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Initigl Comments

The following daficiencies were clted during an
Initial survey compleled on 03/27/18 for the state
requirements of 7 NMAC 8.2, Ragulations for
Assisted Living.

7 NMAC 8.2.22 Facifily Reports, Records, Rules,
Policles

FACILITY REPORTS, RECORDS, RULES,
POLICIES AND PROCEDURES; -

A. Reports and records. Each facility shall keep
the foliowing reports, records, palicies and
procedures on file at the facllity and make tham
avallable for review upon request by the licensing
authority, residents, potential residents or their
surrogate declsion makers:

(1) fire inspestion report;

{2) zoning approval:

(3) building officlal approval (cerificate of
occupancy);

{4) a copy of the approved buiiding plans;

(5} & copy of the most recent survey conducisd
by the licensing authority, to include adverge
actions or appeals and complaints;

(B} for facilities with food establishments/kitchens
that require a pamit from the local health
authority that hes jurisdiction, a copy of the
current inspection report in accordance with the
applicable, municipal, or faderal laws and
regulations and pursuant to Subssction B of
7.6.2.8 NMAC, ragarding kitchen and food
management; if a facility is considered a licensed
private home and not required to meet specific
requirements by the local health authority, a copy
of that datermination must alse be maintained;
{7) where necessary, a copy of the liquid waste
disposal and treatment system permit from the
local health authority that has jurisdiction;

{8) thirly (30) days of menus as plénned,
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including snacks and thirty (30) days of menus as
served, including snacks;

{9) record of monthly fire drilis conducted at the
facility and the fire safely evaluation system
(FSES) rating if applicable;

{10) written emergency plans, policies and
procedures for medical emergencies, power
fallure, fire or natural disaster; plans shall include
evacuation, persons to be notified, emergency
equipment, evacuetion routes, refuge areas and
the responsibilities of personnel during
emergenc es; plans shall alse included & kst of
transportation rescurces that are immediately
aveilable to transport the residents to ancther
location In an emergency; the emergency
preparedness plan shall addrass two fypes of
emergencies;

(a) an emergency that affects Just the faciity, and
(b} a reglonfarea wide emergency;

{11} a copy of this rule, Requirements for
Assisted Living Facilities for Adults, 7.8.2 NMAC);
(12) fer facilities with two or more residenis (that
are not related to the owner), e valid custodial
drug permit issued by the NM board of pharmacy,
that supervise administration and
self-administration of medications or safeguards
with regard to medications for the residents; and
{13) vaceination records for pets in the facility,

B. Reperts and records. Each facillty shall keep
the following reperts, records, policies and
proceduras on file at the facility and make them
avallable for review upon request by the licens ng
authority:

(1} & copy of the facllity license;

(2) employee parsonnel records, Including an
application for employment, training records and
personnel actions:

(a) caregiver criminal history screening
documentation pursuant to 7.1.9 NMAG:
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{b) employse abuss registry documentation
pursuant to 7.1,12 NMAG; and

(3) a copy of all waivers or variances granted by
the licensing authority.

C. Rules, Prior {o admission to & fadiiity a
prospective resident or his or her representative
shall be given a copy of the facllity nules, Each
facllity shall have written rules pertaining to
residert ' s rights and shal! include the following:
(1) resident use of fobacco and alcohol;

{2) resident use of facility telaphone or persanal
celt phone:

(3) resident use of television, radio, stereo and
cd;

(4} the use and safekeoping of residents '
persenal property;

(5) meal availabllity and times;

{6) resident use of common areas;

(7) accommodation of regident ' s pets; and

(8) rasident use of slectric blankats and
appliances.

D. Policies and procedures. Al faciiities shall
have written policies and proceduras covaring the
following ereas;

{1) actions to be taken in case of accidents or
emangencies;

(2) policy and procedure for updating and
consolidating the residents eurrent physician or
PCP orders, treatments and dist plens every six
(8) months or when & significant change occurs,
such as a hospital admission;

{3) palicy for medication emors;

(4) method of staying informed when residents
are away from the facility (e.¢., sign-out sheets or
other record indicating where the resident will be,

| cell phone contaot, eic.);

(5} the handling of resldent's funds, if the facility
provides such sarvices:
(6) reporting of incidents, including abuse,

Division ¢f Meaith Improvement
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neglect and misappropriation of property, injuries
of unknown cause, envirenmental hazards and
law enforcament interventions in accerdance with
7.1.13 NMAC;

(7) reporting and Investigating intena!
complaints;

(8) reporting and Investigating complaints to the
Iricident management buraau;

(9) staff and resident fire and safety tralning;
{10) smoking policy for staff, residents and
visitors;

(11) the facllity's bed hold policy;

(12) admission agreement:

{13} admisslon records:

(14) resident recerds Inciuding maintenance and
racend retention if the faciltty closes;

(15) program narrative;

(16} resident's rights with regard to making health
care decisiens end the formulation of advance
dinactives:

(17) personnel policies;

(18} identifying and safeguarding resident
possessions:

{18) securing medical assisiance if a resident's
own physlcian is not avallable;

(20) stafl training appropriate to slaff
responsibilities;

(21) staff training for employees who provids
assistance to residents with boarding or alighting
from motor vehicles and safe operation of motar
vehicles fo transport residents;

{22)-witriessed destruction of unused, outdated or
recalled medication by the facilily atministrator
with the consulting pharmaciet present; and

(23) mealtimaes, daily snacks, menus, specia
diets, resident ' s personal prefsrence for eating
alone or in the dining room setfing.

[7.8.2.22 NMAC - Rp, 7.8.2.23 NMAC,
01/15/201Q)
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This REQUIREMENT [s not met as avidenced
by,
7.8.2.22 A (1) {10) (2)

Based on record review and Inferview, the facility
falled to have 2 fire inspection report from the
local fire depariment and have a written
emergency plan that just affects the facility.
These deficlent praclices coukl cause harm to all
8 (R #s 1-8) residents, Identifisd on the resident
census list provided by the Executive Director on
03/27/18, by having an unsafe building and not
having an amergency plen thet includes, a safe
designated area to evacuate the residents in the
event of an emergency, that only affacts the
facllity. The findings are:

A. Record review of the facility's building
malintenance recerds book, revealed there was
ro documentation of a fire inspection being
conducted by the local fire depertment.

B. Record review of the facliity's policy and
procedura manual reveeled there was no written
amergency plan on what to do in the event of an
emergency that affects just the facliity and
includes a safe designated area to evacuate
residents to.

C. On 03/27/18 at 2:00 pm, during intarview with
the Executive Direcior, she confirmed the facility
hes not had an annual fire inspaction by the local
fire department and there was ro written
emergency and/or evacuation policy for
emergenciss affocting just the facility.

The Faciiity will obtain and fll a fire .
inspection report from the local

fire department s welten ’
Emargency Plan that Includes  safe
dasignated area to evacuale the residents
in the event of an emargency.

The House Manager will ensure Fire Inspection

Report is up to date &nd on fils, and the Administrator
andfor Compiiance Director will monttor |
continued campliance during quarterly In-houeo ]
audits, ;
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RESIDENT EVALUATION:

A, A resident evaluation shall be completed by an
appropriate staff member within fifteen (15) days
prier to admission to determine the level of
assistance that Is needed and if the level of
services required by the reeident can be met by
the facliity,

8. The Initial resident evaluation shall establisha °
baseline In the resident * s functional status and
thersafter asbist with identifying resident
changes. The resident evaluation shall be
reviewed and updated at @ minimum of every six
(6) months or when thete is a sighificant change
in the resident ' s health status.

C. The rasident * s evaluation shall be
documented on a resident evaluation form and at
a minimum Include the following abilities,
behaviors or status;

{1) activities of daily ving:

(2) cognitive abilities; reasoning and perception;
the abllity to articulate thoughts, memory function
or impairment, ets;

{3} communication and hearing; ability to
communicate needs and understand instructions,
eic;

{4) vision;

(5) physical functioning and skelstal problems;
(8) incontinence of howel/bladder:

(7) psychosocial well-being;

{8) mood end behavior:

(8) activity interests;

(10) diegnoses;

(11) health condilions;

{12} nutritional status;

(13) oral or dental status;

(14) skin conditions:

(16) medication use and level of assistance
needed with medications;

Bivision of Health Improvement
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(16) special froatments and procedures or special
medical nesds such as hospics; and

(17) safety needsfhigh risk behaviors; history of
falls agitation, wandering, fire safety lssues, eto.
D. The rasident evaluation shall inglude @ history
and physical examination and an evaluation
report by a physician or a physiclan extender
within six (6) months of admission. A resident °
shall have a medical evaluation by a physician or
a physician extender at least annually,

E. The resident eveluation shall be raviewed and
if needed revised by e licensed practical nurss,
registered nurse or physiclan extendar at the time
the individua! service plan I reviewed, at
minimum of every six (§) months or when &
slghificant change in health status occurs,
[7.8.2.256 NMAC - Rp, 7.8,2.25 NMAC,
01/15/2010]

This REQUIREMENT is not met as evidenced
by:
7.8.225AF

Based on record review and interview, the facility
failed to ensure that 2 (R #s 1 & 4) of 4 (R#s 1-4)
resident's avaluations, sampled for complianca,
had their evaluations completed and reviewed by
2 licansed practical nurse, registered nurse, or
physician extender within 15 days of admission,
and every 6 months or when a significant chenge
in health eccurs.

This deficlent practice could prevent residents
from receiving the Individual care or servicss
needed if they are not identified on the evaluation.
The findings are:

STATE FORM
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A. Record review of R #'s 1 file (admission date
03/08/18) revealed no documentation of an
evaluation baing completed.

B. Record review of R #4's file (2dmission date
08/Q1/17), revealed her evaluation was
completed on 07/24/17 , but was not signed as
reviewed by the facility nurse until 11/26/17, 121
days after admission,

C. On 03/27/18 at 10:40 am, during intarview
with the Executive Director, she confirmed that R
#1 did not have an evaluation and R #4's
evaiuation was not reviewed by a nurse prior to
admigsion,

7 NMAC 8.2.31 Handling of Emergencies

HANDLING OF EMERGENCIES:

A, Upon admission, each resident or surrogate
decision maker shall designate a primary care
praclitioner (PCP) o be called in case of a
medical necessity. Each resident or
representative shall also designate a concemed

person to be called in case of an emergency. The

facliity shal! establish a policy to secure medical
assistance if the resident's own piiysician is not
avaliable. In the event of an liness or an injury to
the resident, the PCP or & physician extendsr
shall be notified by the facility.

8. The faclitty shall have a first aid ki that
contains at & minimum, geuze, adhesive taps,
antiseptic ointment and bandages for
emergencies. The first ald kit shall be keptin a
designated, easily accessible place within the
facility, )

C. An easily accessible and functiona! telephone
shall be available in each facility for summoning

AQ25

A031

H

' A025°  Seat1,2018
Resldant Evaluations will be reviewed and If [
needed, revised by the Houss Manager and the j
facility registered nurse et the tme the individual
service plan is reviewed or when a significant
changa in health status cccurs. To ensure
accurate evaiuations, the nurse will sign and dats
the facility evaluation form. The Administrator
and/or Camplience Director will monkior nuree
review and documentation to engure continued
compliance during quarterly In-house audits.

Division of Health improvement
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The Facility wili ensuré a list of emergancy,

help In case of an emergency. A pay telephone phane numbers (fire, pelice, ambulance, and poison
does not fulfifl this requirement. + | contrel, etc) Is posted near the public phone in the
D. Alist of emergency numbers including: fire commen grea, The Administrator andfor !
depariment, pelice depariment, ambulance . Compliance Director will monitor coniinued compliance
services and poison control shall be posted near during quanerly In-house audits.

each public telephone in the faciiity. ) |
[7.8.2.531 NMAC - Rp, 7.8.2.32 NMAC, '
01/15/2010)

This REQUIREMENT is not met as evidenced
by. ]
7.8231D

Based on observation and Interview, the facllity
failed to ensure a list of emergency phone
numbers (fire, police, ambulance, and poisan
control, etc.) was posted near the facility's publie
phone in the common arga, This deficent
practice has the potential for all 8 (R #s 1-8)
residents, identified on the resident census
provided by the Executive Director on 03/27/18,
to be at an increased risk of harm, liness, or
injury if emergancy services are delayed and first
gid/medical treatment is not recelved. The
findings are;

A. On 03/29/18 at 10:00 am, during cbservation-
there were no emergency phone numbers postad
next to the facllity’s public phone located in the
ccmmen area where residents, staff, and visitors
could ses them,

B. On 03/20/18 at 10:00 am, during interview
with the Executive Director, she confirmed thers
is not a list of emergency phone numbers posted
next the facility's phone In the common araa.

DHISion of Heailh impravement
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7 NMAC 8.2.32 Reporting of Incidents A032

A 032]

REPORTING OF INCIDENTS:

A. The facility shail insure that all suspacied
cases of known incidents of resident abuse,
neglect or exploitation are reperted in accordence
with 7.1.13 NMAC,

{1) The facility shalt alsc report any incident or
unusual occurmence which has or could thregten
the health, safety, or wsifare of the residents and
staff to the licensing authority complaint hotline
within twenty-four (24) haurs or by the next
business day, If it is a weekend or a holiday,

{2) The facility shall not dalay a report to the
complaint hotline while an Intema! investigation is
conducted, .

B. The facility is responsible for cenducting and
documenting the investigation of all Incidents
within five (5) business days and shall submita’
copy of the investigation report to the licensing
authority. A copy of tha report and the
documentation, Including the date and time that it
was gubmitted to the flcensing authority, shall be
maintained on file at the facllity, The investfgataon
shall include the following:

{1) a narrative description of the Incident,

(2) the result of the facilily's investigation shall be
recorded on the state approved incident report
form for the current vear, pursuant 10 7.1.13
NMAC: and

(3) plans for further actions in response to the
ingident,

[7.8.2.32 NMAG - Rp, 7.8.2.32 NMAC,
01/15/2010}

This REQUIREMENT s not met as evidenced
by:

STATE FORM
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7.8.2.32 A(1)

7.1.13 INCIDENT REPORTING, INTAKE,
PROCESSING AND TRAINING
REQUIREMENTS

Referto 7.1.13.7 W. &4 8B, (2)

W. "Reportable incident” means possible abuse,
neglect, exploltation, injuries of unknown origin
and other events including but not imited to falls
which causa injury, unexpected death,
elopement, medication error which causes or ks
likely to cause harm, faflure to follow a doctor's
order or an ISP Individual Service Plan, or any
other incldent which may evidence abuse,
neglect, or exploitation,

B. (2) Divisicn Incident report form and
notification by licensed health care facllities: The
licensed health care facility shali report incidents
utilizing the division's incident repert form
consistent with the requirements of the division's
incident management system guide and CMS
regulations as appliceble, The licansed heatth
care fadility shall ensure that all incident report
forms alleging abuse, neglect, explofiation,
injuries of unknewn origin or other reportable
incidents are submitted by a reporter with direct
knowledge of an Incident, are completed on the
bureau's incident report form and received by the
diviston within twenty-four {24) hours of an
incident or ellegation of an Incident or the next
business day if the incldent occurs on @ weekend
or a hofiday, The licensad heaith care facility shall
ensure that the reporter with the most direct
knowledge of the incidant assists with the
preparation of the incident report form,

Based on record review and inferview, the facllity

Division of Haalth improvement
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) & Facilty shall ensure that ol suspecied cases or
falled tq ensure that 1 (R #7) of 1 (R#7) resident, knawn Incidents of resident abuse, neglect, or expioitation
whose internal incident reports were reviawed for are reporied in accordénce with NMAC. The facillty shall also
compliance, was reported to the Licensing report any incident or unusual ocaurrence which has or could
Authority within twenty-four (24) hours or by the hreaten the health, safely, and or welfara of the residents and
next business day If it s a weekend or a helidey. staff to the ficensing authorlty complaint hotmail within 24 hours or
This deficient practice hs the potsntial for all ggfhe next business day, The Facilty wil
residents to be at risk of harm if the facility is not lm’efim'!s*b'efbf conducting and documenting the
reporting incidents to the Licensing Authority then estigation of il incidenis vithin & business days .
there would be no oversite to protect the and wi submit & copy of the repart to the icensing authority,
) Acapy ofthe report shall elso be maintained on fie at the
residents from being abused, neglected, and/or facilty, The Adminlstrator wil ba responsible conducting
injured. The findings are: ::rul _rﬁt;lg lgogn or suspe:hfad cases of abuss, neglect,
on to the r authorities,
A. Record review of R #7's intemal Incident ' Director will monitor c%r:"?e d s Wl i
s nwed compliance during quarterly
Report dated 12/23/17, reported by Direct Care : In-house gudits,
Staff (DCS #4) revealed resident had been
complaining of chest, arm, jaw pain, and was
hurting really bad. 911 was called and R #7 was e
transported to a medical center, The Incident was
net reported to the Licansing Authority.
B. On 03/27/18 at 3:45 pm, during intarview with
the Executive Director, she confirmed R #7's
Internal incident report dated 12/23/17 was not
reported to the Licensing Authority,
A033 7 NMAC B.2.33 Resident Rights A033
RESIDENT RIGHTS: Al licensed facilities shall
understand, protect and respect the rights of ll
residents.
A. Prior fo admission to a facility, a resident and
legal representative shall bs given a written
description of the legal rigits of the resident,
translated into another language, if necessary, to
meet the resident ' & understanding,
B, Ifthe resident has no legal representative and
is incapable of understanding his or her legal
rights, & written copy of the resident's legal rights
shali bs provided to the most significant
Diviaion of Health Improvement
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responsible party in the following order:

{1) the resident's spouse;

(2) significant other;

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

(4) the resident's parents;

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

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

(7) = placing agency;

{8) resident advocate; or

{8) the ombudstman.

C. The resident rights shall be posted in a
conspicucus public place in the fadllity and shall
include the telsphone numbers for the Incident
management hotline and for the state
ombudsman program.

D. To protect resident rights, the facility shall:
(1) treat &ll residents with courtesy, respect,
dignity end compassion;

(2) net discriminate in admission or services
based on gender, sexual orientation, resident's
8ge, race, religien, physical or mental disability, or
nattonality;

(3) provide residents written information about alf
services provided by the fachity and thelr costs
and give advancs written notice of any changes;
{4) provide residents with a safe and senitary
living environment;

(5) provide humane <are far all residents;

{8) provide the right tc privacy, including privacy
during medical examinations, consultations and
traatmant;

{7) protect the confidentiality of the resident' s
maedical recond,

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

Givision of Realth Improvement
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(%) protect the right to communicate privateiy and
frealy with any person, including private
telaphone conversations and private
correspondencz; and the right to recaive visits
from family, friends, lawyars, ombudsmen and
community organizations;

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

(11) ensure that residents;

(e) are free from physical and emotional abuse
neglect and misappropriation/or exploftation; -

(b} are frea from financial abuse and
misappropriation by facility staff or management;
(c) ars free to participate in religious, social,
community. and other activities and freely
assoclate with persons in and out of the facility;
(d) are free to leave the fadllity and retum witheut
unreasonable restriction;

(e) are given a fifteen (15) calendar day, written
notica before room transfars or discharge from
the facllity uniess there Is immediate danger to. .
self or othars in the facility; .

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

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

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

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

() have the right to participate in the develspment
of thelr care plan/ISP: ' -

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

() have the right to participate in medical

Divisien of Health Improverment b
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treatment decisions and formuiate advance
directives such as living wills and powers of
attorney,

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

(n} have the right io manage and control their
personal finances:

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

{p) ehall not be: required to work for the facllity;
and

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

E. The resident's rights shall not be restricted
unless this restriction s for the heelth and safsty
of the resident, agreed to by the resident or the
resident ' s surrogate decision maker and
outlined In the resident ' s individual service plan.
[7.8.2.33 NMAC -« Rp,7.8.2,34 NMAC,
01/156/2010]

This REQUIREMENT is not met as evidenced
by:
7.8233D(10)

Based on cbservation and interview the facility
falled to ensure the safety and welfare of 1 {R#1)
of 1 (R#1) resident obsarved to have a physical
restraint (full bed rail) in use. This deficient
practice violates the resident's right te not be
physicsily restrained. This deficient practice
pravents residents from freely getting In and out
of bed and could likely result in residents being
Injured if they get tangled up in the rals while
attempting to climb around or over them to get
out of bed, The findings are:

Division of Health Improvement
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 The Facllity will ensure Residents’ Rights to be free from
physleal restraint by aveiding the usa of full bed ral's.
A. On 03/27/18 at 2:25 pm during obsarvation of If end when bed ralls become necessary for the safety of a
resldent room #5, a physical restraint {full bed resident, the Facifity will obtain @ physician's order to use ralls
rail) was observed to be In use end was in the of any size,
up-right position while R #1 was in bed.
The House Manager will ensure physiclan's orders are
B. Record review of R #1's phyaician's orders oblained and on file for use of bed rails of eny size, and the
revealed thgi-e were no orders for the use of & | Administrator endfor Compliance Director will monitor
bed rail of any size : cf!nd}mued compliance during quarterly In-house
' audits.
C. On 03/27/18 at 3:45 pm, during interview with
the Executive Director, she confirned R#1 has a
fult bed reil that is used in the up-right position
when R #1 is in bed and there was no physiclan's
order for any size bad rail,
A034) 7 NMAC 8.2,34 Custodial Dnug Permits AQ34

CUSTODIAL DRUG PERMITS: A facliity with two
{2) or more residents that is licensed pursuant to
this rule and that assists with selt-administration
or safeguards medications for residents shall
have a current custodial drug permit issuad by
the state board of phamacy.

A. Procurement, labeling and storage. The facility
shall provide asslatance to the resident in
obtaining the nacessary medications, treatment
and medical supplies as identified in the ISP. The
facility shall precure, abel and store medications
for residents who require assistance with
self-administration of medication in compliance
with stete end fedaral laws,

{1) All medications, including non-prescription
drugs, shall be stored in a locked compartment or
in & locked room, es approved by the board of
pharmacy and the key shall be In the care of the
administrator or designee.

{2) Internal medication shall bs kept separate
from external medications. Drugs to ba taken by

Divislon ef Health Improvement
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mouth shali be separated from all other delivery
forms,

(3) A separate, locked refrigerator shall be
provided by the facllity for medications, The
refrigerator temperature shall be kept in
compliance with the stata board of pharmacy
reguirements for medications.

{4) All medications, including non-prescription
medications, shell be stored in separate
compartments for each resident and all
rnedications shall be labeled with the resident's
name.

(5) A resident may be permitied to keep his or her
own medication in & locked compariment in his or
her room for self-administration, if the physician's
order deems It appropriate.

{8} The facility shall not require the residents to
purchase madications from any particular
pharmacy.

(7) Medical gases {(oxygen) and equipment used
for the administration of inhalation therapy and for
resuscitative purposes shall comply with the
national fire protection essociation (NFPA) 89.
(8) A proof of use record shall be maintained
separately for each schedule I through IV drug
{controlied substances). The proof of use sheet
shall document:

{a} the type and strength of the schedule Il
threugh IV dnugs;

(b) the tate and time staff assisted with
self-administration;

{¢) the resident ' s name;

{d) the prescriber ' s name;

(e) the dose;

(f) the signature of the person assisiing with
delivery of the medication; and

(g) the balarce of medication ramalning.

{8) Any remaining medication discontinued by a
physician ' s order, or upon discharge or desth: of

Division of Health Improvemaent
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the resident shall be inventoried and moved to a
saparate locked storage container, Such
discontinued medications shall be destroyed
upon the next quarterly visit by the consulting
pharmacist in accordance with 16.18,11.40
NMAGC,

(10) The record of medication destruction shall
be signed by the administrater or designes and
the phamacist and shall be kept on flle at the
facitity,

B, Consulting pharmacist. The fachity shall
malntain records demonstrating that the
consulting phamacist provides tha following
oversight and guidance, *

(1) Reviews the medication regimen as needed,
but at least quarterly/every three (3) months, to
determine that all medications and records are
eccurate and current. All imagularities shall be’
reparted to the sdministrator of the facllity and
thesa iregularities shall be resolved by the
administrator within seventy-two (72) hours.

(2) A systam of records of recelpt and disposition
of all drugs in sufficlant detgil to eneble an
accurate reconclitation, ;

{3} Consultation shall be provided on all aspects
of pharmacy services In the facllity, including
reference information regarding side effects and,
whan needed, physician consultation In cases
Invojving the use of psychotropic medications.
(4) The consuliing pharmacist will ba responsible
for assuring that the facility meets all
requirements for storage, labeting, destruction
and documentation of medications as required by
the state board of phamacy, 16.18. 11.10 NMAC
and 7.8,2 NMAC.

{7.8.2.34 NMAC - Rp, 7,8.2.35 NMAC,
01/15/2010)

Division of Health Improvement
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This REQUIREMENT is not met as evidenced
by:
7.8.2.34 A(7) (9) (10)

National Fire Prevention Associstion (NFPA) 89.
11.3 Cylinder and Container Storage
Requirements, ’

11.3.1* Storage for nonflammable gases squal to
or greatey than 85 m3 (3000 f3) at STP shall
comply with §,1.3.3.2 and 5,1.3.3.3,

11.3.2° Storage for nonflammable gases greater
than 8.5 m3 (300 13), but less than 85 m3 (3000
f3), at STP shall comply with the requirerents in
11.3.2.1 through 11,3.2.3,

11.3,2.1 Storage locations shall be ouldoors in an
enclosure or within an enclosed Interlor space of
noncombustible or limited combustible
canstruction, with doors (or gates cuidoors) that
can be secured against unauthorized entry.
11.3.2.2 Oxidizing pases, such as oxygen and
nitrous oxide, shall not be stored with any
flammable gas, liquid, or vaper.

11.3.2.3 Oxidizing gases such as oxygen and
nitrous oxide shall be separated from
combustibies or materiais by one of the foliowing:
{1) Minimum distance of 6.1 m (20 ft)

(2) Minimum dlistanoe of 1.5 m (5 i) if the‘entire
storage location s protected by an automatic
sprinkler systemn designed in accordancas with
NFPA 13, Standard for the Installation of Sprinkler
Systems

(3} Enclosed cabinat of noncsmbustibie
construction having & minimum fire protection
rating of 172 hour

11.3.2.4 Gas oylinder and cryogenic liquid
containar storage shall comply with 5,1,3.5.12.
11.3.2.5 Cylinder and container storage locations
shalt comply with 6.1.3.3.1.7 with respect 1o
temperature limitations,

11.3.2.8 Cylinder or container restraints shall

STATE FORM
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[ eomply with

11.6.2.3,

11.3.2.7 Smoking, open flames, electric heating
clements, and othar sources of ignition shall be
prohibied within storage locations and within 6.1
m (20 ft) of outside storage locations,

11.3.2.8 Cylinder valve protection caps shall
comply with

11.6.2.3.

11.3.2.8 Gas cyiinder and liquefied gas container
storage shali comply with 5.1.3.5,12.

11.3.3 Storage for nonflammable gases with a
total volume equal to or less than 8.5 m3 (300 ft3)
shall cemply with the requirements

in 11.3,3.1 and 11.3.3.2.

11.3.8.1 Individugl cylinder storage assoclated
with patient care areas, not to exceed 2100 m2
(22,500 ft2} of fieor area, shall not be required to
be stared In enclosuras.

11.3.3.2 Precautions In handling eylinders
specified In 11.3,8.1 shall be In accordancs with
11.6.2,

11.3.3.3 When smallsize (A, B, D, or E) eylinders
are in use, thay shall be attached to a cylinder
stand or to madical equipment designed to
receive and held compressed gas cylinders.
11.3.3.4 Individual small-size (A, B, D, or E)
cylinders available for immediate use In patient
care ereas shall not be considered tobe In
storaga,

11.3.3.5 Cylinders shall not be chained to
poriable or movable apparatus such as beds and
oxygen tents,

11.3.4 Signs,

11.3.4.1 A precautionary sign, readable from a
distance of '

1.5 m (5 ft), shall be displayed on each dooror
pate of the storage room ¢r enclosure.

11.3.4.2 The sign shall include the following
wording as a minirnum;

AD34

Divigion of Mea
STATE FORM

ith Improvement

B73CT

if continuation theet 20 ¢f 46




17:23:43 £2-17-2018 | 21| 3057712¢61 |

0B/17i2018 17:29 Bee Hive Homes Enchanted Hills (FAX)S057712661 P.021
PRINTED: 08/08/2018
FORM ARPROVED
. Division of Health Improvement
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/SLIA {X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMEER: A BUILDING; COMPLETED
4026 B NG 03/29/2018
NAME OF PROVIDER OR SUPPUIER STRERT ADDRESS, CITY, GYATE, ZIP COOE
180 SHERIFFS POSSE RD
BEEHIVE ROMES OF BERNALILLO 2 BERNALILLO, NM ‘57004
(X410 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORRECTION s
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG +  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-HEFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
A Q34| Continued From page 20 A034
CAUTION:
OXIDIZING GAS({ES) STORED WITHIN
NO SMOKING
2012 Edition

Based on abssrvation and interview the facllity
failed to ensure;

1. Oxygen cyiinder tanks were securad,
stored correctly, and an "oxygen In use” sign was
posted outside the room.,

2. Residents prescribed medications were
avatlable at the facility.

3. Discontinued medications were removed
from the medication cart, :

This deficient practice has the potential for all 8
(R #g 1-8) residents identified on the census
provided by the Executive Director on 03/27/18,
to be at risk of harm, Injury and death if:

1. Oxygen cylinder tanks were to be knocked
over and may act like a misslle, If a fire occurs,
combustibles stored with oxygen cylinder tanks
could eccelerate the fire,

2, Prescribed medications are not avallable
and taken as ordered.

3. Discontinued or unused medications ara
neot removed immediately and may incorrectly be
given to the resident and/or other residents,

Findinge related to Oxygen:

A, On 03/27/18 at 8:35 am, during observation of,
resident room #8, 3 unsecured oxygen cylinder
tanks were observed and no "oxygen in use” sign
was posted on the outside of the door,

B. On 03/27/18 at ©:57 am, during interview with
the Executive Director, she confimed there wers
3 unsecured oxygen cylinder tanks stored In -
L rosident room #5 and no "exygen In use" sign
Diviston of Heslith Improvement .
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weas posted on the outside of the door.,
Findings related to Medication:

C. On 03/28/18 et 2:50 pm, during abservation of

. | the medication car, the following medications for

R#1 wera observed in the madication cart, but
waere not listed on the 03/27/18 - 03/28/18
Medlication Administration Record {MAR):

1. Acetaminophen - Tylenol 850 mg
(milligrams) {mild pain or fever} 1 suppository
every 6 hours PRN (as needed),

2. Haloperidel - Haldel 2 mg/m! (agitation),
Take 0.5 m| {milliliters) by mouth under tongue
every 8 hours PRN.

3, Bisacodyl - Ducolax 10 mg - (constipation)
suppcsitory ance a day PRN,

4. Prochlorper - prochlorperazing 10 mg -
(nausea and vomiting) Take 1 tabiet by mouth
every 6 hours PRN,

5, Hysocyam - Anaspaz 0,125 mg
(secretions)1 under tongus avery 4 hours PRN,

D. On 03/28/18 at 2:50 pm, during Interview with
Business Office Manager, she confirmed that the
above medications for R #1 wera in the
medication cart but were not listed on the
03/27/18 - 03/26/18 MAR  She stated that the
medications are from hospice and they did not
enter the medications on the MAR because they
did not received the physicians orders.

E. On 03/28/18 at 3:00 pm, during observation of
the medication cart, the foliowing medications far
R #1 wera observed In the medication cart, but
wera not listed the 03/27/18 - 63/28/18 MAR;

1. Fludracort - Fiorinef 0.1 mg (hypetention)
Take 1 tablet by mouth twice dally.

2. Senna Plug - Senexon B.6/50 my
{constipation) Take 1 tablet by mouth evary day.

Qivislon of Haalth Improvement
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- The Facillty will post "Oxygen In Use" signs outside of
3. Furosem|de - Lasix 40 mg {edema) Take 1 doors where oxygen Is being utiized, and extra oxygen
by mouth a day, tanks will be secured according the the NFPA Cylinder
end Container Storage Requirements, The Hovse Menager
F. On 03/28M18 21 3:05 sm, during interview with will ensure daily compllance of these requirements, and the
the Business Office Manager, she confirmed the Administrator andfer Comaliance Diractor will monifor
above medications for R #1 were In the continuad compliance during quarterly In-house
medication cart, but were not listad on the audts.
03/27/18 - 03/28/18 MAR. She stated that the The Facillty will obtain physielan's orders tn start, change,
madications were discontinuad an 03/21/18 . i
befo q 1o the facll or disconiinue medications, including PRN, and freatment
efore residant came to the facllity. for all Residents. Al medications, including PRN, will bs
entared onto the Medication Administration Record (MAR).
G. On 03/28/18 at 3:40 pm, during cbsarvation of  Tha House Manager wil ensurs day to day compliance, while
the medication cart, 2 bottles of Losarten - the Administrator and/or Compltance Diracior will monitor
Cozaar 50 mg/12.8 my (high blood pressure) conlinued compliance during quarterly In-house
were ohserved for R #2, but the medication was audits.

not listed on the February 2018, MAR,

H. On 03/28/18 at 3:41 pm, during interview with
the Office Manager, she confied the
observation that 2 battles of Losartan for R #2
werg in the cart, but the medication was not listed
on the February 2018 MAR and staied that the
medication was discontinued on 11/27/17,

l. On 03/28/18 at 3:44 pm, during cbservation of
the medication cart, R #3s medication
Polyethylene Glycol 3350 17 gm/dosage oral
powder (constipation) - one packet mix in 8 0z, of
water was observed to not be In the cant, but was
still listed on the 03/01/18 - 03/28/18 MAR (as
being given) and there was no physician's order
for the medication to be discontinued.

J. On 02/01/18 at 3:46 pm, during interview with
the Business Office Managar, she confirmed R
#3's Polyethylene Glycel 3350 was not in the cart,*
but was listed on the 03/01/18 - b3/28/18 MAR,
and that there was no physician's order for the
medication to be discantinued.
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A 035 7 NMAC 8.2.35 Medication

MEDICATIONS: Administration of medications or
staff assistance with self-adminlstration of
medications shall be in accordance with state and
federal laws, No medications, including
over-the-counter medications, PRN (when
needed) medications, or treatment shall be
started, changed or discontintied by the facllity
without an order from the physician, physician
assistant o nurse practitioner and with entry into
the resident's record,

A. State board of nursing licensed or certified
health care professionels ere responsiblé for the
administration of medications. Administration may
only be performed by these individuals,

B. Facility staff may assist a resident with the
self-administration of medications if written
consent by the resident is given to the
administrator of the facllity or the edministrator's
designes, If the resident ia incapable of giving
consent, the surrogate decision maker named in
accordanca with New Mexico law may give
written consent for assistance with
self-administration of medications. All staff that
as9sist with selfsadministration of medications
shall have succassfully complated a state
approved assistance with self-administration of
medication training program or be licensed or
certified by the state board of nursing.

C. PRN (pro ra nada) medication.

(1) Physician or physician extender’ s orders for
PRN medications shall clearly Indicate the
cireumstances in which they are 1o be usad, the
number of doses thal may be giveri in 2 24-hour
pericd and Indicate under what circumstances the
primery care practitioner (PCP) is to be notifled.
(2) The utilization of PRN medications shall be
reviewed routinely, Frequent or escalating use of
PRN medications shall b reported to the PCP,

A Q35
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D. Only a licensed nurse (RN or LFN) shall
administer any medications or conduct any
invasive proceduras provided by the following
routes: intravenous (IV), subcutaneous (5Q),
intramusgcular (IM), vaginal or rectal. Only &
licensed nurse shall administer non-premixed
nebulizer treatmants.

E. The facility shall have medication reference
matarial that contains Information relating to drug
interactions and side effects on the premises.
Staff that assist in the self-administration of
madications shall know interactions or possible
side effects that might occur.

F. Medications prescribed for one resident ghall
not be used for another resident.

G. Medication assistance record (MAR), For
residents who are not Independent and requirs
assistance with s&lf administration, the facility
shell have a MAR that documenta the details of
the residents’ medication, Including PRN and
over-the-counter medication that Is assisted with -
self-administration by qualified staff or
administered fo the resident by ficensed or
centified staff, The information in the MAR sheli
include;

{1) the resident’s name;

(2) any known allsrgies to medication that the
resident has;

(3) the name of the resident's PCP or the
prescriber of the medication;

(4} the diagnosis or reasan for the medication;
(5) the nama of the medication, including the drug
product brand name and the generic name;

(6) notation if the medication is a schedule 1l-Iv
drug;

(7) the dosage of the medicatlon;

{B) the strenpth of the medication:

(9) the frequancy or hew often the madlwlion is
to be taken or given;

A Q35
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{10} the route of delivery for the medication
{mouth, eye, ear, other):

(11) the method of defivery for the medication
{pllls, drops, IM injestion, other);

{12) the data that the medication was started or
discontinued:

(13) any change In the medication order;

(14) pre-madication information (i.e., pulse,
respiretion, blood pressure, blood sugar) as
required by the medication order;

{15) the date and time that the medication is
self-administared, administered with essistance
or Is administerad;

{18) the Initlals and signature of the person
assisting with or adminietering the medication;
(17) the desired results obtained from or
problems encountered with the medication (pain
relieved, allergic reaction, etc.);

(18) any refused dose of medication;

{19) any missed dose of medication; and

(20) any medication error,

H. No medication shail be stopped or started
without specific orders from the primary care
physician.

.. If a resident refuses to take a presoribed
medication, it shali be documenied and the faeility
shall report it to the praseriber,

J. A suspected adverse reaction to a medication
shall be documented on the MAR end reported
immedistely to the PCP and the residant's
surrogate decision maker, If applicable,
emergency medical treatment shall be arranged.
Deocumentation of the event shall be kept In the
resident's recard,

K. Prescription medication, other than bilster
packs and unit dose containers, shall be kept in
the original container with a pharmacy labet that
includes the following:

(1) the resident's nams;
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(2) the name of the medication; .
(3) the date that the prescription was issued;

{4) the prescribed dosage and the instructions for
administration of the medication; and

(5) the neme and {itle of the prescriber,

L. Any medication thet is removed from the
pharmacy comtainer or blister pack shall be given
immediately and documented by the staff that
assisted with the medication delivery.”

M. The facliity shall report ali medication errors to
the physiclan, dooumentation of medication
emors and the prescribers response shall be kept
in the resident's record.

N. The facllity shall develop and follow a written
policy for unused, outdated, or recalled
medications kept In the facility in accordance with
16.16.11.10 NMAC (AS AMENDED).

[7.8.2.36 NMAC - Rp, 7.8.2.36 NMAC,
01/15/2010)

This REQUIREMENT s ot met as evidenced
by:
7.8.2.35G (15) H

Based on record roview, observation, and
interview the facllity failed to ensure;
1. Physician orders for the use of bed rails
were obtained and on file in the resident's chart.
2. Hospice medications were not accepted

without physician orders and were placsd on the

Medication Administration Record (MARs)

3. The Medication Administration Records
(MAR)s were complete, accurate and ineluded all
required pertinent information.

These deficient practices have the potential to to
cauge serlous illness or injury requiring
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amergency medical ireatment and even death to
the 8 (R #s 1-8 ) residents on the census,
provided by the Executive Director on 03/02/18 If:

1. Physiclan orders are not obtained <o
ensura the bed rells are only being used Under
the direction and supervislon of the physician,

2. Medications are taken without the
informationfinstructions from a physician,

3, Information on the MAR is not complete,
accurate, and includes all required information,
then medication errors could oceur. The findings
arg;

Findings ralated to Bedrails

A, On 03/27/18 8t 2:25 pm, during oheervation
resident room {rr #5) full bedrails were observed
In the up position while R #1 was in bed.

B. On 03/27/18 at 2:28 pm, during cbservation of
resldent room (rr #8) half bedrails were observed
in the up position while R #2 was in bed.

C. On03/27/18 at 2:30 pm, during chservation of
resident room (rr #7) half bedrsils were abserved
onthe bed in the down position for R #5,

D, On 03/27/18 at 2:33 pm, during obsarvation of
resident room (i #11) haif bedralls ware
observed on the bed In the down position for R
#5,

£, Record review of R#s 1, 2, 5, 6 resldent files,
revaaled there was no physicians ordars for bed
ralls.

F. On 03/27/18 at 3:45 pm, during interview with
the Executive Director, she confirmed R #s 1,2,5
and & have bedralls and are using them without
physician orders,

A035
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findings related to Doctor's orders

G, Record review of R #1s file revealed, that
there were no physician orders for the following
medications:

1. Acetaminophen - Tylenol 650 mg
{milligrams) (mid paln or faver) 1 suppository
eviery 6 hours PRN (as needed),

2, Halpperidol - Haldol 2 mg/m! {agitation).
Take 0.5ml (millliters) by mouth under tongue
every B hours PRN,

3. Bisacodyl - Ducolax 10 mg - (constipation)
suppository once a day PRN,

4, Prochlorper - prochiorperazine 10 mg -
(nausea and vorniting) Take 1 tablet by mouth
avery & hours PRN.

8. Hysocyam - Anaspaz 0,125 mg
(secretions)t under tongua avery 4 hours PRN.

H. On 03/28/18 at 2:50 pm, during intarview with
Business Offica Manager, she confirmed the
a&bove medications for R #1 the fachity did not
have the physicians orders and stated that the
medications came from haspice.

FIndings relatad to MARS

l. Record review of R #2's February 2018 and
March 2018 MARs revealad, incorrect times
when the following medications wera to be taken:

1. Lexapre - Escitelopram 10 mg
{depression), take 1 tablet daily at 8:00 sm and
the time on the MAR was listed to be taken at
9:00 am.

2. Lorstedine - Claritin 10 mg (allzrgies), take
1 teblet dally 2t 8:00 am and the time on the MAR
was listed to be taken at 9:00 am

J. On 03/28/18 at 3:22 pm, during interview with

AQ35

A035 Sept1,2018

The Faclity wiil obtain physician's orders to start, change,
or discontinue medications, including PRN, and treatment
for all Residents. All medications, including PRN, will be
entered onto the Medication Administration Record (MAR).

When bed rails become nacessary for the sefely of a resident,
tg: Faciity will obtaln a physicien’s order t use ralls of any
size,

The House Manager will ensure physician's orders are
abtzined for all medications end for use of bed rails of'

any eize, The House Manager will also ensire that physician
orders are entered accurately on the MAR. The Administrator
and/or Compliance Director will monitor continued compliance
during quarierly In-house audits.
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the Business Ofiice Manager, she confimmed R
#2's February 2018 and March 2018 MARs had
incorrect times (8;00 am, instead of 8:00 am)
when the above listed medications were to be
taken.
A D36 7 NMAC 8,2,38 Nutrition A038

NUTRITION: The facility shall provide planned
and nutritfonally balanced meals from the basic
feod groups In accordance with the *
recommended dally dietary allowance * of the
American dietetic assoclation, the food and
nutritien board of the nationazl research council, or
the national academy of sciences. Meals shall
meast the nutritional needs of the residants In
accordanca with the " 2005 USDA dietary
guidelines for Americans, " Vending machines
shall not be considered a source of shacks,

A. Dietary services policies and procadures, The
facility will develop and Implement written palicies
and procedures that are maintained on the
premises and that govern the following
requirements.

(1) Meal service, The facility shall:

() serve at least three (3) meals or their
equivelent each day at regular imes with no more
than sixteen {16) hours betwesn the evening
mea! and morning mea! with snacks freely
available;

(b) provide snacks of nourishing quality and post
on the daily menu; :

(c) develop menus enjoyed by the residents and
served at normal intervals appropriate to the
residents ' preferences;

{d) post the weekly menu, including snacks
where residents and familles are abie fo view it
posted menus shali be followed and any
substitution shall be of equivalent nutritional value

STATE FORM
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and recorded on the posted ment; identical
menus shall not be used within @ one (1) weak
cycle;

(e) have special menus or meal items following
guidelines from the resident ' s physician for
residents who have medicaily prascribed special
diets; )

(f) serve all residents in & dining room except for
residents with a temporary iiness, or with
documented specific personal preference to have
meals in their room;

(9} allow sufficient time for meals to enable
residents to eat at a leisurely pace and to
socialize; and

{h) contact the resident’ s PCP within forty-eight
{48} hours if a resident consistently refuses to
aat,

(2} Staff in-service training. The facllify shall
provide an in-sarvice training program for stadf
that are involved in food preparation at oriantation
and at leest annually and that includes:

(=) instruction In proper food storage;

(b) preparsation and ssrving food;

(c) safety in foed handiing;

| (d) appropriate persanal hygiene; and

(e) infectious and communicable disease control,
B. Dietary records. The facliity shall maintein the
jollowing documentation onsite;

(1) a systematic record of all menus and
revisions, Including snacks, for & minimum of
thirty (30) calendar days;

(2) a systematic.record of therapeutic diets as
prescribed by a PCP;

(3) @ copy of the most recent licensing Inspection
and for faciiities with 10 or more residents, a copy
of the New Mexico environment departmant
Inspection with notations mada by the facility of
action taken to comply with recommendations or
citations; and

Qivision of Heatih Improvament
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(4) a dally log of the recorded temperatures for all
facility refrigerators, freszers and steam tables
maintained and avalleble for Inspection for thirty
(30} calendar days.

C. Clean and sanitary eanditions, All practices
shall be in accordance with the standards of the
statr environment department, pursuant o 7.8.2
NMAC.

{1) Kitehen sanitation. i

(2) Equipment and wark areas shall be ciean and
in good repalr. Surfaces with which food or
beverages come into contact shall be of smooth,
impervious material free of open searns, not
readily corredible end easily accessible for
cleaning,

(b) Utensils shall be storad in a clean, dry place
profected from contamination,

{¢) The walls, celling and floors of all rooms that
feod or drink Is stored, prepared or served shall
ba kept clean and in good repalr,

(2) Washing and sanitizing kitchenware.

{a} All reusable tablewara and kitchenware ghall -
be cleaned in accordance with procedures that
include separate steps for prewashing, washing,
rinsing and sanitizing,

{&) Praper dishwashing procedures and
tachniques shall be utilized and understood by
the dishwashing staff.

(c) Periodic montioring of the operation of the
detergent dispenser, washing, rinsing and
sanitizing temperatures shall be performed and
documented.

{d) When a dishwashing machine ia utilized, the
cleanliness of the machine, Its jets and its
thermostatic controls shall be monitored and
documentad by the facility. A monthly iog of the
recerded tamperature of the dishwasher shal be
melntained In the facility and aveilabls for
Inspection.
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(3) Sinks for hand washing shall include hot and
cold running water, hand-washing soap and
disposable towels,

(4) All garbage and kitchen refuse that Is not
disposed of through a garbage disposal unit shall
be kept in watertight containers with close-fitting
covers and disposad of daily in & safe and
sanitary manper.

(5) Cooks and food handiers shall wear clean
outer garments end hair nets or caps and shall
keep their hands clean at all times when engaged
in hangling food, drink, utensils or equipmenrt in
accordance with tha focal health authority.
Disposable gloves shall be used In 2ccordance
with the local health authority.

0. Food management. The facility shall stors,
prepere, distribute and serve food under santtary
conditions and in accerdance with the regulations
geveming foed establishments of local health
authority having jurisdiction, 7.6.2 NMAGC,

(1) The facility shall ansure that a minimurn of &
three (3) calendar dey suppiy of perishables and
a five (5) celendar day supply of non-perishables
or canned foods Is available for the residants.

(2) The faclitly refrigerator and freszer shall have
an accurate thermometer which reads within or
not more than plus or minus three (3) degreas
fahrenheit of the required temperature, located in
the wammest section of the refrigerator and
freezer end shall be accessible and easily read.
(2) Tha temperature of the refrigerator shall be
thirty-five (35) - forty-one (41) degrees fahrenhell,
(b} Freezer ternperatures shall be maintsined at
zero (0) degrees fahrenheit or belaw,

(3) Refrigerators and freszers shall be kept clean
and sanitary at al! times. Food stored In. .
refrigerators and freezers shail be covered, dated
end labeled. Unused lefiover food shall be
discarded after threq {3) calendar days.

Division of Health Improvement
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(4) Steam tables, hot food tables, slow cookers,
crock pols and other hot food holding devices
shall not be used in heating or reheating food.
Hot food temperatures shall be checked
perodically to insure that a minlmum of ana
hundred forty (140) degrees fahranhealt Is
maintained,

(5} Medication, biological specimens, poisons,
detergents and cleaning supplies shall not be
kept in the same storage areas used for storage
of foods. Medications shall not be stored in the
retrigerator with food; an eltemnate refrigerstor for
medication shall be uged pursuant to Subsection
B of 7.6.2.8 NMAC,

{6) Canned or preserved faods shall be progcured
frorm sources that process the food under
ragulated quality and santtation controls, This
doas not preciude the use of local fresh producs,
The facility shall not use home-carned foods.
(7} Dry or staple food items shall be storad at
least six (8) inches off the fioor in a ventilated
reom that is not subject fo sewage, waste water
back-flow or contamination by condensation,
leakage, rodents or vermin.

(B) Tha facility shall ensure the following:

(a) all perishable food ig refrigerated and the
temperature Is maintained no higher than

| forty-one (41) degrees fahrenheit;

(b) the ternperatura for all hot foeds is maintained
et ona hundred forty (140) degrees fahrenhelt;
and

(c) ell displayed or transported food Is protected
from environrmental contamination and
meintained at proper temperatures in clean
containers, cabinets or serving carts.

E. Milk.

{1) Raw milk shall net be usad.

(2) Condensed, evaporeted, or dried milk
preducts that are nationally recognized may ba

Division of Health improvement
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smployed as " additives " in cooked food
preparation but shal! not be substituted or served
to residents in place of milk.

F. Collateral requirements. Compliance with this
rule does not melieve a facility from the
rasponsibility of meeting more stringent municipal
regulations, ardinances or other requirements of
state or federal laws governing food service
establishments, Local health authority having
Jurisdiction means municipal, county, state or
federal agency(s) that have laws and regulations
governing food establishmants, liquld waste
dispoesl, treatment faciiities and private wells.
{7.8.2.36 NMAC - Rp, 7.8.2.37 NMAG,
01/15/2010)

This REQUIREMENT is not met as avidenced
by:
7.8.2.36 B (4) D (4)

Based on observation, record review, end
intervigw the facility failed to ensure prepared
food that Is transported to resident’s dining room
from the adjoining facility, is maintained & the
required hot temperatures of 140 degrees
Fahmenheit (F), and they failed to keep
temperaturg logs for both the refrigerator and the
freezer. These deficient practices have the
potenttal for all 8 (R #s 1-8) residenis identified on
the census provided by the Exacutive Director on
03727118, to be st risk of harm from foodbome
illnesses if food is not maintaingd and served at
the comrect temperatures, and by possible
contamination of foods stered in the
refrigerator/froezer et incomrect temperatures. The
findings are;

A. On 03/27/18 at at 11:58 am, during

A 036

AD35

leg refrigerator and freezer temperaturss dg

cantinued compliance during Quarterly In-ho

The Facility will ensure that hot food temparatures gre at
mitimum 140 degrees Fahranhsit, The Faciity wil aiso

Manager will ensure dey [o day compliance, and the
. Administrator and/or Complianca Director will monttor

Sept 1, 2018

ily. The House

use audhs,
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observation of lunch items that were transported
to the dining room from the facility next door,
using the surveyoers thermometer the tsmperature
for the meatballs was 124.0 degrees F.

B. On 03/27/18 at 11:68 am, during terview with
the Executiva Director, she confimed the
surveyors thermometer was callbrated at 32
degrees F and the temperature of the mestballs
was 124 dagress F, ’

C. Record review of the facllities temperaturs
logs for the refrigerator and the freezer revealed
the last date of both logs stopped on 03/08/18, 16
days prior,

D, On 03/27/18 at 11:45 am, during interview
with the Administrator, she confirmad there had
been no daily temperatures resorded on the logs
for the refrigerator and freezer since 03/08/18.

A 038 7 NMAC 8.2.38 Housekegping Senvices

HOUSEKEEPING SERVICES. The facllity shall
maintain the interior and exterior of the faciiity in a
safa, clean, orderly and attractive manner, The
faclity shall be free frem offensive odors, safety
hazards, insects and rodents and accumulations
of dirt, rubbigh and dust,

A. All common living areas and all bathrooms
shall be cleaned as often as necsssary to
maintain & clean end sanitary environment.

B. Combustibles such es cleaning rags or
flammable substances shall be stored in closed
metal contairters In approved areas that provide
adequate ventilatien, Combustiblss shall be
stored away from the food preparation aress and
away from the resident rooms.

C. Polgonous or lammablo substances shall not

A036

A038
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be stored in residential areas, food preparation
areas or food storege areas. If hazarious
chamicals are storad on the property, material

| safety data sheets shall be maintalned and stored

in the same area as the chemicsls, pursuant to
state environment departrent requirements,
11.56.2.8 NMAC, '

[7.8.2.38 NMAC - Rp, 7.8.2,39 NMAC,
01/15/2010]

This REQUIREMENT Is not met as evidenced
by:
7.8238AC

Based on observation and interview the facility
failed to ensure the facility was-cleaned as often
as necessary to maintain a clean and sanitary
envirorment end poisonous substances ware not
stored where residants could access them. These
deficient practices have the potential for all 8 (R
#5 1-B) residents identified on the census
provided by the Executive Dirsctar on 03/27/18,
to be at risk of injury and/or illness, due to
contamination from an unsafe and dirty
environment and poisonoys or flammable
substances that ere net stored In & safe, locked
iocation. The findings are;

A. On-02/27/18 at §:18 am, during observation of
the unlocked laundry room, a large uncovered
trash can was observad with solled aduilt
disposable briefs, that smelled and contaminated
the clean linen that was washed and folded on a
table along side the washer, '

B, On 03/27/18 et 09:20 ain during observation
of the unlocked cleaning supply closet, the
following cleaning supplies were observed;

1. 2-25.20z cans of powered ¢leaners.

AQ38
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: The Faciity shall maintzin a safe, clean, orderly, and '
o) contailner of carpet frehsher for pets. attractive environment free-of offensive odora and safety
3. 1-22 oz bottle of carpet Fresher. hazards. The House Manager will ensure the Laundry
4. 1-57.8 oz. bottle of pine cleaner. Room trash can is free of soiled disposable briefs and other
5. 1+1 gallon bottle of window cleaner. incontinent supplies. Solled disposable brisfs and cther
incontinent supplies will be immediately removed from residents’
C. On0¥27/18 at 08:25 am, during observation rooms o prevent offensive oders, The House Manager will glso
of Resident #11's bedroom, it had a strong smell ensure that cleaning eupplies or hazardous chemicals are siored
of urine, In 2 designated area where & coded entry lock will be instelied fo
ensure residents cannot access them. The Administrator andier
D. On 03/27/18 &t 10:05 am, during Interview * Compliance Director will monitor continued compliance durlng
with the Executive Director, she confirmed that quarterly In-house audts.
the laundry room had an unsoverad trash can
with solled adult briefs, room #11 smelied of Lrine
end the uniocked cleaning supply closet had
chamicals that were accessible to residents.
AD42

A 0421 7 NMAC 8.2.42 Maintenance of Bullding and
Grounds

MAINTENANCE OF BUILDING AND GROUNDS;
The building(s) shall be maintained in good repeair
at all times, Such maintenance shall includs, but
is not limited to, the following areas:

A. Storage areas/grounds, Storage areas and -
grounds shall be maintained in a safe, sanitery
and prasentable condition at all times. Storage
areas and grounds shall be kept free from
acsurnulation of refuse, weeds, discarded
furniture, old newspapers or otheritems that
create a fire hazard.

B. Floors, Floors shall be maintained etable, firm
and free of tripping hezsards.

[7.8.2.42 NMAGC - Rp, 7.8.2,43 NMAC,
01/15/2010)

This REQUIREMENT is net met as evidenced

by:
7.8242A
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A 042 | Continued From page 38

Based on observation and interview, the facility
falled {a maintain the riserMot water heater room
and keep It free of combustible items
{buckete/cans of peint} that creates a fire hazard.
This deficlent practice could cause harm to =l 8
{R #s 1-8) rasidents Identified on the census list
provided by the Executive Diractor on 03/27/18, if
& fire were to occur because of the fire hazard
created by the peint being stored In the riser/hot
water room, The findings are!

A. On 03/27/18 at £:45 am, during cbservation,
the following combustible items wem chserved
next to the water heater:

1, 2-4,84 galion buckets of paint.

2. B-1 pallon cans of paint,

B, On 03/27/18 at 10:05 am during an Inferview
with the Executive Director, she confirmed that
thera wers conteiners of paint stored in the
riger/hot water room creating a fire hazard,

A 044 7 NMAC 8.2.44 Heating, Air-Conditiening and
Ventilation

HEATING, AIR-CONDITIONING AND
VENTILATION;

A. Heating, air-conditioning, piping, boilers and
ventilation equipment shall be fumished, installed
and maintained o mest all requirements of
current state and local mechanical, electrical and
construction codes. Al facilities shall have
documantation that fual-fire heating systems
have been checked, tested and maintained
annually by qualified personnel,

B. The heating method used by the facility shall
provide a minimum tempersture of seventy (70)
degrees fahrenheif, measured at three (3) feet

A0s2

AD4d

. affected by the deficlent practice.

1A042 Sepl 1, 2018
! Tha Facllity wil maintain the riser/water heatar room, keeping

it free of combustible itemns to aveid creating a fire hazard. The
House Manager will ensure maintenance and continued

compliance on a weekly basis. The Adminlstrator and/or

Comptiance Director will menitor continued compliance during
quarterly In-house audits.

All residents/staff have the potentlal to be

—

DWision of Heatth improvament
STATE FORM
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above the ficor, In all rooms used by the
residents.

| C. No open-face gas or eleciric heater nor

unprotected single shell gas or electtic heating
device shall be used for heating the facility,
Portable heating unlits sha!l net be used for
heating the faciiity. All heating appliances shall be
permanently anchored and kept away from
flammables such as curiaing, bedcovering, frash
containers, or clothing. No heating appliance shall
be located where the unit or wiring is a tripping
hazard or presents danger from eledlrical shock,
D. Fireplaces and open flame heating shall not be
utilized In sleeping rooms.

E. Gas fired water heaters shall not be located In
sleeping rooms, bathrooms, or rooms opening
into slaeping rooms.

F. The facility shall be adequataly ventilated at ail
times to provide fresh air and the control of
unpleasant odors by either mechanical or naturat
means.

G. All openings to the cutside air used for
ventilation shall be screened for the cantrol of
insects and rodents, Screen doors shall be
equipped with self-closing devices.

H. The facility sheall have z system for malntaining
the residents comfort during periods of hot
weather. Fans shall not be located where the unit
or wiring Is & tripping hazard. Fans shall be
provided with protective shields when there is a
potential for contact by any individual,

[7.8.2.44 NMAC « Rp, 7.8.2.45 NMAG,
01/15/2010)

This REQUIREMENT is nol met as evidenced
by:
78244 G

Based on observation and interview, the facility

Division of Haalth Improvement
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The Faciiity will provide snd maintain screens on 3l Spuranme
failieddtoﬁp;awde sc:eens c;r; gll Ope;able win;ows. windows. The Administrator and/or Cormplianca Director witl
This deficient practice could cause harm end/or maonltor eontinued compliance during quartsrly In-house audils.

fiiness to all 8 (R #s 1-8) rasidents, [dentified on
the census list provided by the Executive Director
on 03/27/18, If bitten by germ carryling insects
entering through unscreened windows, The
findings are:

A, On 03/27/18 at 8:45 am, during observation all
the operable windows in the faciiity were
observed to net have screens on them,

B. On 03/27/18 at 10:05 am, during Interview
with the Executive Dirsctor, she confirmed all the
windows wera migsing screens.

A 058 7 NMAC 8.2.59 Windows A058

WINDOWS:

A. Each slegping room shall be provided with &n
exterior window.,

{1) The window shall be operabls, screened and
have a clear operable ares of 5.7 square feet
minimum; measured twanty (20) Inchas wide
minimum and measured twanty-four (24) Inches
high minimum.,

{2) The top of the window sill shall not be more
than forty-four (44) inches above the finished
fioer,

8. Screens shall be provided on all operable
windows,

C. The proposed use of barg, grilles, grates or
similer devices shall be reviewed and spproved
by the licensing authority prior to installation.

D. Sleeping rooms, living rooms, activity room
ereas and dining room areas shall have e window
area of at least one tenth (1/10) of the floor area
with @ minimum of ten (10) square feet
{7.8.2.88 NMAC - Rp, 7.8.2.52 NMAC,

Division of Health Imprevement
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A058 | Continued From page 41
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This REQUIREMENT is not met as avidencad

by:
7.8.2.59B

Based on observation and Interview, the facility
failed to provide screans on all gperable windows.
This deficient practice could cause harm to all 8
{R #3 1-B) residents, [dentified on the rasident
census liet provided by the Executive Director on
03/27/18, by belng bit by germ carrying insecis
entering through the unscreened windows. The
findings are:

A. On Q3/27/18 at 2:45 am during observation, all
the operable windews In the facility falied te have
screans on them.

B. On 03/27/18 at 10:05 am, durng interview
with the Executive Director, she confirmed that all
the windows were missing screens,

AQBO 7 NMAC 8.2,60 Fira Clearence and Inspections

FIRE CLEARANCE AND INSPECTIONS:

A. Written documentation of a facility's
compliance with applicabla fire prevention codes
shall be obtained from the state fire marshal ' s
office or the fire prevention authority with
jurisdiction and shall be submitted to the licensing
authority prior to the issuance of an initlal icense.
B. The facility shall request an annual fire
inspeaction from the local fire prevention
authoritles. If the policy of the local fire
depariment does not provide an annual
inspection of the facillfy, the facility will docurnent
the date the request was made and to whom and

A0SD

A060

A059 Se Sﬁ 2018
The Facllity wi provide and malntain screens on aii o:;e.-mp: '
windows, The Administrator and/or Compliance Diractor wil

meniter cun_t:nued compliance during quarisry in-house audits.
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Continued From page 42

then contact licensing authorities. If the local fire
prevention authorities do make annual
inspections, a copy of the latest inspection must
be kept on file in the facility.

{7.8.2.60 NMAC - Rp, 7.8.2.59 NMAC,
01/15/2010]

This REQUIREMENT i3 not met as evidenced
by
7.8.260B

Based on record raview and interview, the fagiltty
failed to.have a copy of an annual fire inspection
from the local fire prevention authority or
documentation that one had been requested.
The Administrator could not find the original fire
inspection conductad prior to opening elther.
This deficient practice could cause harm, injury or
death ta all 8 (R #8 1-8) residents identified on
the census list provided by the Executive Director
on 03/27/18, if a fire wera t0 occur and there had
been no inspaction by the loca! fire authority to

* | check for fire safaty hazards. The findings are:

A. Record review of the faciiity's building
maintenance records book, revealed no
documentation that a fire inspection had been
conducted by the local fire department.

B. On 03/27/18 at 2;00 pm, during Interview with
the Executive Directar, she confirmed she did not
have an annual firs inspection dong and she
could not fing the inspection from the fire
department prior to opening.

7 NMAC 8.2.70 Incorperated and Related Rules
and Codes

A0BD

A 070

ADBO Sept 1, 2018

The Faellity wil! obtaln and file a fire
Inspection report from the local

fire department as well an

Emergency Plan that Includes a safe
designated arez to evacuate the residents
in the event of an emergency.

The House Manager will ensure Fire Inspection Repart
18 up 1o date and on file, and the Administrator

and/or Compliance Dirsclor will monitor

continued compliance curing quartery Insouse

Oivision of Hearn Improvement
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INCORPORATED AND RELATED RULES AND
CODES; The facilities that are subject to this rule
are also subject to other rules, codes and
standards that may, from time to time, be
amended. This includes the following:

A. Heakh Facility Licensura Fees and
Pracedures, New Mexico Depariment of Health,
7.1.7 NMAC,

B. Health Faclility Sanctions and Civil Monetary
Penalties, New Mexico Department of Health,
7.1.8 NMAC.

C. Adjudicatory Hearings for Licensed Faclities,
New Mexico Dspariment of Health, 7.1.2 NMAC.
D. Caregivers Criminal History Screening
Requirements, 7.1.2 NMAC.

E. Employee Abuse Registry 7.1.12 NMAC.

F. Incident Reporting, Intake Processing and
Training Requirements 7.1.13 NMAC.

[7.8.2.70 NMAC - N, 01/15/2010]

This REQUIREMENT is not met as evidenced
by
7.8270F

+1.13 INCIDENT REPORTING, INTAKE,
PROCESSING AND TRAINING
REQUIREMENTS

Referto 7.1.13.7 W. & 8 B. (2)

W. "Reporizble incident” means possible abuse,
neglect, exploltation, injuries of unknown origin
and other events including but not iimited to falis
which cause injury, unexpected death,
elopement, meadication error which causes or Is
likely to cause harn, fallure to follow a doctar's
order or an ISP Individual Service Plan, or any

Givision of Heattn imprevameant
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other Incident which may evidence abuse,
neglect, or exploltation.

B. (2) Division Incident report form and
notffication by ligansed heatth care facilities; The
licensed heelth care facility shell report incidents
utilizing the division's incident report form
consistent with the requirements of the division's
Incident management system guide and CMS
regulations as applicable. The licensed health
care facility shall ensure that alf incident report
forms alleging abuse, neglect, explottation,
injuries of unknown origin or cther reportable
Incidents are submitted by a reporter with direct
knowledge of an incident, are completed on the
bureau's incident report form and recelved by the
division within tweonty-four (24) hours of an
incident or allegation of an incident or the next
business day if the incldent cccurs on a weekend
or a heliday. The licensed health care facility shall
ensure thal the raporter with the most direct
knowledge of the Incident asslsts with the
preparation of the incident report form,

Basad on record review and interview, the facllity
falled to ehsure that 1 (R #7) of 1 (R #7) resident,
whose internal incldent reports were reviewed for
compliance, was reportad to the Licensing
Authority within twenty-four (24) hours or by the
next business day if it Is a weekend or a holiday.
This deficient practice has the potential for all
residents to be at risk of harm if the facility s not
reporting incidents to the Licensing Autherity then
there would be no oversite to protect the
residents from belng abused, neglected, and/or
Injured. The findings ara:

A. Record review of R #7's internal Ingident
Report dated 12/23/17, reported by Direct Care
Staff (DCS #4) revesied rasident had been

AQ70
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complaining of chest, arm, jaw pain, and was
hurting really bad. 911 was called and R #7 was
transpored to a medical ganter, The Incident was
net reported to the Licansing Authority,

B. On 03/27/18 at 345 pm, during interview with
the Exscutive Director, she confirmed R #7's
internal incldent repor{ dated 12/23/17 was not
reported to the Lisensing Authority.

Tire Facility shall ensure thaf all suspected cases or

known incidents of resident ebuse, neglect, or explofiaiion

ara reported in accerdance with NMAC. The Facility will

be responsible for conducting and documending the
invastigation of all incidents within § business days and will
submit 3 copy of the rapart to the [icensing authority. Acopy
of the report shall alse ba maintained on file et the fadility,

The Administrator will be responsible eonducting and reporting
known or guspected cases of abuse, neglect, or exploitation

" fo the preper autherities. Complfanee Director will moniter

continued complianice during quarterly In-house audits,
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