to be repatred und painted by malntenance staff,
rusted and dirty recessed metal wall box, the wall {d) Water connaction vaives behind the washers to be rapatred or
around the box was water damaged with mph:d by malntenance staff. Wall sround box to be replastered end
crumbling plaster, dirty, and covered In pelateg by susiatasagex stol . -
calclfication and stains. ED, or designea, to valldate and report to QA Committee for 3 months.
D. On 09/24/19 at 1:00 pm, during an interview s L
with the Executive Director, she confirmed the
findings observed In the faciity taundry room. ol
[
{A 042) 7 NMAGC 8.2.42 Malntenance of Building and {A042)
Grounds
MAINTENANCE Of BUILDING AND GROUNDS:
The bullding(s) shall be maintained In good repalr
at all times. Such malintenance shall include, but
Is not limited to, the following areas:
A. Storage areas/grounds. Storage areas and
graunds shall be meintained In a safe, sanitary
and presentable condition at all times. Storage
ereas and grounds shall be kept free from
accumulation of refuse, waeds, dlscardsd
furniture, old newspapers or other items that
create a fire hazard.
Division of Health Improvemenl
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B. Floars. Floors shall he malntained stabls, firm
and fres of tripping hazards,
[7.8.2.42 NMAC - Rp, 7.8.2.43 NMAC,
01/16/2010)

This REQUIREMENT s not met as evidenced
by:

78242AB

This is an uncorreclad deficlency from survey
dated 05/14/19:

Based on observation and Interview, the facliity

falled to ensure that Lower Level (LL) Emergency
E; Exit pathway/haliway was malntalned In a safe
and presentable condition, free from the
acoumulation of refuse, discarded bullding
supplles, tools, and other items that creats a
hazard, and that the facility laundry room was free
from fire hazards. This deficlent praclice has the
potential for all 45 (R #s 1-45) residents identified
on the census provided by the Executive Director
on 09/24/18, to be at risk of sustaining physical
Injuries due to tripping, faling, bumping Into
objects, being hit by objects falling from the walls
or by objects stacked against the walls felling on
them while In the LL. Emergency Exit pathway or
fire that may spread due to penetrations In the
walls in the laundry room.

Findings related to the North LL Emergency Exit
hall way and under atalr well:

A. On 08/24/19 at 12:40 pm, during observation
of North LL Emergency Exit pathway& exit stairs
was cbserved used as a storage area for the
foltowing ltems:

1. Four (4) shest of plywood.

2. One (1) Red motorized scooter.

3. Two (2) wood half doors.
Divislan of Health Improvement
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4, One (1) 2" x 2" white vent cover.

6. One (1) Rolled black carpet mals standing
agalnst the wall in the corner

stocd up agalnst the plywood

8. One (1) evaporative condenser unk near
the base of the stalrs

7. One (1) yallow striping palnt machine

B. On 09/24/19 at 12:40 pm, during observation
of the North LL Emergency Exit hallway from the
LL foyer to the North Emergency Exit stairs
revealed a haliway contalning the following items
hung from the walls:

1. Thrae (3) ladders hanging on the walls on
both sldes of the hall.

2, One (1) step stoo! hanging on the wall.

3. Various shovels, rakes and other tools
hanging an the walls.

C. On 09/24/19 at 12:40 pm, during observation
of the fachilty laundry raom In the LL of the facliity
revealaed penetrations In the wall behind the
residential washer:

1. One (1) approximately (approx) 1" x 4"
hole In the wall two (2) Inches below the washer
water line connection behind the residential
washer.

2, One (1) approx 10" x 12" hole In the wall
where the wall and the cement meet behind the
rasidentlal washer.

D. On 098/24/19 at 12:40 pm, during an interview,
the Executive Director confirmed that the findings
Hiated above In the North LL exit stalrwell,
Emergency Exit pathway to the North Emergency
Exit stalrs, and laundry room,

Meintensnce Director to be Inserviced on the below Items by 11/8/19,

A. Nosth LL Emergency Exit pathway & stales will ba clesrad and kept
cloar of sll materlals and aquipmaent.

8. Narth LL Emergency Bxit will be kept clear of all equipment on walls or

floor. 11/15/19
1 €. Facllity laundry raom will have ol holes repaired, replastered end
painted.

£.0,, or dasignes, to validate snd report to the QA committea for 3
months.

{A083) 7 NMAC 8.2.63 Fire Extingulshers (A 083}
Diviston of Health Improvement
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Continued From page 16

FIRE EXTINGUISHERS: Flre extinguisher(s)
must be located In the facliity, as approved by the
state fire marshal or the fire preventian authority
with jurisdiction.

A. Facifilies must as a minimum have two (2)
2A10BC fire extingutshers:

(1) one (1) extinguisher located In the kilchan or
food preparation area;

{2) one (1) extinguisher cantrally lacated in the
facilily,

{3) all fire extinguishers shall be Inspacted yoarly
and recharged as needed,; all fire extinguishers
must be tagged noting the date of the Inspection;
(4) the maximum distance betwaen fire
extinguishers shall be fifty (50) feet.

8. Fire extinguishers, slarm systems, automatic
detaction equipment and ather fire fighting
equlpment shall be properly maintained and
inspected as racommended by the manufacturer,
state fire marshal, or the local fire authorily.
[7.8.2.63 NMAC - Rp, 7.8.2.62 NMAC,
01/156/2010}

This REQUIREMENT is not met as evidenced
by:

7.8.2.63 A(4)

This is an uncomrected deficiency from survey
dated 05/14/19

Based on observation and Interview, the facility
fatled to ensure that the fire extinguishers were
not located morae than 50 fast apart. This deficlent
practice has the potential for all 45 (R #s 1-45)
residents Identifled on the census provided by the
Executive Dirsctor an 09/24/19, 1o be at risk of
Injury or death If there I8 & fire and the fire
extingulshers are not readily accessible. The
findings are:

{A 063}

A. Fire extinguishers wid be placed no mora than 50 fest apait in the

il hatiways on the main floor and lower (loor.

B. Mal| Director laservi

d on this 11/8/19

!1215{19
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A. On 09/24/19 at 12:45 pm, during cbservation
of the facliity fire extingulshers In the resident
hallways on the main floor and lower floor are
located were more than 50 feet apart.

B. On 09/24/19 at 12:45 pm, during an interview
with (he Executive Director, she confirmed the fire
extingulshers In the restdent heliways on the main
floar and lower floor were located more than 50
feet apart.
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