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‘! A. RESIDENT RECORDS, CONTENTS: A
; record for each resident shall be maintained with
| specific information required. Entries in each i
 resident's record shall be legible, dated, and !

authenticated by the signature of the person
- making the entry. Resident records must include: Q A |

|
|
1 7.8.222 RESIDENT RECORDS: ‘

(1) Admission records as set out in (}J
' Section 7.8.2.21 NMAC: G 0\\
| (2) Within five (5) days of admission: g \\
(a) An executed admission agreement. | . \\
(b) A completed resident assessment
} form.
! {c) Any available, admission physical
| examination report by a licensed health care
| professional, which may include ali discharge
| information from another facility. When admission !
| follows within thirty (30) days discharge from an
acute care hospital, the hospital history and |
i physical report, and the hospital discharge
‘ summary may serve as an admission physical. |
‘ {d} Names, addresses, relationship,
| and phone numbers of family members, and
' where appropriate, guardians, agents, and any
| surrogate decision makers.
' (3) Within thirty (30) days of admission;
\ (@) A admission physical examination
| report by a licensed heaith care professional if an
t examination report was not available within five
‘ (5) days of admission. .
{b} Resident's name, age, recent
“ photograph, social security number, marital |
| status, date of birth, sex, address prior to
admission, religion {optional), personal physician, i
dentist, social history and designated
representative or other emergency contact |
‘ person, language spoken and understood, legal
- documentation relevant to commitment and/or
guardianship status, present medications, and |

Division of Mealth Improvement

T (X8) DATE
BORAT | ' E R ' ) y ; 7
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE \/ 7

STATE FORM 6899 8L3P11 If conti% sheet 1of 35




PRINTED: 11/01/2007

diet required.

{¢) Any amendments to the admission
agreement.

{d) The current completed resident
assessment form.

(e} A completed and current individual
service plan.

{f)  Entries by direct care staff,
appropriate health care professionals, or others
authorized to care for the resident. Entries shall
be dated and signed by the person making the
entry and shall include significant information
related to the individual service plan.

{g) Entries providing a written account
of all accidents, injuries, illnesses, medical and
dental appointments, any problems or
improvements observed in the resident, any
condition that would indicate a need for
alternative placement or medical attention, and
entries reflecting appropriate follow-up. The
maintenance of such written record in the
resident record may be by copy of an
incident/accident report, if the original
incident/accident report is maintained elsewhere
by the facility.

{h) A medication record: Medications
administered by licensed personnel and/or staff
assisting with medications to include: listing all
currently ordered medications by name, dosage,
administration times; documenting by medication
name, dosage, date, and time, each medication
administered, with the initials of the individual
who administered or assisted with the
medication; documentation of errors, omissions,
and side-effects of medications; and written
consent by resident or guardian for staff to
assisting with medications.

(i) Date, time and progress note of
heaith services provided by any contract agency.

() Unless included in the admission
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‘ Continued From page 2 A22 o
‘ agreement, a separate written agreement A2 QRS
between the facility and the resident relating to . 78222A(2)(8) ‘
| the resident's funds, in accordance with the R-1°s Admission Ag,.eemem and dme of \
facility's policy and procedures. . admission has been done and placed in his -
(k) Transfer forms completed, 5|g ned, | file, |

and provided to accepting facility when resident is
‘ transferrmg to a hospital or another health care

R-2’s Admission Agreement has been done
facility.

and placed in the file.

{l): . Documentation of disposition “of the
resident's persona! effects and money or © *

All resident’s folders have been.audited and
valuabres deposnted with the adult residential care resident s ors fav

if needed, corrections roade.

B. RESIDENT RECORDS

MAINTENANCE:
‘ (1) " Resident records shall be mamtamed
‘ and stored in an organized, accessrble and

permanent manner.

{2) The facrllty shall establish a policy for

| mamtamrng, and conﬁdentlallty of resident
| records, including the authorrzed release of
i resrdent records ' |
‘ Resrdent records must be marntamed ‘

Manager is to monitor all tesident charts

every six (6) months to insure that all paper |
work is completed within five (5) daysof |
admission. -

Date Complete_d: 11-30-2007 - !

unauthorized use for a_penod of not Iess than \
three (3) years from the date of discharge.

‘ (4) There must be a pollcy and
procedure in piace for record rétention in the
event of facility ciosure. - :

‘ [7-1-64, 9-15-70, 5-26-72, 9-24- 76 7-11-86, |
111904797 7.8.2.22 NMAC - Rn 7 NMAC S

| 8.2.22 8.31-00]

: This REQUIREMENT |s not met as evidenced
by:
‘ 7. 8 2.22A. (2)(a)

| Based on records review and interview, the

‘ facility failed to maintain records. of an executed
admission agreement, within five days of

| admission, for 2 of 3 sampied residents (66.6%}).
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A22| Continued From page 3 A22
] The findings are: A22 B
of e 7.8.2.22A.(2Xc)- -

[ A, Rewew of R‘l -s'reSIdent records revealed no |

-admission date and ho executed adm|55|on
agreement with the! facnllty

“
l B. Review of | résrdent records revealed an -
admission date of 6/30/07 but no executed
l admission agreement with the facility.
‘ 'C. During-an-interview. with 313 9/1 0/07 at 1:00
p.m., $43 exammed ‘R1and R2"s resident:
| records and acknowledged that the facility failed
1 to-maintain reoords of executed admission-- --- -
‘ agreements. oy i

7. 8.2.22A (2)(e)

i Based on’ records revrew and interview, the
facﬂity failed to maihtairt an atimission physical
- examination report or hospital discharge

! summary, within 5 days of admission, for 2 of 3

’ sampied res:dents (66 6%) The findings are

l A" Review ofRT Vs resident récords revealed no
admission date and no admigsion physical -
exammatlon repo or:hospit discharge
summary ‘ k

'B. Review of R2 & fésident records revealed an
admission daté of 6/30/07 but no admission
physical examination report or hospital discharge
summary.

1 C. During an lnterwew wuth 313 9/10/07 at 2:30
| p.m., 513 acknowledged that that the facllly
| falled to maintain admissuon phys:cal examlnatlon
‘ reports for R‘l and R2 .
l

Ll
l
R-1’s. Records. were review and the AR l
admission date has been found and retumed |
1 to the file. Theé medical infarmation:from l
Loving Hearts Care Center has been found; ; 1
|

|

)

|

in his folder.

R-2’s Admission record revealed no
physical examination. It was scheduled by --.
GIMC for 9-20-2007 but the: fotins were, not
taken to the doctor.. We only.received the .
phys1c1ans orders for medieation at that
time. A new appointment has been™
scheduled for fi-y,-07 to complete this - o
exam. |_-‘

”/?d/o?

All resident’s folders have been audited and_: o
~ if necessary, corrections made.

|
l
l
- The manager wiI].create.an audit sheet for b
each resident and will continue with each - o
new resident to insure that all paperwork is l
done in a timely manner. |

|

|

Administrator will audit every six months.
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A23

|
A23 7 NMAC 8.2.23 FAC. REPORTS,RECS.,P & PS
| &RULES |

| 78223  FACILITY ‘

} REPORTS/RECORDS/POLICIES AND |

, PROCEDURES/ AND RULES: |

_ A. REPORTS AND RECORDS: Each ‘

\ facility must keep the following reports, records,

| and policy and procedures on file at the facility \
and make them available for review upon request |
of the Licensing Authority: |

(1) Fire Inspection Report. -

| EXCEPTION: Adult residential care facilities with 1

| three (3) or fewer residents are not required to ‘

| have fire inspection reports.

! (2) Copy of the last survey conducted by |

| the Licensing Authority, adverse actions or |

" appeais thereto, and complaints. ‘

(3) Copy of the latest survey from

‘ Environmental Health Authority (if applicable) |

| regarding kitchen and food management and, if ‘

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

_facilities with three (3) or fewer residents are not |

| required to be inspected by Environmental Health

I Authority. Facilities exempted by the !
Environmental Health Authority having |
jurisdiction, are not required to have a survey on ‘

| file provided the exemption letter is on file.

w (4) TB test results of staff or any of their

| family members living in the facility.

| (5) One {1) month of menus planned
and as served.

l (6) Record of fire drills: A record of all

| fire drills conducted at the facility. EXCEPTION:

| Adult residential care facilities with three (3) or

l fewer residents are not required to hold or record

| fire drills.

i (7) Written emergency plans and |
policies and procedures for medical |
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A23| Continued From page 5 A23 i

| emergencies, power failure, fire or natural
disaster. Such plans shall include evacuation, |
‘ persons to be notified, emergency equipment, |
| evacuation routes and refuge areas,
" responsibilities of personnel. |
l {8) Licensing regulations: A copy of |
| these regulations (Requirements for Adult
‘ Residential Care Facilities, 7.8.2 NMAC). |
: (9) Custodial Drug Permit: A valid |
‘ Custodial Drug Permit issued by the State Board ‘
| of Pharmacy for those facilities licensed pursuant |
| to these regulations. EXCEPTION: Adult \
' residential care facilities with only one (1) resident !
| are not required to have a custodial drug permit. ‘
{10) Vaccination of pets in the facility. !
| (11) Staff training.
. {a) At orientation and on-going. |
! (b) Appropriate to staff responsibilities.
| (Assistance with medications, dietary, |
environmental...) |
: (c) Fire safety.
| (d) First aid. |
| {e) Safe food handling practices. 1
(f) Confidentiality of records and |
| resident information. |
{9} Infection control (including universal |
| precautions and linen handling). 1
y {h) Resident rights.
‘ {iy Providing Quality Resident care |
| based on current resident need. |
: (i) Reporting requirements for Abuse, |
! Negiect or Exploitation.
| (12) A copy of License. |
(13) Employee personnel records, |
| including an application for employment, TB
| certificates, training records, and personnel i
actions.
'| (14) A copy of all WAIVERS/VARIANCES |
- granted by the Licensing Authority.
(15) A copy of the floor pians as approved |
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A23| Continued From page 6

| for licensure.
| B. RULES: Prior to placement in or
| admission to a facility, a prospective resident or

| his/her representative shall be given a copy of the

! facility rules. Each facility shall have written rules
| pertaining to but not limited to the following:
l (1) The use of tobacco and alcohal.
{2) The use of the telephone.
| (3) Operation of television, radio, and
stereo.
: {(5) Use and safekeeping of personal
property.
| (6} Meals.
{7} Use of common areas.
‘. (8) Electric blankets or appliances used
| by residents.
| C. POLICIES AND PROCEDURES: All
‘ facilities shall have written policies and
procedures covering the following areas:
\ (1) Actions to be taken in case of
accidents or emergencies, (e.g., gas leaks,
injuries, transportation, medications,...).
| {2) Method of keeping informed when
| residents go outside of the facility {e.g., sign-out
| sheets).
| (3) The handling or resident's funds, if
| the facility provides such services.
‘ (4) Reporting of incidents, including
- abuse, neglect, and exploitation.
I {5) Handling of complaints.
| () Staff and resident fire and safety
training.
| (7) Smoking.
| (8) The facility's bed hold policy.
| (9) Admission agreement.
‘ {(10) Admission records.
| (11} Resident records.
| (12} Program Narrative.
: (13) Information about the resident's right
Jl_under New Mexico Law to make decisions

|
|
Aza{
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possessions. !
(16) Securmg medical assistance |f a
;_-"L"resrdent‘s ownphysiciar is not available, _
o (17) 'NOTE FOR MATERNITY

policy and procedure topics listed above, ™
Maternity Shelters shall have written policies and
procedures regatding infant formila, feeding and
equupment and’ Iaundermg of infant liner and
-1-diapers. - - -

' { 18) Staff -training for employees who
prowde assistance to re5|dents with boardlng or
ahghtlng from motor vehicles."

(19)- Staff training for employees who
‘operate motor-vehicles to transport residents.
| [7-1-64, 9:15:70, 5-26-72,9-24-76, 7-11-86,
. 1-11-90, 4-7-97,7.8.2.23 NMAC Rn&A?
| NMAC 8.2.2378:31-00] %~
' This REQUIREMENT is notmet as ewdenced
by '
' 782238 AN °

Based on recol‘ds eview
‘ facility failed to mdintain- records of onentatlon -
(initial) and ongoing (annuel) ‘staff training'in
1 providing quality care based on resident’ s need

l A Review of 811 5 personnel reoords revealed
l that S11 completed an employment apphCatlon

l on 8/3/07 (unknown hire date) but there was no

| documentation of orientation training in providing
‘ quality care based on re5|dent nNeed.

l B. Review of 812 g personnel records revealed
J that S12 completed an employment application

' ‘ for 3of 3 sampled staﬂ’ “ 00%) The flndlngs are:

| SHELTERS ONLY: In addition to the reqt'uréd

revealed there was a daté of hire(8-3-2007)

folder. Signed by applicant, employer, and
trainer.
Copy Attached

A review of S 12"5 personnel records
revealed there was a date of hire.(5-29-
2007) and orientation (5i29-2007) located m

the folder. Signed by applicant, employer

and trainer.

Copy Attached

A review of S-13’s personnel records
revealed there was a date of hire (5-16-

2003) and orientation (5-17-2003) located in

| the foider. Signed by apphcant emp]oyer .
-| and trainer.
Copy Attached

Quality Care Training for residents needs
was provided and signed off on. -

An audit was made of our Quallty Care for
current resident needs training, and revealed
Alzheimer’s and Dementia was 1ncIuded in
their training.

The manager will monitor the emptoyee -
orientation and in service training. In service
orientation in done every 6 months. The
manager and employee both sign the form.
Copies Attached

1

and orientation (8-6-2007) located in the ;-

g
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A23| Continued From page 7 A23 . . | ,
regarding health care, including the right to make A23 R
..advance directives.. .. .. TB223A(LIY) -~ e v e .
(14) - Personnel pol' ies. o e ] .
(18) ldentlfylng ‘and safeguardlng resident A review of S-11"s personnel records ->l 2

[ '/ 30fu7
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A23| Continued From page 8

| on 5/21/07 {unknown hire date) but there was no
| documentation of orientation training in providing
| quality care based on resident need.

| C. Review of S$13 ' s personnel records revealed
. that §13 completed an employment application

| on 5/8/03 (unknown hire date) but there was no
| documentation of current training in providing

| quality care based on resident need.

| D. During an interview with S13 on 9/10/07 at

| 2:30 p.m., 513 revealed that the majority of

i residents were diagnosed with Dementia and/or
| Alzheimer ' s disease. S13 acknowledged that

| §11, $12, and $13 ' s files contained no

| documented training in providing quality care

| based on the needs of these residents.

|

A26| 7 NMAC 8.2.26 RESIDENT ASSESSMENT

! 7.8.2.26 RESIDENT ASSESSMENT:
| A. A resident assessment to determine level
_of function and if the client's needs can be met by
| the facility. The initial assessment must be
! completed within five (5) days of admission and
| reviewed every six (6) months as part of the
| individual service plan.
B. The resident assessment must establish
- abaseline in the resident's functional status and
| thereafter, identify resident changes through
‘ periodic reassessments.
! C. The resident assessment must be
| documented on a state approved resident
assessment form and at a minimum include the
. following:
| {1) Cognitive patterns.
| (2) Communicationfhearing patterns.
| . (3) Vision patterns.
| (4) Physical functioning and structural
! problems.

A23

AZ6
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(15} Specral -treatmentand procedures
D. The' remdentadmrssrqn ‘dssessmerit, the
physical exam report, and the observation and

. be used to develop the individual service plan, if
\ needed. If the resudent assessment does not
indicate a need fbr an |nd|V|dual service plan,
' then an-individual service' pian isiot required.-
\ However, an individual service plan must be

prepared for. resrdents requrrlng nursing services.

[4-7-97,7.8. 2 26 NMAC Rn 7 NMAC 8.2.26,

18-31-00]
‘ ‘ This REOUlREMENT |s not me’t as evidenced

by:
| 7.8.2.26A; -

Based on records fevuew‘and mtervrew the

facility failed to review resident assessmenits

[ every six months as part of the individual service
planfor 2 of 3 sampled resldénts (66 6%). The

findings are: -

J A. Review of R1's re5|dent records revealed
assessments conducted on the follomng dates
\ 6/8/06, 6/19/06, and 5/26/07

“ B. Review of R3 ' s resident records revealed
assessments conducted on-the following dates
\ 3/22/06, 6/22/06, and 5/26/07.

evaluation of staff with-regards-to-the needs will--

4D | SUMMARY STATEMENT OF DEFICIENCIES D | PROVIDER'S PLAN OF CORRECTION | )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | compiETe
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: DEFICIENCY) \
1 ‘
A26 | Continued From page 9 A26 s } L
(5) Continence. A26 Fipn \ D
.(8) .. Psycho social welFheing. . . 7.8.2.26A. - BRDTS
A {7) . Mood and behawor patterns, . _ . . ‘
' [ (8). ACt'V'tY pursuit, patterns A review of R-l s records showed aJi R ‘ ‘
(9) Disease diagnoses. | Assessment was brotght to date May 27and |
(10) Health conditions, the new assessment was done 10-29&007 SN
(M) Oralfnutntlonal status: s
* ' ; ithin the six (6) month limit. '
(12) ‘Oralidental status. within the six (5) |
: j[ - (13)+SKin.conditions. A review of R-3’s records showed an ‘
(14) - Medication use.

Assessment was brought to date May 27 and.- - |- -
the new assessment was done 10-29-2007 \'
within the six (6).month limit. .. ‘
I i
|

All residents folders were audited andany =~ |~
corrections needed were made. R
An audit sheet had been generated and wrll b

be audited every six (6) months to insure the |
six (6) month assessments are done in a
timely manner.

The manager will be responsible for audlt of
all charts every six (6) months

Date completed: Nov. 30, 2007
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A26‘ Continued From page 10

! C. During an interview with S13 on 9/10/07 at

| 2:30 p.m., $13 acknowledged that the facility

| failed to review R1 and R3 ' s assessments every
six months. $13 revealed that R1and R3's

" assessments are current as of 5/26/07.

A27. 7 NMAC 8.2.27 INDIVIDUAL SERVICE PLAN

| 78227  INDIVIDUAL SERVICE PLAN:

| A. An individual service plan, if prompted by

i the lresideent assessment, shall b)e develofped and

. implemented within fourteen (14) days o

| admission, and must address those areas of

| need as identified in the resident assessment.

| The individual service plan must be reviewed by a

‘| licensed nurse at least every six (6) months, and
revised as needed at the time of each

| assessment and consistently implemented in

I response to the resident's needs.

\ B. The individual service plan must include
the following:

‘ (1) Description of identified needs as

| noted in the resident assessment.

\_ {2} Written description of what services

| will be provided.

| (3) Who will provide the services,

b (4d) . When or how often the services will

e provided.

\ (5) How the services will be provided.

\ (6) Where the services will be provided.

‘ {7) Goal and outcome of the service.

! {8) Documentation of the facility's

| determination that it is able to meet the needs of

| the resident..

1[7-11-86, 1-11-90, 4-7-97, 7.8.2.27 NMAC -Rn, 7

- NMAC . 8.2.27, 8-31-00]

This REQUIREMENT is not met as evidenced
by:

| 7.8.2.27A,

|

A26

A27
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|

D
PREFIX
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l (X5)
J‘ DEFICIENCY)

COMPLETE
DATE

|
A27 | Continued From page 11

Based on records review and interview, the

l facility failed to ensure that resident individual.
|- service plans were 1rE\l'leWt-‘..‘d by a licensed nurse
T at least gvery six months and rewsed as néeded
for 2 of 3 sampled (e5|dents (66.6%). The
f ndmgs are : 17

U‘w;

|'A. Review of l-'\"1 's resident records revealed |

| licensed nurse on the following, dates: 6/1§706
and 5/27!07

| B. Revigw of R3 "' § resident records revealed

- ---individual service plans-signed as-reviewed by a-
70 licensed nurseon.the following dates: 3/22/06
and 5/27/07

€ During d lﬁter_vfew W“th $130n°9/10/07 at
) 2;30p.mi., '813 acknbwle‘dged that'the facrllty
fa|led to enSure that’R1and R3" s ifidividual

‘ service plans ware revidwed by 4 licensed nurse
at least every six months. S13 revealed that R1

l of 5!27/07

A26J 7 NMAC 8 2 28 RESIDENT ACTIVITIES

7.8.228 RESIDENT ACT[VITIES Each adult
residential care facility. shall. prowde or make
available, and post, recreatlcnal and/or social

l activities. Each facrllty must encourage residents
to participate in recreational-and/or social
activities to promote:physical, mental and

| Psycho social. -welk-being. ..~
[6-10-75, 7—11~86 4—7-97r 7
l NMAC.8.2.28,8-31- 00]

| Thls REQUIREMENT is not met as ewdenced

28NMAC Rn 7

78228

..+ individual.sesvice.plans signed as reviewed by a' '

landR3's mdwrdual service plans are current as |

A27

1 A28

|
|
|
T

. R-1’s Individual Service Plan has been """
brought up to date.
_ R-3’s Individual Service Plan has been Cuneaflenny
‘brought up to date.
.. All residents folders were audited and any l
corrections necessary were made. J
|
|

- Manager will be responsrble for thls audH
every six (6) months N

Date completed Dec 3l 2007 -

| r
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A28! Continued From page 12 A28
| Based on observation and interview, the facility A28 -
[faited to provide or make available recreational . | L UTB228 e
| and/or social activities for Qiof 15 total residents | . o . L
| (100%). The fndlngs are: . ... o . _ A training with all employees has been

scheduled to go over activity schedules and
times to insure that all activities are done on.
_time.
‘ | Activity criteria has been added to the
N .. .| orientation and in service page, and will be
conducted for each employee a.nd each new.
employee
The manager will be respons:ble for
recording the dates of in service trammg

| A. Review of the pdsted September 2007
| resident activity schedule reveated-thaton - - S
, | 9/10/07 crafts/sewing was scheduled for 1000 ;9/;, fo1
a.m.-11:30 am...:
'I"'B Observation on 9/10/07 between 10:00 a.m -
| 11:30 a.m. revealed no- ewdence that the
| scheduled actwuty was prowded of made
--available. S - s
C. Dunng an mterwew W|th 513 on 9/10/07 at
11:20 a.m., $13 reveiled thatthe facility, licensed
for 16 residents. ‘currently had 15 residents and 2|
| staff members (S11'and S13) on duty. $13°.
acknowledged that thie facility failed to provide or
| make the scheduled actlwty avallable to the
residents, ‘

—— e —— e

A30 7 NMAC 8.2,30 TRANSPORTATION | A%

7.8.2.30 . TRANSPORTATION: Each facility
licensed pursuantto these regulahons must
either provide safe transportation or assist the
‘ resident in using public transportation.
i A. The motor vehicle transportation |
| assistance program shall be comprised of but not |
limited to the following elements: . J
. | (1) Client assessment; emergency . o J
| procedures, supervised. practice in the safe [
|
J
|
|

operation of motor vehicles, famlllanty with state

’ regulations governing the transportation of

‘ persons with disabilities, maintenance and safety,

‘ record keeping, training on hazardous driving
conditions and a method for determining and

I documenting successful completlon of the

Division of Health Improvement _ . .
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A30 Eontinued From page 13 A30

| course. A30

| (2) The course requirements aboye are 7.8.2.30A

i examples and may be modified as needed. :

B. To assist residents in using : ) ' S-11, 8-12, and 8-13 received their training
‘ transportation, the facility must be able to provide | * |certificate (Copy Attactied) dated September
information on bus schedules, location of bus " 117, 2007.
‘ stops, and telephone numbers of taxi cab. ' . | An audit sheet for Transportation training
| companies. has been added to each employees folder
[7-11-86, 1-11-80, 4-7-97; 7.8.2.30 NMAC Rn & and will be filled out for current employees

| A7 NMAC 8.2.30, 8-31-00] yearly and for new employees at orientation. |
This REQUIREMENT is not met as e\ndenced The manager will be responsibleé for training \
by: L ‘ and recording training information, J
7.8.2.30A. \ Employees will be required to sign it. |
Based on records review and interview, the Date completed: Dec 31, 2007 |
facility failed to maintain records of transportation ’ ‘
training for 3 of 3 sampled staff (100%) that
provide transportation. ‘The findings are: |

A. Observation of facility staff on 9/10/07 at 9:30
a.m. revealed 1 staff member (S‘I 1) present in
the facility.

i B. During an interview with S11 on 9/10/07 at
‘ 9:30 a.m., S11 revealed that $13 was also on
duty and was transporting restdents to thelr _ |
doctors appointments. |

|

' C. Review of S11, $12, and §13 ' s personnel
\ files revealed no documented transportation
‘ training.

\ D. During an interview with $13 on 9/10/07 at ‘
‘ 1:30 p.m., $13 revealed that $11, $12 and $13
completed the transportation trammg tests, the
test were submitted to the Assisted Living

| Services Organization (ALSO} three weeks ago,
| but the agency had yet to issue training - |

| certificates. $13 acknowledged that the facility |
farled to maintain records of transportation |

—l
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A30, Continued From page 14 A30 . \ - .
training for $11, 512, and 513. A32 ‘ K
L 78232 . |L

A32 ‘7 NMAC 8 2 32 HANDL[NG OF EMERGENCIES A32 . : e
S P A | A review of our ﬁrst aid kit, of 188 pleces Y

7.8.2.32 HANDLING OF EMERGENCIES I revealed Anticeptic Spray was mcluded in
A. Each resident or rasident representative - thekit A copy of the outsrde plctl.u'e on the; s
I shali designate upon admission, a physiciantobe | . . - |first aid kit is-attached. e
called in case of medical necessity. Each-. ..} . -+ . |The manager will inventory the first aid kit
.| resident or tgpresentative may also desagnate a-| every six (6) months to insure ail pieces are
: ’ concerned person to.be called.incase ofan .. . | ... .. linplace. . . e
-+ ! emergency.” The: facility $hall establish a pollcy to . Date Completed Nov 30 2007 ‘

secure medrcaLaSsnstance if.the resident's own o o
physician is not available. In the event of an TR
iiness or aninjury 16 the resident, an~ ~ * U B
‘| appropriately fitensed health professional must ' :

be notified by.the facility. ,

B. The facility must have available, a first

aid kit containing gauzé, tape, adhesive,
“antiseptic, and bandagesfor emergenc:es The
first aid kit must be kept in & des:gnated easﬂy
accessible place within the facility.

‘. C. An easily. accessibié ‘and functional.
| telephone fgr- summqmng help intase of an
- emergency must be availablé ineach facrlity At
pay telephone wﬂf not fulfill this. fequirement.”

D. Alistof emergenz:yh\:r‘nbers including,

‘ but not limited 1o, Fire Department, Police -
| Department;" Ambulance Servuces Poison
, Control, Licensing and Certification, Adult:
' Protective Services, and Ombudsman must be
posted near each pubhc telephone in the facility.
[7-1-64, 9-15-70; 5-26-72, 7-19-75, 9-24-76,

' 7-11-886, 1- 1-90 4-7-97; 8232NMAC Rn 7
NMAC 8.2.32, 8- 31—00] g

This REQUIREMENT is not met as evidenced
by : .
7 §.2.32B.

Based on observatlon and |nterV|ew the facmty
[ failed to mamtaln a first aid kit contammg gauze,
Division of Health Improvement -, . s . o .
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| 7.8.2.35 CUSTODIAL DRUG PERMIT: Any

‘ facility licensed pursuant o these regulations who

1 supervises the administration, self-administration,

| or safeguards medications for residents, must

‘ have a current custodial drug permit issued by

! the State Board of Pharmacy. EXCEPTION:

J\ Adult residential care facilities with one (1)

‘ resident are not required to have a custodial drug

| permit.

\ A. PROCUREMENT, LABELING, AND

" STORAGE: The facility shall provide assistance

| to the resident in obtaining the necessary

| medications, treatment and medical supplies as

. required by the individual cr specified by the

| individual's health care plan. The facility shall

| procure, label, and store medications for
residents in @ manner which shall be in

=‘ compliance with state and federal laws.

. (1)  All medications, including

' non-prescription drugs, will be stored in a locked

| compartment or in a locked room, as approved

, by the Board of Pharmacy, and the key will be in

| the care of the director or designee.

l (2) Internal medication must be kept

FORM APPROVED
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
- A. BUILDING
B. WING
5842 09/10/2007
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41_r
A32‘ Continued From page 15 A32 \
| tape, adhesive, antiseptic, and bandages for ‘
emergencies. The findings are:

‘ A. Observation of materials stored in the facility

ton 9/10/07 at 10:00 a.m. revealed no first aid kit.

‘ The facility maintained gauze, tape, adhesive,

‘ and bandages in the hall storage closet but there

. was no evidence of antiseptic.

| B. During an interview with S13 on 9/10/07 at

| 2:30 p.m., $13 acknowledged that the facility did

| not maintain a first aid kit and did not have

‘ antiseptic on the premises.

A35} 7 NMAC 8.2.35 CUSTODIAL DRUG PERMIT A35
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‘ separate from external medications. Drugs to be

! taken by mouth will be separated from all other

| dosage forms.

i (3) A separate locked compartment will
be available in the refrigerator for those items

| labeled "keep in refrigerator.” The refrigerator
temperature will be kept between thirty-five (35)
and forty-five (45) degrees Fahrenheit. A
thermometer is required to be kept in the

‘ refrigerator.

(4) Al medications, including

| non-prescription medications, must be stored in

‘ separate compartments for each resident and ali

I medications will be labeled with the residents'

| names.

(5) A resident may be permitted to keep
his/her own medication in a secure place in
his/her room for self-administration if the

' physician's report has deemed it appropriate that
the resident do so.

. (6) The facility may not require the

‘ resident to purchase prescriptions from any

! particular pharmacy.

| (7) Medical gases (oxygen) and

. equipment used for the administration of

| inhalation therapy and for resuscitative purposes

‘ must comply with National Fire Protection

| Asscciation (NFPA) 99.

B. CONSULTING PHARMACIST: The

" facility shall maintain records demonstrating the
consulting pharmacist provides the following:

‘ {1) Reviews the medication regimen as
needed, but at least quarterly (every three (3)

‘ months}, to determine that all medications and

, records are accurate and current. All
irregularities must be reported to the Director of

| the facility and these irregularities must be acted
upon.

\ (2} A system of records of receipt and

| disposition of all drugs in sufficient detail to

(%4} ID SUMMARY STATEMENT OF DEFICIENCIES 1, ID PROVIDER'S PLAN GF CORRECTION L e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ‘ (EACH CORRECTIVE ACTION SHOULD BE ‘ COMPLETE
TAG .  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

i ‘ DEFICIENCY) ;
T T Jl_
A35 | Continued From page 16 A35 ‘
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‘ enable an accurate reconciliation.
‘ (3)... Consuitation is provided on all
_ aspects of pharmacy services in the facmty,
S 1 including reference’ lhformatro  regarding side
effects and, when needed, physician consultation
‘ in cases involving the useof psychotrOplc
} medications:: DA
17-1-64, 9-15- 70, 7-19-74, 9-24-76, 7- 11-86
1-11-90, 4-7-97::#.8.2.35 NMAC -Rn, 7 NMAC
| 82 35, 8-31-00]

P S,

[ This REQUWEMENT‘,‘S not h1et és evidenced
by: A
- 7.82.35B,(1): — -

[ Based on recordq rewew and interview, the
facility failed to'act ofy rr‘reguraritrés reported by

| the consultlng Pharmacist: he ﬁndings afe

A. Review of co ing harm ist reporté*dated

| 8/14/07 revealed a hote lnstructmg facility staff to

| maintain a couit ‘of R1"s ¢lonazepam (controlled
T ‘substance), R P

I R TR

| B Review of R1'§ Controlléd Substances Log.
revealed that facslity staff began-maintaining a

running count of clonazepam the Iog |nd|cated
‘ that 20 pills weré Témaining in the'bottle.

C Observation of R1's stored medications
| revealed orie botile of clonazepam with 3 pills
‘ remaining in the bottle‘ ’

| D. During an intariiew with. 813 on’ 9/10/07 at

| 220 pm.; 813 acknowledged that the count of

J clonazepam documented or R1's Controlled
Substances Log (20 pills) dld not match the
actual count of the drug in' the bottle (3 pills}; -

Lirregulariti:e_s_ reported _by\t_h'g; consulting

_ A review of R-1’s medication revealeda | -
error made by the medication tech in that the
‘wrong date was added. She received only LT

.+ recorded wrong.

‘The control sheet has been corrected to the
correct number.. -

" on thé importance of coiinting and sighing

- The manager will be responsibie for pulhng

- monthly audit there after.
Date completed: Nov 30, 2007

GALLUP, NM 87301
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A35| Continued From page 17 A35

T T
A35 =M B S
7.8235B. (B - - e S

e O

half of the prescription on the 14™ and it v was

An audit will be preff,ﬁhhed oh all c0utrolled
substance and any deficiencies: corrected.:.
There will be a training of all medical techs

off for controlled substance to insureg all are ,
correct.

a weekly audit for four (4) weeks then

-
L
1
-
]
I
|
e
i
-
i
e
.
|
|
s
\
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A35| Continued From page 18 A35
‘ pharmacist.
Aasl 7 NMAC 8.2.36 MEDICATIONS A36

|
‘ 7.8.236  MEDICATIONS: Medications will be
administered or staff assistance with medications ‘
provided and documented in accordance with ‘
‘ state and federal laws.
A. Licensed health care professionals are ‘
! responsible for the administration of medications. ’
‘ B. Facility staff may assist a resident with
medications if written consent by the resident is |
I given to the director of the facility or their ‘
‘ designee. If the resident is incapable of giving
consent, the resident's guardian, treatment ‘
‘ guardian or surrogate decision maker named in
| accordance with New Mexico law may give ‘
written consent for the assistance with ‘
\ medications. All staff assisting with medications -
‘ shall have successfully completed an approved |
\

assistance with medication training program or be
licensed by the State of New Mexico to
administer medications. |
C. No medications, including over the

] counter medications, PRN (when needed) ‘
medications, or treatment shall be started, {

‘ changed or discontinued by the facility without an

‘ order by the physician and entry into the ‘
resident's record.

| ' D. Thefacility must have on the premises, |

. medication reference material that contains ‘

‘ information relating to drug interactions and

‘ side-effects. ‘

, E. Medications prescribed for one resident

‘ shall not be used for another resident. |

| F. The facility shall have a Medication |
Administration Record (MAR) documenting

| medications administered to residents, including ‘
over-the-counter medications. This
documentation shall include: ‘

Division of Health Improvement .
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‘ (1) Name of resident.
(2) Date started.
{3) Drug product name.
(4) Dosage and form.
(5) Strength of drug.
(6) Route of administration {e.g. "by

|
|
‘ How often medication is to be taken.
1 (8) Time taken and staff initials.
(9) Dates when the medication is
‘ discontinued or changed.
(10) The name and initiais of all staff
‘ administering medications.
\ G. Any medications removed from the
pharmacy container or blister pack must be given
‘ immediately and documented by the person
\ assisting.
" H. PRN Medications: The use of PRN
. medications must be closely monitored and
i supervised by the facility and is based on one or
more of the following conditions:
(1} The resident is capable of
‘ determining when the medication is needed.
(2) The resident's physician has
‘ provided detailed instructions to the pharmacy
‘ regarding the administering of the medication.
The physicians instruction for a PRN medication
\ shall include:
(a) Symptoms that might indicate the
use of the medication.
{b) Exactdosage to be used.
(¢) The exact amount of medication to
be used in a 24 hour period.
‘ {d) Directions as to what to do if the
symptoms persist.
’ {e) Possible interactiocns or side-effects
that might occur.
| (f)  Manufacturer's label information for
‘ du‘ect:ons if deemed adequate by the physician.
| The facility must report all medication

i
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RE: Information for your bM%BARA AVENUE Promo 193
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(X4) D N ARY STATEMENT OF DEFICIENCIES I o PROVIDER'S PLAN OF GORRECTION | s
PREFIX %ﬁﬂ ICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG, | U L geLor IDENTIFYING IRFQRMATION) o TAG ) ROS&REFERENC PTG THE APPROPRIATE ‘ DATE
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DAy Attention Small Business{dwners

AN atagg@gm,a 9P0p=tv ler)d to small business owners ||ke you.
levothyroxme Revnew of R1's resident records
led .
ve e aﬁf@‘éi'@a"s ordermhjwms* No restrictions on the use of proceedg.
Rt s amapptmntiom domijrinariate feeddno Use the mohey for anything, no |
| (MAR aHutell m@wermmgtmpaMes questions asked! |
?;,%ﬁﬂ ?,&b Upgrade your business, increase |
| the facility f on. R1 s inventory, cover payroll, advertise, | |
9/07 MAR. ﬁmﬂnﬁmhm&m@m had improve facilities, pay taxes, open
\ inadvertently been discontirided withouta - new location, get through a slowj
| physician's order. C period... ‘
C. Observatlon of R2' s stored medications on _ ; |
\ 9/1 L
an of RZ's resident records |
reveépled no phy .
vreifdone and Eétt’ Wﬁw for EREE Information
MAH reveaied staff ini . S
| assfgted R2 with self- g is a|phone call away! |
anq enlafaxine, J_
Division of Health hproveman -
STATE FORM TOLL FREE: 1 ~ STANDINGB Y o0n sr..14 210f35
- ~ Promo 193 ‘

We have obtained your fax number through an Established Business Relationship. if you have
received this fax in error, or no longer wish to receive faxes, please call 1-877-847-6646



A36
7.8.2.36C

A review of R-1’s MAR shows
Levothyvoxine was included .

Copy Attached.

Drs. Orders for medication was brought up
to date 9/20, the prior drs. orders was not in
place. This client was an emergency
placement and the first appointment we
could get for her was 9/20.

The manager will do an audit of all residents
MAR and Drs. orders to insure they match.
New orders will be obtained where needed.
The manager will be responsible for insuring
all orders and MAR’s are correct.

Date completed: Dec. 31, 2007
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i 7.8.2.41 BUiLDlNG CONSTRUCTION When
constructaon of buildings, add[tlons or alterations

i to existing buildings are. ccpntemplated plans;
code analysis and specifications covering all
portions of the: work: shall be submitted to-the
Licensing Autherity-fot plan review and approval

| prior to beginning actual construction. When an
addition or alteration is contemplated, pians for
the entire facility must also be submitted. _
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A36i Continued From page 21 A36 .
| A36 g
, | D. During an interview. with. 13 on 9/10/07 at 78236F e t o
.. ;216 p.m., 813 acknowiedged that the facility " S .

.V failed to obtain documentation of physician's On September 10, the Med Tech was . ~ i
orders prior to starting R2's trazadone and extremely busy and hiad not had a chimce to |
venlafaxine. | B update the MAR’s. Because of the survey - ‘ ¥

T T she was even later in updating the MAR’s. |
7 8.2.36F. (8) | The copies, of already stated residents

SRR SR NG - |MAR’s, will shiow that she has updated
| Based on records review and interview, the o them. S, wiil stow Tha pda o
facility failed to document medications Three new employees have been cﬁrhﬁgd as [ i /5 5fo
administered 1o residefits }fg initialing the " Med Techs. The training was.dome . ... .
Medication Administration Record (MAR) for 3 of September 17, 2007; The weight of all
13 resrdents (100%) Theﬁndmgs arg; .- T e e
‘ . o record keeplng will not fall to one person,
: i s ffo
‘ A.During an mtervnew with $13 on 9/10/07 at t:;u;:zz;?fﬂt?;:}::y AR’s are signed off, - ] i
1:30 p.m., 13 revealed that she is the only staff The manager will schedule trainings yeaﬂy o
--1-member currenﬂy certified to ass:st residéhts with and will be responsible to make sure that the | 7
‘|- medication’ self_admimstfatlon and initial MAR's. training is done. e
'S13 revedled that she agsists the residents’ €
during her scheduled shifté and returns to the
facility to aSSISt at night and on weekends.
B. Review of R1 R2 and R3's MAR's revealed
‘ no staff initials- at_testlng that R1, R2, and R3
~received their 8:00° cémon dosages on
- |enon7.
} 7 NMAC 8.2, 41 BUILDING CQhLSTRUCTION Ad1

EXCEPTION: Adult reS|denttal care facmtles Wlth

Division of Health Improvement
STATE FORM

6899

8L3P11

If continuation sheet 22 of 35




PRINTED: 11/01/2007

FORM APPRQVED
STATEMENT OF DEFICIENCIES (x” PROVIDER/SUPPLIER/CLIA (xz) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
5842 09/10/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2021 BARBARA AVENUE
BONNEY FAMILY HOME, INC GALLUP, NM 87301
) 1D | SUMMARY STATEMENT OF DEFICIENCIES i D T PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG \ REGULATORY OR LSC IDENTIFYING INFORMATION) ! TAG \ CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

‘ three (3) or fewer residents are not required to
submit floor plans.
‘ A. Building construction and the fire
resistance required shall be based upon the
capacity of the facility and the residents ability to
evacuate the building, in accordance with the
Uniform Building Code and NFPA 101 (Life
Safety Code).

(1)  Larger buildings, which are more’
difficult to evacuate, require more built-in fire !
protection than smaller buildings. Occupants
" who are more difficuit to evacuate require more ‘

built in fire protection than occupants who are |

‘ easy {o evacuate. |
(2) Ewvacuation capability, in accordance |

with NFPA 101, Fire Safety Equivalency System ‘

‘ (FSES), must be determined before proceeding :
to identify applicable bunldlng requirements. ‘

|

| |
A41 ‘ Continued From page 22 Ad1 ‘

‘ Evacuation capability is not determined on the
. basis of that resident who is least capable to
‘ evacuate, but rather for the entire facility. .
{3) Faclilities not capable of prompt ‘
evacuation may not house residents unless the ‘
| building is constructed to provide protection to ‘
these residents. All facilities that are rated as :
impractical to evacuate shall be protected |
| throughout by an automatic fire protection ‘

(sprinkier) system. Facilities that are rated
| impractical to evacuate and that do not comply
| with the more restrictive building standards may
! not continue to care for residents.
‘ (4) NEWLY LICENSED AND/OR
CONSTRUCTED ADULT RESIDENTIAL CARE
‘ FACILITIES: Shall be protected throughout by an ‘
approved, automatic fire protection (sprinkler) ‘
| system. EXCEPTION 1: Sprinklers shall not be !
| required in facilities serving eight (8) or fewer ‘
residents maintaining prompt evacuation |
‘ capabiiity. ‘
{(5) CURRENTLY LICENSED l

Division of Health Improvement
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‘ PROVIDER'S PLAN OF CORRECTION l (X5)
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DEFICIENCY)

i COMPLETE
DATE

A4l TContinued From page 23

‘ FACILITIES: Any facility currently licensed on the
‘ date these regulations are promulgated and
which provides the services prescribed under
‘ these regulations, but fails to meet all building
| requirements, may be granted a variance to
continue to be licensed provided:
(@) The facility was in compliance with
| codes and standards at the time of initial
 licensure.
‘ (b) Variances granted will not create a
‘ hazard to the health, safety, or welfare of
residents and staff.
| (c) The facility maintains prompt
| evacuation capabilities.
‘ B. Minimum construction requirements shall
be a twenty (20) minute fire resistance rating for
| all bearing walls and partitions, floor construction,
| roofs, columns, beams, girders and trusses.
‘ C. NUMBER OF STORIES: Faciiities may
. be of any number of stories if they comply with
| Uniform Building Code and NFPA 101 (Life
‘ Safety Code), with respect to construction and
ability of the residents to evacuate in a timely
manner.
‘ (1)  One story buildings may be of Type
V-(000) construction if all residents are capable of
' prompt evacuation.
{2) Two story buildings must be of at
| least one hour construction. Residents who are
not capable of prompt evacuation may not be
housed above the street-level unless the facility is
protected by an approved automatic fire
‘ protection {sprinkler) system.
" (3) Three stories or more require the
building to be protected by an approved
‘ automatic fire protection (sprinkler) system.
‘ D. ACCESS TO PERSONS WITH
DISABILITIES: Consultation may be given to
‘ new facilities on access requirements upon
| submission of floor plans during the initial

Ad1
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Ad1 'E)ntinued From page 24 Ad1

licensing process. With the exception of Aduit
i Residential Care Facilities with three or fewer
‘ residents, accessibility to persons with disabilities
i must be provided in all facilities in accordance
| with New Mexico Building Code and the

{ American Disabilities Act and shall, as a ‘
' minimum, inciude the following: ‘
‘ (1) Main entry into the facility must

i provide wheeichair access. ‘

l (2) Building must allow access to main ‘

| living area and dining area.

(3) At least one bedroom shall be ‘
provided a door clearance of thirty-four (34)

inches (thirty six (36) inches is recommended) for |

| wheelchair access. ‘

‘ (4) One toilet and bathing facility is

! required a minimum door clearance of thirty -four |

‘ (34} inches (thirty six (36) inches is '

. recommended) for wheelchair access. This toilet ‘

| and bathing area must provide a sixty (60) inch
diameter clear space (turning radius for a ‘

| wheelchair).
(5} I ramps are provided to the building,
a minimum slope of twelve (12)inches horizontal
run for each one (1} inch of vertical rise is
required. Ramps exceeding a six (6) inch rise
shall be provided with handrails.

‘ {6) Landings at doorways must have a ‘
minimum five (5) foot by five (5} foot level area at
the doorway to provide clear space for wheelchair

* maneuvering.

E. PROHIBITICN ON MOBILE HOMES:
Trailers and mobile homes shall not be used for ‘

! any part of any adult residential care facility '
caring for more than three (3) residents.
[7-1-64, 9-15-70, 5-26-72, 9-24-76, 7-11-886,

1 1-11-90, 4-7-97; 7.8.2.41 NMAC - Rn, 7 NMAC

8241, 8-31-00] |

} This REQUIREMENT is not met as evidenced ‘

Division of Health Improvement
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A41 ’ Continued From page 25 A4t . .
‘ by 41 R
- 7.8.241A(4) . e 8241A.(4) - e
l Based on observatlon records réview and
‘ interview, the facility failed to ensure that the " Service Report shows everything in good : ll/;b IDT

building was protected throughout by an
l approved, automatic-fire-protection {sprinkler) -
‘ system The ﬁndmgs are:

working order. o

yearly: inspection of this system w1ll be

S scheduled. The manager will be responsible

A Observatlon of t_helnterror of the factllty on for S_Ched"lmg” thls lné?é?tlon‘

l 9/10/07 at 9:30 a.m. revealed that the facility was
equipped with-an automatlc fi re protectlon '

l {sprinkler) system '

l B. Review of facmty fecords revealed that a l' ire
| system sprinkler inspection was conducted by S
| Gallup Sprinkler Services on 5/7/07. The L

| inspection report indicated thatthe alarm system | - : : I
‘and the water ﬂow (sprmkler) system were not _ _ o : S
worklng PR SRR o ; _ . l

o
ttached copy of 5-7-07 Gallup Spnrikler l -
N
|
|
|
|
|
|

C. During an mterwew W|ih 813 6n 9/10/07 at J

| 2:30 p.m., §13 revealed that the inspector from l
Gallup Spnnkler Systems did not foilow up on-the l

| 8/7/07 report. ‘813 acknowledged thatthe -

| sprinkler system was not workirlg and she’ T l

. indicated that'she Would ¢ontaét Gallup Sprmkler o T |

| Systemns for repalr ‘and system approval. |

| i
A45| 7 NMAC 8.2.45 HEATING, VENTILATION AND | A45 i
| AIR-CONDITIONING !

l

| 78245  HEATING, VENTILATION AND |

’ AIR-CONDITIONING: . l

. A, Heating, alr—condltlomng, piping, boilers,

| and ventilation equipment-must be furnished, : - ’

‘ installed and maintained to meet all requirements l
of current state and local mechamcal electrical

| and construction codes.. All faellmes must have . ’

| documentation that fuel f re heating systems _ |

Division of Health lmprovement : I -
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A45~ Continued From page 26 Ad45

have been checked, tested and maintained
annually by qualified personnel.

B. The heating method used by the facility
must provide a minimum temperature of seventy
‘ (70) degrees Fahrenheit in all rooms used by the

residents. )
| C. No open-face gas or electric heater nor |
| unprotected single shell gas or electric heating 1

device may be used for heating the facility. \

Portable heating units shall not be used for

heating the facility. All heating appliances must

be permanently anchored and kept away from ‘
‘ flammables such as curtains, bedcoverings, trash |
i containers, or ciothing. No heating appliance
shall be lccated where the unit or wiring is a ‘
tripping hazard or danger from electrical shock.

D. Fireplaces and open flame heating are \
not permitted to be utilized in sleeping rooms.

. E. Gas fired water heaters must not be ’
located in sleeping rooms, bathrooms, or rooms \
|
|
|

opening into sleeping rooms.

F. A facility must be adequately ventilated at
all times to provide fresh air and the control of
unpleasant odors by either mechanical or natural
means.

G. All openings to the outside air used for
ventilation must be screened for the control of
insects and rodents. Screen doors must be
. equipped with self-closing devices.
| H. Afacility must be provided with a system
‘ for maintaining residents comfort during periods
I of hot weather. Fans shall not be located where

the unit or wiring is a tripping hazard or danger
. from electrical shock. Fans shall be provided
with protective shields when there is a potential
' for contact by any individual,
[ 7-1-64, 9-15-70 9-24-76, 7-11-86,
4-7-97,7.8.2.45 NMAC - Rn, 7 NMAC 8.2.45,
! 8-31-00]
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e —

[ A Al areas of the facrlrty lncludmg _
storerooms, stairways, haJwayﬁ. and interior and .
1 exterior entrances must be lighted 'to make the
‘ area clearly visible,
B. Exits, exit-access ways, and otherareas
l used at night by, resndents and staff must be
illuminated by nlght lights or other contmuous
[ lighting. :
C. Lightingfi xtures must be selected and -
| located to accominadate: the needs and activities
r of the residents with the comfon and conVEmence
of the residents i mind.
\ D. Lamps and hghting f' xtures must be

X4 D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION |
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
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R ") e
A45: Continued From page 27 A45 T
This REQUIREMENT is not met as evidenced A4S SRS
N 78245A P ‘
D e e A copy ofthe heater inspection was
Based on record review and interview, the facility ‘supposed to have been faxed to the Surveyor. I
failed to provide documentation that its fuel-fired . A copy is attached. S f30j01
(gas) heater had-beer checked; tested, and - | 'A yearly inspection of the heateris |
maintained annually by qualifi ied personnel The scheduled by the owner of the building. A \
1 findings are:.:: ;«¢ L copy will be obtained and kept on site. t
The manager will be res ons;bleto see that
~"I'A. During an.inferview. wathrthe:mamtenance man this lnspecgtlon is schedull)ed R
‘ on 9/10/07 at 1930 aim., intenance fman / ’
 revealed that thé heéater lnspect‘ on reports were ' ,
stored off site.and-he. would attempt to locate - S - - ‘
them. Creis g O i ’
! B: During arf ifterview with-S13°orf 9/10/07 at - .
2:30 p.m., S13-acknowledged that the facility had - |
J no documentation on file verifying that its gas
} heater had been |n5pected annualiy by quallf ied ’
‘ personnel v ‘ ‘
A48 7 NMAC 8.2, 48 LIGHTING AND LIGHTING | A48 ’
FIXTURES o
7.8.2.48 LlGHTJNG AND LIGHTING
| FIXTURES: i

Division of Health Improvement .
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» ] breakage or shatteting.

i Eo Afacility m}Jst beprQVIded with .
emergency lighting;to light exit passageways

which will activate automatgcplly upon disruption

;of electricat servige! EXCEPTION: Adult .-

I"residential ¢are facilities with three (3) or fewer

.t residents may have a ﬂashllght thatis -~ e

~ Tinterconnected emergency: lighting:
1[7 164, 9-15-70,-92447B, 71 1:86, 4-7-97;
7.8.2.48 NMAC hn 7 NMAC 8 248, 8- 31-00]

e I’

; efge
‘automaticalty actlvétes upon”dISruptaon of g
| electrical service to frght exnt passageways The
fndmgs are; "

ey

' emergency’ ughtmg fixtures on°9/10/07 at 10:30
‘ a.m. revealed that fixflres Iabeled#1 #2, and #3
were |noperable o

B. During an interview with the maintenance man
| on 9/10/07 at 11;00 p.m:, ‘the'nidintenance man

J acknowledged that emergency. Ilghtlng fixtures

‘ #1,#2, and #3 were moperable

A49[ 7 NMAC 8:2.49 ELEMENTS OF FACILITY
ELECTRICAL SYSTEM - .

7.8.2.49 ELEMENTS OF FACILITY
{ ELECTRICAL SYSTEM: - L

_immediately available for use in lieu of electrrcaily_' B :

LA Observation a‘nd testmgbfthe facmty s

A49
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e
A48| Continued From page 28 A48
H
\ shaded to prevent glare to the eyes of residents AdR
and staff, and protected from accidental T B2ABE e e

g i
1

) An mspectlon of #1, #2, and #3 emergenby
lights revealed #1 as moperable #’s 2 &3 as

 operating correctly. €.
A monthly inspection will be done. Any
deficiencies will be reported to the manager.
The manager will be responsible for
sc]"leduliﬂg.n-.laiiflta_l-l'ce.:lr R R LT

‘77[:""/01
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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A BUILDING
B. WING
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(X4} iD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION U s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACGTION SHOULD BE COMPLETE
TAG REGULATGRY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
A49| Continued From page 29 A49 -
A. All fuse and breaker boxes must be A49 PGS R RR T
...| labeled to indicate the area of the facility to. . F LY S S
..., which each fuse or mrcuLt breaker prowdes ” A L :
- [:service. .. .. |Breakers #33, 36, 38, and 40 have begn
B. All staff pensonnel of the facmty must " liabeled: Thigsé labels aré a peérmanent ' _
know the Iocatlon of the elpctycal disconnect " ladditionto the Tist: The miaintance mén eill : \,#hp,fﬂ
émergency T )
. C. Electricalcords and appliances. must be A A
UL approved. e SRS
(1) Electricai-cords. shalls be replac:ed as : S P e e L {
soon as they show wedr.

(2) Extension cords afe prohlblted
- - -| EXCEPTICN:-The-use-of a-muilti-socket United -
' Laboratories: approved (/L APPROVED) surge o o
protector with integrated circuit breaker no anE
greater than siX (8) foot i léngth is permitted. U
: [‘? 1-64, 9—15-76 9-24-76 7-11-86, 4-7-97; oo s A M
17.8.2.49 NMAC'- Rn’7NMA048248 g3t00] | . L. R

| K-

This REQUIREMENT is. not met as ewdenced
by. SRR I
7.8.2.49A

Based on obse atior ‘ang- mterwew the facullty ' _ S ‘
failed to label fuse ‘and breaker Doxes to |dent|fy R
I the areas of serwc“e The Tiridis ngs are:

A. Observation of the breaker box in the living
room on 9/10/07 at 1: 00 p.m, revealed that
breakers #33-#36' and #38—#40 were unlabeled

B During an lnterwew wnth S13 on 9/10/07 at

#33 #36 and #38—#40 ware' unlabeled

"'.(‘ T
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STATEMENT OF DEFICIENCIES

AND PLAN

(X1} PROVIDER/SUPPLIER/CLIA

OF CORRECTION IDENTIFICATION NUMBER:

5842

FORM APPROVED
{X3} DATE SURVEY
{(%2) MULTIPLE CONSTRUGTION COMPLETED
A. BUILDING
B, WING
09/10/2007

NAME OF PROVIDER OR SUPPLIER

BONNEY FAMILY HOME, INC

STREET ADDRESS, CITY, STATE, ZIP CODE
2021 BARBARA AVENUE

GALLUP, NM 87301
&I | SUMMARY STATEMENT OF DEFICIENCIES ID | PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ‘ CROSS-REFERENCED TO THE APPROPRIATE DATE
! ; DEFICIENCY)
i JT ™
A59 | ‘ Continued From page 30 A59
o
A59 7 NMAC 8.2.59 FIRE CLEARANCE AND A59 A59 -
. INSPECTIONSAM e . ?‘8_2‘5913. .
7.82.59 FIRE QLEARANC-E’:AND | The annual Flre Ii'lspection was done on

t

shall be submitted to the Licensing Authority prior

| | INSPECTIONS:

| A, Written documentgpn from the State
Fire Marshall's- ofﬁce or Fire-Prevention Authority -

| having jurisdiction indicating a facility's

compliance with:applicable fire prevention Codes
to issuance of a initial-license. -

fire prevention authorities an annuai fire

-|- inspection. 1f the-poliey-of the local fire

! department dees, not-provide for annual
inspection of the facility, the facility will document
the date the reque’st was made' and to whom and
then contact licensing authorities. If the local fire

l
‘ B. Each fagility shall- request from the local

‘ prevention authorities do make.annual

inspections, a copy: of thé'latest inspection must
be kept on file in the facility.
{7-1-64, 9-24-76, 7-11-86 1 11-90, 4-7-97;

' }78259 NMAC - Rn 7NMACB259 831-00]

‘ ThIS REQUIREMENT is not met as evidenced

| |782598 it ’.:‘r'-:,:‘n.‘

| Based on record review and interview, thé facility
| failed to maintain documentatlon of an annuai f|re

‘ | inspection. The fridmgs are e

’ A. Review of facility r records reveafed no evidence
| of an annual fire |nspect|0n o

| B. During a meeting/interview" W|th the Gallup Fire
‘ Marshall at the facility on 9/10!07 at 1:00 p.m.,

| the fire marshall revealed that the last fire -

‘ inspection was conducted on 8/18/06. The fire

. marshail conducted a. preliminary test of the fire

‘ alarm system and revealed that it was not -

| August 13, 2006. The hew fire inspection
was done on Nov. 13, 2007. ‘ '
Copy Attached.

.| Systemn was found in complete working
order. No information can be found about
the Fire Marshall domg a prehmmary
inspection on Sept. 10. '

An annual fire mspectlon w111 be conducted
yearly.
" | The manager will be respon31b]e for”~
scheduling this inspection in a timely -
manner.

|
%
|
|
i
x
\
|
|
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

5842 B WING 09/10/2007

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2021 BARBARA AVENUE
BONNEY FAMILY HOME, INC GALLUP, NM 87301

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES ! D [ PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING iINFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE

i )
DEFICIENCY) L

GOMPLETE
DATE

A58 | Continued From page 31 A59

‘ working.

! C. During an interview with S13 on 9/10/07 at

‘ 2:30 p.m., $13 acknowledged that the facility
failed to maintain documentation of an annual fire
‘ inspection.

A60! 7 NMAC 8.2.60 FIRE ALARMS, SMOKE A60
‘ DETECTORS, AND OTHER EQUIP

| 7.82.60  FIRE ALARMS, SMOKE

‘ DETECTORS AND OTHER EQUIPMENT:

! A. FIRE ALARM SYSTEM: A manual fire

‘ alarm system shall be provided. The manual fire

| alarm must be inspected and approved in writing

‘ by the fire authority having jurisdiction.
EXCEPTION: Adult residential care facilities with

. three (3) or fewer residents are not required to

| have a fire alarm system.

‘ B. SMOKE AND HEAT DETECTION:
Approved smoke detectors shall be installed on

i each floor to provide when activated an alarm
which is audible in all sleeping areas. Areas of

| assembly such as the dining and living room

| must also be provided with smoke detectors.

‘ (1)  Detectors shall be powered by the
house electrical service and have battery back
up.

‘ (2) Construction of new facilities or
facilities remodeling or replacing existing smoke

I detectors shall provide detectors in common

' living areas and in each sleeping room.

{(3) Smoke detectors must be installed in

‘ corridors at no more than thirty (30) foot spacing.

‘ (4) Heat detectors shall be installed in all
enclosed kitchens and also powered by the

| house electrical service.

‘ [9-24-76, 7-11-86, 1-11-90, 4-7-97; 7.8.2.60

. NMAC - Rn, 7 NMAC 8.2.60, 8-31-00]

| This REQUIREMENT is not met as evidenced
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FORM APPROVED
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA %2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION & IDENTIFICATION NUMBER: *2) ° COMPLETED
A BUILDING .
B. WING
5842 09/10/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2021 BARBARA AVENUE
BONNEY FAMILY HOME, INC GALLUP, NM 87301
41D | SUMMARY STATEMENT OF DEFICIENCIES D ' PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL ! PREFIX ‘ (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GCROSS-REFERENCED TO THE APPROPRIATE DATE
) DEFICIENCY)
\ .
A60, Continued From page 32 ABO _
Iby: A60 ‘. G T
. 7.8.2.60B, et e+t e e e e s e [ D TB8260B; - v e e e o s

!
|
| Based on infétviewfthé fadility failed to ensire : | The annual Firé Inspection was dongelﬁo-lll" ]
that its smoke detettors provide an audible alarm B August 13, 2006. The new fire mspcctlon
when actlvated THe ﬁndlngs are: A was done on Nov. 13,2007, .
|

Copy Attached.
. System was found in complete working
order including the smoke alarms. No
information can be found about the Fire
Marshall. domg a prelumnarg.r mSpectlbn on
Sept. 10.

The smoke alarms er be mspected
“monthly.” o
The manager will be responsible for - -.
scheduling this inspection each month, . - -;

' (A During a meetlnghntennew with the Gallup Flre '
J Marshall at thye facility on 9/10/07 at 1:00 p.m.,
| the fire marshall conducted a preliminary te'st of
3 [ the fire alarm system and:revealedthat the
< system, including the auiible alarm, was not
working.
| B. Durmg arr mterwqw tmth S13 on 9/10/07 at
2:30 p.m., $13 acknowledged that the smoke
| detectors would not provide an audible alarm
when activated because- the ﬁre -alarm system-
was not worklng i

ABE| 7 NMAC 8.2.66 RELATED F;EGULLATIONS AND | A66 | - j
| CODES o D

1 7.8.2.66 RELATED REGULATJONS AND
CODES: Adultresidential care facilities subject
to these regutations ar,e also $Ub}ect to other
regulations, codes'and standards.as the same
may, from time o time, be amended as follows:

A. Health Facility Licenpsure Feesand = |
Procedures, New.Mexico Departrnent of Health 7 : !
NMAC 1.7 (10-31-96) . o \ :

B. Health Facility Sanc’aons and Cnnl R
Monetary Penalties, New. Mexico Department of

‘Health, 7 NMAC 1. 8 (10-31-96). .

C. Adjudicatory Héarings, New Mexico S \

! Department of Health; 7. NMAC:1.2 (2-1-96}). - :

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

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

This REQUEREMENT ls not met as ewdenced

by .
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) | Based on record rewew a d i

--|-evidence that-a pre
' been conduct‘e‘d

| | on 811 and S12

1 7.8.2.66; 7.1.12 (Employee Abuse Registry)

-failed to maintain records of, pre;empIOyment
Employee Abuse REglstry (EAR) inquiries for 2 of
2 sampled (non-| Ilcensedlqon-certrﬁed) staff The
~+findings are:; ; '

i

,\ A Review af§14.4s personnel records rene‘aled
_that S11 completed an employment applrcatlon ~

evidence that @ fre-emplojrient EAR quury had
been conducted.

o et et

| B.-Review of S‘IQ &pe)SOnnel records revealed

that S12 completed an emp!oyment application
on 5/21/07 (unknowrr Hire date) bt there was no
WOWQUE..?AR '"QPW .’“.a.d

-‘on 91 0/07 at’
|2 30 p.m., S13 acknowledged that the facility "
failed to conduct pre-empioyment EAR mqumes

regnr' s Cnmrhal Hrstory
Screening Re’quri‘efné’i‘ltsi

Based on records rewew and mtervrew the
" facility failed to’ malntaln appropriate records of

7.8.2.66; ?.‘L‘.Qf-’ (Ca

" | caregiver cnminal hrSfor? screenifig (CCHS)

ympted: careglvers

{66.6%). The‘ﬁ d;n“g a

| A Review of 812’ s'persqﬁne!' records revealed

| that S12 completed: an emplayment application

| on 5/21/07 {unknown hiré date): $12's file

- ‘ contained a CCHS’ ciearaﬁce Ietter addressed to
S12 dated 5/12/06 but there was no ewdence that|

l the current facrlrty appited for her GCHS.

erview, the facility | |

on 8/3/07 (unknowrrhire date) buttherewasno™ | .

FORM APPROVED
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION JDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
5842 09/10/2007
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
. 2021 BARBARA AVENUE
(X4} 1D \ SUMMARY STATEMENT OF DEFICIENCIES I iD PROVIDER'S PLAN OF CORRECTION i (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL ‘ PREFIX (EACH CORRECTIVE ACTION SHOULD BE l COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
[ DEFICIENCY) L
| .
AGGi Continued From page 33 AB6

A66

S-1 1 and S 12 s EAR mqumes will be denc
{byDec: 31,2007, -
| New émployéé EAR’s will be done before\ WA

* | employment..

+:| The manager will be responsibie for
obtaining the EAR before any new

. employees are hlred R e SRR

|
]
|
|
|
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STATE FORM :

eoee - 8L3P11 o " Ifcontinuation sheet 34 of 35



PRINTED: 11/01/2007

| B. Review of §13's personnel records revealed |
.that 313 completed an employment appllcatlon
-on 5/8/03 (unknown hire date). 513's file..

contained a CCHS clearance letter addressed to

S$13 dated 2/22/01 but therewas no evidence that| "
“~pthe current faclity: applied forher CCHS.~ -

T C Durmg aninterview with $13 on 9/1 0/07 at -

worked at other facﬂiﬂc;s $13 acknowledged that
the facility failed to maintain appropnate records
-of CCHS clearances-for-$12;-and 513,

FCRM APPROVED
STATEMENT OF DEFICIENCIES X1y PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION (XS) DATE SURVEY
AND PLAN OF CORRECTION el IDENTIFICATION NUMBER: *2) © © COMPLETED
A. BUILDING
B. WING
5842 09/10/2007
NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2021 BARBARA AVENUE
(X4} 1D \ SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION \ (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
A66 | Continued From page 34 AB6 T '

IAGS :
7.8.2.66; 7.1.9.8 (Caregivers Criming} - -- - -
Histery Screening, Requirements)

' Whe difector thougght sirice thiere was a letter
__|from S-12,’and $-13 employees that wasall:o, |
.+ that was necessary to comply and nothing

-~ further needed to be done.

The director will app]y for the CCHS Letter.

Completlon Date Dec ,31 ,2007 _

L
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