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AQD Initial Comments

The following deficiencies ware cited as a resutlt
of an initlal survey conducted on 08/17/18 for the
alate requiremants of 7 NMAC 8.2, Regulations
for Assistad Living Facilities.

7 NMAC 8.2.8 General! Licensing Requiremants

GENERAL LICENSING REQUIREMENTS:
A, Licensurs Ia required. No persen er entity shall
establish, maintain orope ftaanessl  lving
facllity without firat obtaining a licanse.
8. Applicstion for licensure, An initia! or renewsl
application shall ba made on the forms
prescribed by and avall - from the licensing
authority. The lssuance ofan  plication form Ia
nota uarantee that the compleled  llcation
will be accepted, or that the departmant will isaue
alicens Information provided by the facllity and
used by thell ing aulhority for the ficensing
procews shallbe accura andtruth  The

nsing authority wili not  ue naw licensa If
theappli thas had a health faciiily license
revoked or denledor sumend red e
liesnse under threat of revocation or denlel of
e . The licensing authotity may not lasu a
new lleense ifth  appllcant has been cited
repaatedly for viciations of applicable found
to be cless A or class B daficlencles asds edin
Heelth Facility Sanclions and Civil Mo
Penattles, 7.1.8 NMAC or has
nen-comp  with plans of comection, Th
licansing authority will not Issue  licanse untll the
app cam has supplied all of {he information that
is req by this ule Anyfacilitythat 1o
particip teingood Rhby information
] in the ficensing process sh  be
denled by the department, Th following
information s | b submitted to the Hcansing
authori for .

OR PROVIDER/SURPUER BNTATIVE'S BIGNATURE
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Continued From page 1

(1)ale ofintent that includes tha proposad
physical addreas, the primary population of the
facllity end a summary of the proposed services;
after the lettor of Intant has been recaivad, an
application packet including; the application form,
fee schedule and the licensing rule will be issued
to the appiicant by the licensing authority;

(2) the completed andn  rized pplica on and
the eppropriats non-refundable fee(s);

(3) a program nerraive identifying and detalling
the geopraphic service area, thap  ry
populationincl ng nys noeds

requl , along with a full description of the
services that the epplicant proposes to provide
Including.

(a) a desocription of the characterisiics of the
proposad population of (he facility;

(b) & devcription of the services and care that wil
be provided ta the residents,

(c) a deacription of the antlcipated profesaional
sarvices to be offsred to the realdents; nd

(d) a description of the facliity ' s nship to
oiher services and related prog inthe
servicearea  howtheapp ntwil
collaborate with them to achisve & system of care
for the residents.

{4) policie and procadures annotated to this rule;
(B)evidencato bl hthetth cant has
sufiiclent finanoial assets to parmitop  ton of
the facility for a perlod of six (8) menths; the
evidence ehall include acre  report from one of
the three recognized credit bureaus with 8
minimum ¢rodit score of eix-hundred  (850) or
above;

{8) copies of organizetional decuments to includa
the fo owing list of llema;

(w) the names of ali persons orb  ness entities
that have atleest five  reent (5%) ownership
interest In the facility, whether direct or |

lon of Health improvement
8YATE FORM
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Continued From page 2

and whether in profits, land or building; this
includ the owners of any ¥ enlity which
owna allor rtof the land or building;

(b) the identities of all creditors hold a
security Int rest in the premises, whether land or
bullding;

(c) any changes In ownership or ma m
ghall be reported tothe d ent within thily
(30) daye;

(7) bullding plens as requ d ¢7.8.2.41 NMAC
ofthisru ;

(8) fire althority approval s required at 7,8,2.60
NMAC of this rule;

(8) a letter of approval or exsmption from the
local health authority having jurisdiction for the
food 8 andthe kitchen  Iity;
(10)scopyolliquid tedisp  and treatmant
system pemmit from lacal health authority having
Jurisdiction;

{11) approval from local 2oning authority;

(12) buiiding epprovel { rti of ancy);
and

(13) any otherinformation thatthe  licant
wishes to provide or that the icensing authorlty

req
C. Application for amend  lcanse. A see
shell submii an applieation for an amended
licanse end the required non-refundable
the licensing authorily prior to a change with the
facility, An amended license is req fora
ch of: location, administrator, facilty name,
capaclty or any modification or addition to the
bullding,
(1) An appfi for & change of the facility
ed trator or change of minigtrator's
name shall be submitted to the licensing autherity
within ton (10) business days ofthech e,
(2) An epplication for increass in capacity s |l be
eccompanied by a bullding plen pursuant to

AQ08
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7.8.2.41 NMAC of this rule. A faclilty shall not
increass census untll the licensing authority has
reviewed and approved the Increase and hes
isBued & new license that refleats the epproved
incraase In capaciy.

D. Applicetion for licanse renswal. Each facllity
shall apply for a renewal of the annual license
within thirty {30) business days prior to the Hcense
expiration date by submitting the following itams:
(1) an application and the requirad foe;

(2) en updated program namative, If the faciity
hea changed the program or tha focus of
services; .
(3) the annusal fire Inspection report; and

(4) the ficansing authority msy not lssus a new
license If the applicant has been cited repeatedly
for violations of this rule or has besn
noncompliant with plans of corraction or payment
of civil monetary penaities.

E. License, Any person or entily that establishes,
maintains or operates an sssisted living facliity
ghell obtaln a license as required in this rule
before accepling resldents for care or providing
services,

(1) Each faciiity that provides care or treatment
shall cbtain & separate license. The licanse Is
non-transfarable and Is only valid for the facility to
which [t s originally issued and for the owner or
cperator to whom It Is lssued. It shall not be sokd,
reassigned or transfemed,

(?) The maximum capacity spscified an the
liconse shall not be exceeded, -

(3) It the fecllity is closed and the residents are
removed from the facillty, the licenss shall be
returned {o the licansing authority. Written
notification shall be issued 1o all residents or the
residents ' surrogate decislon maker and the
licensing authority at least thirty (30) calsndar
days prior to the closure,

AQ08
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F. Temporary ,

(1) Atemporary licenss may be issued (o a new
facllity before residents are admitied provided
that the fachity has mat llofthe lfe  faty code
requirements as statad in this rude and policies
end proced  for the faciiity have besn
reviewed and epproved,
(2) Uponre of a lemporary licanae, the
faciilty may baginto it up to three (3)
residents,
(3)Arerthafacl hssadm  upiothres (3)
realdents, the factity operator or owner shall
request an Initlal haalth survey from the lice  ing
autherity.
(4) Followingad rmination of compliance with
this rule by the licensing authority, an snnual
Il nss will be issusd. The renewal dats of the
annual I is based on the inltial dets of the
first temporary |
(6) The ficensing authority has the right to
detsrmine compliance or noncampiiance.
(6) A tomperary licanse shall cover a period of
time, not to excaed ona hundred twenty (120)
calend days,
mNomomthantwo(z)eomowtlvetempomy
1 be lsaued. If a second temporary
uoonse Is [s3ued, an additional non-refundable
lsrequi , Ifal requirements  not met
within  two hundred forty (240) day Ume frame,
the applicant shal the apptication process.
G. Annual license. An annual licanse Is Issued for
one (1) year for a facliity that has met all the
raquirements of this rule.
H. Displayof  nes, Th facility shali display the
| In a conspicucus public place that is
visible to residents, staff  d vistiors.
{. Unlicensed faoifities. Any peraon or entily that
opens or maintains an assisted living faciity
without a /I subject to the imposition of

B net
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09:04:57 10~31-3018 | 2] 3038211884 ]

10/31/2018 (09:06Bee Hive Corporate Office

(FAX)5058211634 P.007/058

PRINTED: 10/16/2018
FORM APFROVED

STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIERICUIA
AND PLAN OF GORREOTION IDENTIFICAYION NUMBER:

4037

(X2) MULTIPLE GONSTRUCTION (XS) DATE GURVEY
A BUILDING: COMPLETED

8. WING

08/17/2018

NAME OF PROVIDER OR BUPPLIER
BEEHIVE HOMES OF WHITE ROCK

STREET ADDRESS, CITY, BTATE, 2P CODE
118 LONGVIEW DRIVE
WHITE ROCK, NM 57544

o
‘9“)
TAG

SUMMARY GTATEMENT OF DEFIOIENOIEB
(EACH DEFICIENCY MUBT B PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAS

PROVIGEA'S PLAN OF CORRECYION 0X6)
(EACH CORRECYIVE AOTION S8HOULD BE COMPLETE

CROBS-REFERENCED TO THE APPROPRIATE CATE
DEFIOIENCY)

A

AD08| Continuad From pege &

civil monetary penalties by ths licensing authority.
Fallure to comply with the ficangure requirementa
of this rule within ten (40) days of nolica by the
licansing authority mey result in the following
penalties pursuant to Health Facliity Senctions
and Civil Monetary Penaltiss, 7.1.8 NMAC,

(1) A civil manetary penalty not to exceed
(ive-thousand dollars ($5,000) per day.

(2) A basa civil monetary penslty, plus a per-day
civil monelary penalty, plus the doubling of
penalties as applicable, that continues untll the
facllity is in compllance with the llcensing
requirements in this rule,

{3) A cense and desist order fo discontinue
operation of & facillty that Is operating without a
licensa.

{4) Additional criminal penalties may spply and
shall be impoged as necessary.

(7.8.2.8 NMAC - Rp, 7.8.2.8 NMAC, 01/15/2010)

This REQUIREMENT s not met as evidenced

by:
7.

8.2.8H

Based on observation and inlerview the facllity
falled to ensure that the Assisted Living License
was displsyed in 8 conspicuous public place
where residents, staff, and visitors can see it. If
the facility’s license Is not displayed In a
caenspicuous public placa then the 13 (R #s 1-13)
realdents listed on the census, provided by the
Operations Manager on 08/15/18, visliors, and
stufl will not knew If the facilliy has and Is
maintaining a current license as an Agslated

Living Facliity. The findings are:
. On 08/16/18 at 10:48 am, during an

A008

STATE FORM

observation, the facliity's temporary Asslstad
vision Improvement

M1711
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moFadatywﬂldulwhaeam
I.Mngltmwuobumdbbepubd the puble Assisted Living
on room and was not in | where of, and Viors  sselt.

publtoplaeswhmallmm staff, and vighors The Monager wilonmoe  lcansala |
could it current and In consplcuous place, and

B. On 08/16/18 at 11:00 am, during an intarview

with the Operations Manag » he that +In-house sudkis.
the facility's Living license

was not in conaplcuous where

residonts, staff, and vistiors can see it.

A01 7 NMAC 8.2.16 Staff Quaifications AD16

STAFF QUALIFICATIONS: A ehal employ

staff with the following quaifications.

A. Admini , director, operator; an ausisted

tiving Il be suparvised by a full-time

adminiatrator, Muitiple facllitiss that are located

within a forty (40) mile radius may have one y .
full-time admin trator. The adm Istrator shalk .
(1) be at least (21) years of age; .
@ high school diploma or iis

{(4) compilete a state approved ceriification
program for aasistad administrators;

{5) be able to com with the residen in

the language spoken by the majority of the

residents;

(6) not work under the Influgncs of alcohol

or legal drugs;

(7) have evidence of education and to

prove the abiiity to administsr, and operate | .
enasa  iMing faciity; the evidence of

| education and shail be directly related

to the sarvices that are provided at the .

(8) provide ® of ce
from to the and

Divielon of Hestth }
STATE - tH171 # cortistion sheel 7 of £7
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Continued From page 7

(8) comply with the pre-employment requirements
pursuant to the Employes Abuse Registry, 7.1.12
NMAC,

B. Direc! care staff:

(1) shall be at Isast eighteen (18) years of age;
{2) shell have adequate education, relevant
training, or exparience to provide for the naeds of
the residents;

(3) shell compiy with the pre-employment
requirements pursuant (o the Employes Abuse
Registry, 7.1.12 NMAC; and

(4) shall comply with the current requirements of
reporting end investigating incidents pursuant to
Incident Reporting, Intake Processing and
Training Requirements, 7.1.13 NMAC;

(5) If o facliity prevides transpestation for
residents, the employees of the facliity who drive
vehicles and transport residents shall have
coples of the following documents on file at the
facllity:

(a) a valld New Mexico driver* & ficense with the
appropriate classification for the vehicle that is
used 1o transpont residents;

(b) decumentation of training In transportaion
safety for the elderly and dissbled, Including safe
vehicla operation;

{c) proof of Insurance; and

(d) documentation of a clean driving record;

(8) any parson who provides direct cere who is
not employed by en agency that s covered by the
requirements of the Caregivers Crimine! Hiatory
Scresning Requirements, 7.1.0 NMAG, shall
provide cumrent (within the last 8 monihs) proof of
the caregivers criminal history screening to the
facliity; the facility shall maintein and havs proof
of such screening readlly avallable; end

{7) employers shall comply with the requirements
of the Ceregivera Griminal History Screening
Requirements, 7.1.9 NMAC,

AD18

OMision of Fisalth Improvemant

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

This REQUIREMENT is not met as evidenced
by:
78216 A

Based on observation and interview the facility
failed to ensure that the facility had a full-time
Administrator within 40 miles of the facility in
order to provide supervision. This deficient
practice has the potential to affect the safety and
welfare of all 13 (R #s 1-13) residents listed on
the census provided by the Operations Manager
on 08/15/18, if there is no full time administrator
to supervise the facility and to oversee the care
being provided to the residents, The findings are;

A. On 08/15/18 at 10:46 am, during an
observation it was revealed, that the
Administrator listed on the license was over 40
miles away from the facility so there was no
full-time Administrator within 40 miles to
supervise the facility,

B, On 08/15/18 at 11:40 am, during an interview
with the Owner, he confirmed that there was no
fuil-time Administrator to supervise the facility
within 40 miles.

A020) 7 NMAC 8.2.20 Admissions and Discharge

ADMISSIONS AND DISCHARGE: The facility
shall complete an admission agreement for each
resident. The administrator of the facility or a
designee responglble for admission decisions
shall meet with the resident or the resident' s

AQ1%

A 020

11/15/18

'A°16 L e nmee w me
The Facility has designated a full-time Administrator
within 40 miles of the facility in order to provide
supervision. The Compliance Director will monitor
Continued compliance during quarterly in-house

, audits,

Division of Health Improvement
STATE FORM
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surrogate decision meker prior to admisslon, No
resident ehell be admitied who Is below the age
of elghtesn (18) or for whom the facility is unable
to provida eppropriste care,

A. Admisslon agresment. Tha sdmisslon
agreement shall include the following Information:
{1) the parties to the agreement;

(2) the program narrative;

(3) the faclity's rulas;

(4) the cost of services and the method of

peyment;
(5) the refund provision in case of death, trensfer,

voluntary or involuntary diacharge;

(6) information to formulate advanca directives;
(7) a wiitten description of the legal rights of the
residents transiated into another langusge, if
neceasary,

{8) the facllity's staffing retio;

(@) writlen authorization for staff to esais{ with
medications;

(10) notification of rights and responstbiliiles
pursuant to the incldent Reporling intake,
Processing and Training Requirements, 7.1.13
NMAC;

(11) the faciiity * 8 bed hold pelicy; and

(12) the admission agreement may be terminated
If an appropriate placement ls found for the
resldent, under the following cireumstancas;

(8) there shall be a fifteen (15) day writien notice
of termination given fo the resident or his or her
surrogste decision maker, unless the resident
requests the termination;

{b) the resident has falled to pay for a stay af the
facility as defined In the admission agresment;
(c) the faciiity ceases to operate or is no longer
eble to provide services to the resident:

(d) the resident * s health has improved
sufficiently and therefore no longer raquires the
sarvices of the faclfity;

A020

Bivision of s Tmprovamant
STATE FORM
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{e) termination without prior notice is permitied In
emergency situation for the follow!  ressons:
(i) the transfer or discharge ks necessery for the
resident's safsty and welfare;
(1i) the resldent's needs cannol aafely be met in
the facility; or
(i) the eafety and health of other residents and
s fiinthe facilitysreend  red;
(13) the faclilty shall provide thirty (30)d y
written notice lo residents regarding any chen

the  orthe material servicas provided; a
newcoremend admisslon agreament must be
executed whe ver services, coats or other
material terms are changed; and
(14)fedd  representing theirservic as ©
specla  d" must disclose evidenca of staff
speci  training 1o prospective residants,
8, Restrictions In admission, The fachity shall not
admit or retaln individual thet require twenty-four
(24) hour cantinuous n cere, refer 1o
Bubsectlon U of 7.8.2.7 NMAC Definitions. This
rule doas not apply to hospice residen who
have to celve the hospice ben fit
Conditions or eireums usu y ulre
continuous nursing cere may Inglude but are not
limited to the following:
(1) ventitator dependency;
(2) pressure sares and decublius uicers (stege Il
or IV);
{3) Intravanous therapy or injections;
{4) any condition requiring  er leal or
chemical restrajnis;
(5) sog tubes;
() trachsostomy care;
(7) residents thatp  ntanimml  tphyalcsl
threat or danger to aalf or others;
(8) residents whoss psychological or physical
condition hes declined  plscement In the

nt facility Is no longer sppropriate as

GHITYY
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(8) residents with a diagnosis that requires
isolation techniques;

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

{11) ostomy (unless resident s able to provide
golf care),

C. Exoceptions to admigsion, readmisalon end
retention. if a resldent requires a graater degres
of care than the facliity would normally provide or
Is permitted to provide and tha resident wishes to
be re-admitted or remain in the facillty end the
facllity wishes to re-admk or ralain the realdent,
The facllity shall comply with the following
requirements.

(1) Convene a team, comprised of:

{a) the facility administrator and a facility haalth
cere professions! if desired;

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

(c) the hospice or homse healih cilnician,

(2) Tha team shall jointly determine if the resident
should be admitted, readmitted or aliowead to
ramain in the facllity. Team epprova) shall be in
wriling, signed and daled by afl team members
and the approval shall bs maintalned In the
nesident's record and shall;

(8) be basad upon an individus! service plen
(ISP) which Identifies the resident's specific
needs and addressos the menner thal such
needs will be met;

{b) ensure that if s facility is licensed for more
than eight (8) residents and doss not have
completa fire aprinkler coverage, the facliity shall
malintain an evacuaticn rating score of prompt as
determined by the fire safety squivalency sysiem
(FSES);

{c) evaluate and outiino how meeting the specific
needs of the resident will impact the staff and the

e
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other residents; and

{d) include an independent sdvocate as
certifiesd ombudsman if requested by the resident,
fhe mily or the facility.

(3) The tearn recomm ndation shail be
maintalned on site in the resident * s fils,

(4) Whan s resident  discharged, the facility
ghall recard whare the residentwes di  arged to
endwhat  lcationswers  msed with the

resident.
D. Coordination of cars.
(1) Assls faciiities shall ha  evidencs of

care coordination on an ISP for all  rvices that
are provided in the facllity by an outside  Ith
care provider, such s hospica or home health
providers.
(2) Resid ¢ shall be given a list of providers,
including hoaplce and home health ifepplica |
and have the right to chooge  r provider. if
applicabl , the referring party shall disclose any
rghip  rest in a recommended or iisted
provid r,
[7.8,2.20 NMAC - Rp, 7.6.2.19 NMAC & 7.8.2.20
NMAC, 01/15/2010)

This REQUIREMENT is notmeta evidenced
by:
7.8.220 B (4)

Based on record review, observ and

1 the facliity falled to convene a team

mesting for Y (R#2) of 1 (R#2)  Ident who had

a physical restraint (full )inuse. This

deficlent practice has the petantial for residents to

be at risk or ham, injury, ord athifa

meeting was not convensdto  we  facllity

could mast the needs of a resident who has

badrai inuse andp measures wore in
Msion of mprovement
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place to pravent falls or residents becoming
entangled In, climbing over or ground the
bedralls. The findings are:

A. On 08/18/18 at 11:07 during en
cbsarvation of resident room #4, R 22 was
observed in  hospital bad with full bed inthe

up right posttion.

B. Record review of R #22's resident file revealed
no documentation that a Admission/Retention
Exception mueting convened prior to being
aduﬁr&:d to the facility on 04/26/18 with full
bedrails.

C. On 08/15/18 at 8:41 pm, d an interview
with the Operations Manager and Reglonal
Administrator, they confirmad that there was no
Admt n Exception team meeting
convaned to e the facitity could meet the
needs of R #2 who had fu bed ralis in use on his
hospital bed and preventive meas in
piace fo prevant falls or becoming entengled In,
¢limbing over. or around the full bedrails,

A02} 7 NMAC 8.2.22 Faciity Reports, Records, Rules,
Policies

FACILITY REPORTS, RECORDS, RULES,
POLICIES AND PROCEDURES:

A. Repons and records. Each faclilty ahall keep
the followihg reports, records, policies and
procad on file &t the facility and maks them

for review upon by Meensing |

authority, resiients, potsntiel or thalr
decision makers:

i
{3) buiiding official approval (certificats of
Improvement
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oceupancy);
(4) a copy of the buliding plans;
(6) a copy of the mos! recent conduoted
by the licansing authorily, to include rse
actions or and complalnts;
(8) for facliities with faod estabilshmants/kiichens
that require & permit frem the locel health
uthority that has jurisdiction, a copy of the
eurrent inspection report in accordancs with the
applicable, municipal, or federal laws and
regul tions and pursusnt to Subsection B of
7.6.2.8 NMAC, regarding and food
m nagement; If a facllity Is con ldered all nsed
private home and not requirsd tom el spacific
requirements by the local sutharity, a copy
of that d ingtien must also be melntalned;
(7) where nsoessary, a copy of the liquid wasts
disposal and treatmont syatem parmit from the
local health authority that has jurisdiction;
(8) thirty (30) da  of menus as planned,
including snacks and thirty (30) days of menus as
rved, Including snacks;
{2) record of monthiy fire drlils conducted st the
Gacliity and the fire safsty  ustion gystem
(FSES) rating, If plicable;
(10) wiitten emergenoy plans, policle and
proceduras for medical emerganci , power
llure, fire or natu | r: plans shall include
evacuation, person to be notified, emergenoy
equipment, evacuation routes, refuge  as and
the respons 8 of parsonne! during
e g ‘plans all olnel aliste!
nsportation rascurces that are immadi
lsble to port Kents to encther
focationin  emergency; the emergency
preparadness plan shall address two types of
me encles;
(s)an merg cythaiafl  justthe facility; and
(b) a region/ares wide emergency;

A022
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(11) e copy of this rula, Requirements for
Assisted Living Facliitias for Adults, 7.8.2 NMAC);
(12) for facfities with two or more residents (that
are not related fo the owner), a valid custodial
drug permil issued by the NM board of pharmacy,
that supsrvise administration and
sell-administration of medications or aafeguards
with regard to medications for the residents; and
(13) vacdination records for pets in the faciity.
B. Reporis and racords. Each facility shall keep
the fellowing reperts, recards, policles and
procedures on file at the facilily and make them
avallable for review upon request by the licensing
authority:

{1) a copy of the facifity license;

(2) empioyee personnel recorde, Including an
application for employment, tralning recards end
personnel actions;

(e) caregiver eriminal history scraening
documentation pursuant o 7.1.8 NMAC;

(b) employee abuse regisiry documentation
pursuant to 7.1.12 NMAGC; end

(3) a copy of alt walvers or variances granied by
the licensing eutharity,

C. Rules. Prior to admission {o a fadiity &
prospactive rasident or his or her representative
shall be given a copy of the facility rules. Each
facllity shall have written rules pertaining to
resident ' s rights and shell Inciude the following:
(1) resident use of tabacco and aleghol;

(2) residant use of facllity telsphone or personal
cell phone; .

(3) resident use of television, radio, atereo and
wo

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

(5) mes) avaliebliity and times;

(6) realdent usa of common areas;

(7) accommodation of resident ' & pets; and

A022

mm:

SHI711
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(8) resldent use of electric blankets and
appliances,

D. Policies and procedures, All facliities shall
have written policies and procedures covaring the
feliowing areas:

{1) actions to bs taken In case of nis or
smergencles;

(2) poliey nd procedurs for updating and
consolidating the residents current physislan or
PCPord  ftrealiments nddieipla every six
(6) months or when a significant change oceurs,
such a8 a hospitel & fon;

{3) polloy for madication ors;

(4) mothod of staying infonned whenre  nis
are away from the clility (e.g., sign-out sheets or
other record indicating where the realdentwill |
cali phone contac?, ete.):

{5) the h dling of residant's funds, if the faciitly
provides such servi  ;

(9) raporting of incidents, Includingab |
neglect and misappropriatien of praperty, Injurles
of unknown cause, vironmental h and

| enfor entintervention inacco noe with
7.1.33 NMAC;

(7) reporting end i ating Intem |
complaints;

(8) orling and Investigating comp! Ints to the
incident menagement bureau;

(@) stefand sidenifire nd safelytral
&I‘O,zozmklng policy for staff, residents and

(11) the facility’s bed hold pofiey;
{12) admission agresment;
(13) admission H
(14) resident records Including mal ca and
record on If the facility oloses;
(16) program narrative;
(16) resident's righta with  ard fo
decisions and the formul  on ef advanca

SHIT1Y
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(17) personnet polficies;
(18) Identitying end safeguarding resident
possessions;

STATE FORM

(19) securing mediceal assistance if a resident's
own phyaician is not availabls;

(20) staff tralning appropriats to staft
respansibiiities;

(21) steff training for employees who provide
assisiance fo resldents with boarding or alighting
from motor vehicles and safe opsration of motor
vehicies to transport resldents;

(22) witnessed destruction of unused, outdated or
recalled medication by the facllity adminiatrator
with tha consulling pharmacist present; and

(23) mealtimes, dally snacks, menus, special
diets, resident ' g persanal preference for eating
alone or In the dining room setting.

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

This REQUIREMENT s not met as evidenced
by:
1.6.2.22 A (10) (b) (13)

Based on record revisw and interview the facility
falled to ensure thet:

1. There was a written emergency evacuation
plan for community wide disasters,

2. Current vaccination recends for the pets
(dogs) wera on file at the facifity.

These deficiant practices heve the potential for all
13 (R #s 1-13) residents listed on the census,

provided by the Oparations Mansger on 08/16/18
ﬁ#”ﬁ?@f harm, injury, lliness and/or death If:
ament

BH17T1
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1, A community wide occurred and

resid  we unsbio to be aafely evacuated
from  community.

2. The pets da nol hava cument vaccinations
andresid !sarebiit nor
com diseases.

The are:
Findings oy plen

A. Record raquest for the emergency evacustion
plan for community wide disasters revesiad, no
documentation that the factity had a plan in
place,

B. On 08/15/18 during an Intesview with
Operations Manager and the
Administrgtor, thoy confirmed facifity
doas not have a written amergenoy
, Plan for community wide .

Findings to pet vaccinations

C. Record requast for the vaccinations for the 2
dogs fiving et the , revaaled no
documentation that the dogs had current
vacein

D. On 08/18/18 at 2:56 pm, during an interview
with the Ad , they confirmed
thet were no current vaceination records for
tho2dogsonfile  the facily.

fo

Amsﬂ 7NMAC 8223

PETS: Peis  pemitied in a licansad factlly, In
accordance with tha faciity's
A. Prohibited Animals  notpem ]

022

AD23
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SHI7H

¥eonimafion sheet 10 of 87




09:04:57 10~81-3018 | 10§ 3038211834

10/31/2018 09:11Bee Hive Corporate Office {FA%)5058211834

P.021/058

PRINTED: 1018/2016
FORM APPROVED

STATEMENY OF DEFICENCIER (3]
AND PLAN OF CORRECTION

PROVIOER/SUFPLIER/ICUA
IDENTIFICATION NUMBER: A BUILDING:

Ot2) MULTIPLE CONSTRUCTION

DATE BURVEY
Mcomsreo

NAME OF PROVIDER OR SUPPLIER
BEEHIVE HOMES OF WHIVE ROCK

STREET ADDRESS, CITY, STATE, 2I1P CODE

110 LONGVIEW DRIVE
WHITE ROCK, NM 07644

oy

SUMMARY STRIEMENT OF D PROVIDER'S PLAN OF CORREGTION
PREFX {EACH DEFICIENCY MUST 8 PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION BHOILD
TAG | REGILATORY OR LA0 IDENTIFYING RNFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE ONTE
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K of7.6.2.9 NMAC,

file in the faciiity.
01/16/2010)

by:
7.8.2238

findings are;

hed curent

food precassing, preparation, storage, display
end asrving areas, or In equipment or utsnsh
washing areas. Guide dogs for the biind and deal
and servica animals for ths handicapped shall be
permitied in dining areas pursusnt {0 Subsaction

B, Vaccination. Pets shall be vaccinatad in
eccordance with all state and local requirements
and records of such vaccination shall be kept on

[7.8.2.23 NMAC - Rp, 7.8.2.24 NMAC,

This REQUIREMENT is not mat as evidenced

A. Record request for the vaceinations for the 2
dogs revesied, no documentation thet the degs
vaccinations,

B. On 08/15/16 at 2:56 pm, during Interview with -
the Regional Administrator, sha confirmed that
thera werg no current vaceination records for the

2 dogs on file at the facifity.

AQ29

A023

Based on Racard raview and Interview the facility o e pad

falled to ensure thet the pets (2 dogs) who five in ,
the facilty hed cument vaccinations and the wil monftor continued complince during qussiafly In-house

vaceination racords were on file at the facility.
This deficient practics has the potential for all 13
(R #s 1-13) residents listed on the census
provided by the Operations Manager on 08/15/18
{o ba a risk of harm or iliness, if the residents are
bittan or contract communicabls diseases from
psts who do not have cument vaccinations, The

1
1171518

Division of Hoalth imgrovoman
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Continued From page 20
7 NMAC 6.2.25 Resident

RESIDENT EVALUATION:
A, Arcsident evalustlon all ba completed by an
eppraopriate staff member within fifasn (15) days
prior to admieslion to determine the leve] of
assislancath isne and i the level of
sorvi  req by the resident can be met by
the facllity.
8. The Inltlal rasident evaluation shall establich a
baselinein  resident’ s funclonal slatus and
thersafter assist with id ntifying
changes. The nt evalustion shall be

d and updated at  minimum of every six
(8) months orwhan the s a significant chang
inthere  nt's health siaius.
C.There ' 8 gvaluation shall be
documeniad on a resident onformand
a minimum include the following abfities,
behavi oratatus:
(1) aclivitles of d  living;
(2) cognitive abiities; reasoning and perception;
the abliity to articu  thoughts, memory function
or impalrment, etc;
(3) communicafion and hea  ; abillly to
communl e noeds and understand instructions,

eic;

{4) vision;

(6) physieal functioning and skeletal problems;
(6) incontinence of bowelbladder;
(7) peychosocial o

(8) muod amd behavior;

(8) activity inforests;

(10) dlag :

{11) health conditions;

(12) nutritio tus;

{(13) eral ord H

{14) skdn conditions;

{18) ication use and lsvel of ss

luation
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needed with medications;

(16) special treatments and procedures or special
medical nesds auch as hosples; and

(17) aafety needsihigh risk behaviors; history of
falls egitation, wandering, firo safety lssues, eto,
D. The resident evaluation shall include a history
and physical examination and an evaluation
report by a physiclan or a physiclan extender
within eix (6) months of sdmisslon. A resident
sheil have a medicel evalustion by a physiclan or
a physiclan extonder af loast annually.

£, The resident evaluation shell ba reviswed and
it needed ravised by a licensed practical nurse,
registered nurse or physician extender at the time
the individual service plan (s reviewed, at o
minimum of evary alx (8) months or when a
significant change In health stalus occurs,
(7.6.2.25 NMAC - Rp, 7.8.2.26 NMAC,
01/16/2010]

This REQUIREMENT Is not met as evidanced
by:
78225BC(10)E

Based on record review and Intasview the facility
falled to ensure that 4 (R #8 1-4) of 4 (R ¥a 14
residents whose evaluations/aasassments wene
reviewed for compliance were:

1. Completed with required diagnosts
information,

2, Reviewed by licensed practical nursa
(LPN) registered nuree (RN) or physician
extender (PE).

This deficlant practice has the potantial to delay
care, services, and assislance the residents may

A028
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need, resulting in possible complications, and the TR SRS
need for medical intervention. The findings are:
A. Record Review of R #1's resident file A025
revealed, that the evaluation dated 01/08/18 was The Facility will ensure Resident Evaluations/Assessments
missing the resident's diagnoses. are reviewed Yor required diagnosis information by a licensed
practical nurse, registered nurse, or physician extender,
" 1 All current residents’ evaluations wera reviswed and
t?'l.atRﬂigoers :ﬁ:ﬁﬁ:ﬁgﬁ ;Lﬁff: 5\22 ::i\:.:]aried, correctlons made. The Operations Manager will ensure Resident
h N 5 g Evaluations/Assessments will document diagnosis and
the resident's diagnoses. the Nurse will sign the evaluation as reviewed.
. ! . The Administrator and/or Compliance Director
C. Record review of R#3's resident fila revealed, will monitor continued compliance during quarterly in-house
that the evaiuation dated 06/19/18 was missing audits.
the resident's diagnoses and was not signed as '
reviewed by nurse. i S o ]
D. Record review of R #4's resident file revealed,
that the evaluation dated 07/31/18 was missing
the regident's diagnoses,
E. On 08/15/18 at 2:15 pm, during an interview
with the Regional Administrator, she confirmed
that:
1. R#1, 3, and 4's evaluations were missing
the diagnoses, '
2. R #3's evaluation was missing the \
diagnoses and was not signed as reviewed by a
nurse.
A033 7 NMAC 8.2.33 Resident Rights A 033
RESIDENT RIGHTS: All licensed faciiities shall
understand, protect and respect the rights of all
residents.
A, Prior to admission to a facility, 2 resident and
legal representative shall be given a written

Division of Health Improvement
STATE FORM
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description of the tage! rights of the resident,
translatad into another language, if nacassary, to
meat tha rasident ! s understanding.

B. (f the resident has no legal representative and
is incapable of understanding his or her legal
rights, & wriiten copy of the residant's lega! rights
shall be provided to the most significant
responsible party In the following order:

{1) the realdent's spouss;

{2) significant ether;

(3) any of the resident's adult children:

(4) the resident’s perents;

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

(@) a peraon who hes been caring for, or paying
benefits on behalf of the resident;

(7) a placing agency;

(8) resident advocats; or

(8) the ombudaman,

C. The resident rights shall be posted in &
coneplouous public placs in the faclity and shall
Include the telephone numbers for the incidant
management hotline and for the state
ombudsman program.

D. To proleci resident rights, the faciitty shall;

{1) treat all residents with courlesy, respect,
dignity and compassion;

(2) not diseriminate In admisalon or aervices
based on gender, sexual orientation, rasident’s
age, race, religion, physical or mental disability, or
n

(3) provide residents written information about ell
servicey provided by the facikty and thelr coats
aend give advance wiitten notice of any changes;
(4) provide residents with a ssfe and sanitary
living environment;

(5) provida humane eare for gl residents;

(B) provide the right to privacy, including privacy
during medical examinations, consultetions and

OWvision of Fesith improvement

STATE FORM baed GHI711
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treatment;
{7) protect the confidentiality of the reaident ' s
medieal record;
(8) protect the right to personal privacy, including
privacy In pe onal hyglene; privacy during visits
with  ouse, family member or other visitor;
and privacy in the resident's own room;
(®p ctthe right to communicate privately and
frealy with any person, including privata
telephona convarsations and privats
oorre pondence; the right to recelve visits
from iy fie rs, ombudemen and
community organizetions;
(10) prohibit the use of eny and all physical and
ch lcalres nts;
(11) ensure that razidents:
(a)are  (rom physical and emotiona! abuse
neglect and misappropriation/or exploitation;
(b)ere  ® from financial abuse and
misappropriation by facliity steff or management;
(o) are free to perticipsts in religious, social,
community snd oih  activiti  and fresly
assoclate with persans In and cut of the faclity;
(d) erefreatoleave  facillly end retum without
unreasonable restdction;
(o) are given a fitesn (15) calend rday, wiitten
notice  fora room fers or discharge from
the ul  therelsimm  tedengerto
seif or others In the faclilty;
() have an environment that fosters social

n and avokds social isolstion;
{g) or their surrogate decision maksrs, are
informed of and Gonsent to the services provided
by the facility;
(h) have the right to voice grievances to the
facllity stafr, pubilc officials, the omb any
sta  agency, or any other person, without fear of
reprisal or retall ;
(@) have the right to have their complaints

A033

mm

HI7TN
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addressed within fourieen (14) calendar days or
sooner;

(1) have the right to participste in the development
of thelr care plan/ISP;

{k) have tha right to choasa a doctor, phamaclist
and other health care provider(e);

() have tho right to participate in medical
treatment decisions and formulats advence
directives such as living wills and powsra of
attorney;

(m) have the right to keep and use personal
posaessions without logs or damage;

(n) have the right to manage and control their
personal finances;

{o0) have the right to freely orpanize and
participate in a resident assoclation that may
recommend changes in the facliity's policias,
sarvices and management;

{p) shall not be raquired to work for the facility;
and

(q) sre protected from unjustified rcom transfers
ar discharge.

E. The resident's rights shall niot be restricted
unless thie restriction (s for the health and safely
of the resident, agreed 1o by the resident or the
resident' s surrogate decision meker and
outiined in the resident* s individua) servica plan.
[7.8.2.33 NMAC -~ Rp, 7.8.2.34 NMAC,
01/15/2010)

:’hb REQUIREMENT is not met as svidenced
y:
7.8.33 D(10)

Beased on record review, observation, and

interview the facliity falled to ensure for 1 (R #2)
of 1 (R #2) residant who had a physical restraint
(full bedralis) in use was free of being physically

A033

ivislon of Heslth Improvement
BTATE FORM
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" , ., 1471518
restrained. This deficlent practice has the _
potential for residents to be at risk of harm, injury, i
A033

or death if physical restraints {full bedrails) are
being used and the residant falls or becomss
entangled in, climbs over or around the bedrails,
The findings are:

A. On 08/15/18 at 11:07 am, during an
observation of resident room #4, R #2 was
observed in a hospital bed with full bedrails in the
up right position.

B. Record review of R #2's resident filo revealed
no documentation of:

1. A physicians order for the use of full
bedrails,

2. No documentation that an
admission/retention exception team meeting was
convened prior to being admitted to the facility on
04/28/18 with full bedrails,

3. There was no documentation that
preventive measures were in place to prevent
falls or becoming entangled in, climbing over, or
around the full bedrails.

C. 08/15/18 2t 3:41 pm, during an Interview with
the Operations Manager and Regional
Administrator, they confirmed that there was no:

1. No physician's order for the use of full
bedrails for R #2.

2. Admission/retention exception team
meeting convened to ensure the facllity could
meet the needs of R #2 who had full badralls in
use on his hospital bed.

3. Preventive measures were in place to
prevent falls or becoming entangied in, climbing
over, or aroung the full bedrails,

bedrails and will convene a team meeting or coordinate

:and the results are documented, In the future,
.and a eara conference is convened prior to or on

‘Compliance Director will moenitor continued compliance

The Facility will obtain & physician’s order for use of
care conference to discuss and doeument conditions or
circumstances that require continuous use of badrails
for Resident #2. The Operations Manager will ensure
the orders are obtained and the meeting is conduetad
The Operations Manager will ensure orders are obtained
Admission for bedrails. The Administrater snd/or

during quarterly in-house audits.

STt demmtes | A e vontd Ve P ot [... .
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A03 7 NMAC 8.2.34 Custodial Drug Permits A0y

CUSTODI DRUG PERMITS: A facility with two
(2) or more residents that is lice  d pursuant to
this rule and that essists wi  gelf-administration
or uards medications for resldents shall
have a current custodial drug pemit lssued by
the etale board of phamacy.
A. Procursment, labefinga  slo 6. The facl
hall provide assistanca tothe  ident in
obtalning the necassary madications, treatment
and lcal supplies as identified in the ISP. The
faciiity shall procure, (abel and tors medications
for residents who requi  easlatance with
if-administration of medication In compliance
with siate and federal lows,
(1) All medications, Including non-prasesiption
drugs, all b stored in a locked compartment or
In & locked room, s epproved by the board of
ph macy and the key ahall be In the care of the
adminisirator or designee,
(2) Intemnal medication hall  kept separate
from external m fiona.Dru to  taken by
mouth 1§  separated from all other delivery
me.
(3) A aoparate, locked refrigerator shall be
provided by the facility for medications. The
Irigerator temperature ghall be kept In
compliance with the board of phatmacy
requ nis for medic tlons,
(4) All medications, Including non-pres  tion
medications, shall be stored in separate
compartments {or each resident and all
medi  tions shall be |abeled with the residsnt's
name.
(S)Aresidentmeybepermi  tokeeph or her
own medication ina locked compa  ntinhis or
her room for self-administration, If the physician's
ordar deems It appropriste.

Division of Health Improvement
STATE FORM o SHI7THY o eentinuetion o 57
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(6) Thefac  shall not require the residents to

purchase medications from any particu! r

phermacy.

(7) Medical gases (oxygen) and equipment used

for  admin onofinh n therapy and for
uscitative purp shall comply with the

national fice protection assa  tion (NFPA) 88,

(8) Aproof of use record shall be maintained

saparately for each schedule Il through IV drug

(co  ed aubstances), Theproofofuses

shall document:

(a)thetyp and trengthofthe  edulell
through IVdru

(b) the date and fime staff assistad with
seif-edministration;

(0) the resident * s name;

(d) the prescriber’ s nam ;

(o) th dose;

(f) the signature of the parscn aasisting with

delivery of the medication; and

(9) th balance of madication remaining.

{8) Any remaining med! n discontinued by

physiolen ' & erder, or upon discheige or death of

the resident  Ibeinventoried ndmo toa

separate lockad storage contaln r. Such

discontinued medications shafl bs destroyed

upon the next quarterly vish by the consulting

p acist accordance with 16.18,11.10

NMAC.

(10) The racord of medication destruction ghall
lgned by the dminlstrator or designes and

the pharmacist nd shall be kept on file at the

facllity.

B. Conaulling pharma t. The facility shall

maintain records dem ting that the

consulting pharmacist provides the following

oversight and guidance.

(1) Reviews the dioation regimen as needed,

but at least quartary/avery three (3) months, to

Improvement
STATE FORM -
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detarmine that all medications and records are
accurate and current. All Irregularities shall ba
raported o the administrator of the facility and
these Iregularities shall be rasoivad by the
administralor within seventy-two (72) hours,

(2) A system of records of recelpt and dispoaltion
of ell drugs in sufficient detall to ensble an
acaurate raconclliation.

{3) Consultation shall be provided on all aspects
of pharmacy services in the facilily, including
referancs Information regarding side affscts and,
when needad, physiclan consultation In cases
involving the use of peychotroplo medloations,
(4) The consulting pharmacist will be responsible
for aasuring that the fasllity meets all
requiremnents for storage, labaling, destruction
and documentation of medications as required by
the state board of pharmacy, 16.19.11.10 NMAC
and 7.6.2 NMAC,

[7.8.2.34 NMAC - Rp, 7.8.2.38 NMAC,
01/16/2010]

This REQUIREMENT Is not met as evidenced
by:
7.8.2.34 A(7) refer to:

NFPA {National Fire Pravention Association) 99,
2012 Edition.

11.3 Cylinder and Conlainer Storage
Requirements.

11.3.1° Storege for nonflammable gases vqual to
or greatar than 85 m3 (3000 13) et STP shall
comply with 5,1.3.3.2 and 5,1.3,3.,3,

11.3.2* Storage for nonflammable gasss grealer
than 8.6 m3 (300 R3), but less than 86 m3 (3000
f18), at STP shall comply with the requiraments In
11.3.2.1 through 11.3.2.3.

11.3.2.1 Storage locations shal) be outdoors in en
enclosure or within an enclosed interior space of

AD34
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noncombuatible or limited combustible
construction, with doors (or g tes outdoors) that
can be secursd agalinst unauthorized entry,
11.3.2.2 Oxidizing gaves, such as oxygen nd
nitrous oxide, shall netb  atored with any
Ramm le gas, liquld, er vapor.
11.3.2.3 Oxidizing g such as oxygen and
nitrous shall bo sep rated from
combusiitles or materials by one of the following:
{1) Minimum distance of 6.1 m (20 fi)
(2) Minimum distance of 1.5 m (5 ) If the entire
storage location Is otedbyan tfometic
sprinkier ayatem designed In accordance with
NFPA 18, Standard fer the Instaliation of Sprinkler
Systems
(3) Enciosed cabinet of noncombu  ble
construction having & minimum fire protaction
reting of 1/2 hour
11.3.24 G # cylinder and cryogento liquid
contalner storage shall comply with 6.4,3,6.12,
11.3.2.6 Cylinder and container stormg locations
shell comply with B.1.3.3.1.7 with respact to
femp ture limiations.
11.3.2.6 Cylinder or contatner re {s shall
comply with 11.8.2,3,
11,3.2,7 Smoking, open flames, electde  ting
e enis, and other sources of ignition shall be
prohibited within siorage s and with 6.1
m (20 ) of outside sterage locations.
11.3.2,8 Cytinder valve protection caps shall
comply with 11, .2.3.
11.3.2. Gascylinder nd liquefied gaa contalner
storage shall comply with 8.1,.3.6.12.
11.3.3 Stormg  for nonflammable gases with a
Ivolume el to orless than 8.6 m3 (300 fi3)
shall comply with the  uirsments in 1.3.3.1
and 11.3.3.2
11.3.3.1 Individual cylinder storage associated
with patient care areas, not to d 2100 m2
(22,500 f12) of floor ares, notberequl  to

of Improvement
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be stored In enclosures.

11.3.3.2 Precautions In handiing cylinds

specified in 11.3.3,1 shallb In accordance with

11.68.2,

11.3.2.3 When small-size (A, B, D, orE) cyll ers

are in use, they shall be ttached to a cylinder

stand or to medical equip  ntdesigned to

receive ard hold compressed gas cyfinders,

11.3.3.4 Individual small- za (A, B, D, or E)

cylinders avallable for Immaediate use in patiant

care areas ah  not be considered o be In
forage.

11.3.3.6 Cylindere shall not be chalned to

portable or movable spparatua such as beds and

oxygen tents,

11.3.4 Signa.

11.3.4.1 A precautionary sign, readable from a

di tence of 1.6 m (5 i), shall be displayad on

each door or gate of tha storags room or

enclosure,

11.3.4.2 The aign shell includ the following

wondl  as 2 minim

CAUTION:

OXIDIZING GAS(ES) STORED WITHIN

NO SMOKING

Based on obsarvationand i  rview the facllity
falled to ensure that oxygen cylinder tanks were
secured and stored correctly This de t
practice has the potential for all 13 (R #s 1-13)

idents identified on the census provided by the
Oporations Manager on 08/16/16, to b et rdsk of
harm or Injury If oxygen cytinderte  were to be
knocked over and may act like a misstis, and if 8
fire occurs, oxygen cylinder tenka stored with
combustibles acce the fire. The findings
are;

A. On 8/15/18 bt 10:59 em, during an
abservation of R #5's room, 7 small oxygen

visione! es  mprovem
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cylinder tanks were observed being stored in the P,
closet with combustibles - clothes, shoes, and T
blankets.
AD34
B. On 08/15/18 at 11:03 am, during an The Facility will ensure that oxygen cylinder tanks are
observation of R #6's room, 7 secured small secured and stored correctly, and away from combustibles
oxygen cylinder tanks were observed being such as can be found in Residents’ ropoms and ¢losets.
stored in residents room, which exceeds the The Operations Manager will ensure the oxygen cylinder
amount allowed (1 cylinder tank for emergency tanks are stored securely and separately in a designated room
use), ~with no other combustable items. The Administrator and/or
: Compllan.ce Director will monitor continued compliance during
C. On 08/15/18 at 11:26 am, during an Quarterly in-house audits.
observation of R #7's room, 5 unsecured oxygen e e T A
cylinder tanks were observed being stored In the
resident's room.
E. On 08/15/18 at 11:28 am, during an interview
with the Operations Manager, ha confirmed that
the following was observed:
1. R #5 had 7 small oxygen cylinder tanks
stored in the closet with combustibles - clothes,
shoes, and blankets.
2. R#6 had 7 small oxygen cyfinder tarks
being stored in the resldents room.
3. R#7 had § unsecured oxygen cylinder
tanks were being stored in residents room,
A 035 7 NMAC 8.2.35 Medication A 035

MEDICATIONS: Administration of medications or
staff assistance with self-administration of
medications shall be in accordance with stats and
federal laws. 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 from the physician, physician
assistant or nurse practitioner and with entry into
the resident's record.

Divigion of Health Improvement
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A. Stale board of nursing licensed or eartified
hestih care professionsls are responalble for the
administration of medications. Administration may
only be parformed by thess Individuals.

B, Faclily staff may assiat a rasidant with the
self-administration of madications If written .
consent by the res!dent is given to the
administrator of the facility or the administrator' s
designee. If the rasident Is incapable of giving
consent, the surrogate decision maker named In
accordarice with New Mexico law may give
written consent for assistance with
sell-administration of medications. All staff thal
asslst with self-admintatration of medications
shall have successtully completed & siate
approved asaistance with seif-adminlsiration of
medication training program or be llcansed or
certlfied by the siste boerd of nursing,

C. PRN (pro re nada) medication.

(1) Physiclan or physician extendar’ s orders for
PRN medications shall clearly indicate the
circumstances In which they are to be used, the
number of doses that may ba given in & 24-hour
period and indicats under what circumstances the
primary care practitioner (FCF) is to be notified.
(2) The utilization of PRN medications shall be
reviewsd routinely, Frequent or escalating uss of
PRN medications ehall be reporied to the PCP.
D. Only 8 licansed nurse (RN or LPN) shall
administer any medications or conduct any
invasive procedures provided by the following
routes: intravenous (Iv), subcutansous (SQ), .
intramuscular (IM), veginal or rectal, Only a
licansed nurse shall administer non-premixed
nebullzer treatments,

E. The faciiity she!l have medication reference
material that contains Information refating o drug
intaractions and side effects on the premises.
Stalf that assist in the self-administration of

m Tmprovemant
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maedications sh  know Interaciions or possible

sidoeff  that might ocour.

F. Medications prascribad for one resident shall

notbeus foranather resident.

G.Msd lon  stance record (MAR). For

residents who ot independent and require

assistance with self adminisication, the facllity

shall have a MAR that documents the details of

the residents' medlication, Including PRN nd

over-tha-counter medication that is assistad wiih

seif-administration by qualified staff or

edministered to the resident by licensed or

cartified ataff. The informatien In the MAR shall

include:

(1) the resident's name;

(2) any known ellergles tomed  on that the
dent has;

(3) the name of the resident's PCP or the

preacriber of the medication;

(4) the diagnosls or n for the medication;

(8) the name of the medl tion, includ  the diug

product brand name - the generic name;

g‘ notation if the medication ls @ scheduls |-V
9)

(7) the dosage of the medication;

(8)thes ngth of the medication;

{8) the frequency or how often the medication is

tobe  norgivan;

(10) the route of dalivery for the medicalion

({mouth, eye, ear, olher);

{11) the method of delivery forthe  dication

(pi s, drope, 1M injection, other);

{12) the da t the medication was started or

discontinued;

(13) nycha In the medicetion order;

(14) pre-medication info (Le., pulse,

raspliration, blood p re, bloodsug as

required by the medi order;

(18)thede andti  that tho medication is

lon 1h improvement
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seif-administerad, sdministered with assistance
ar Is administered;

(16) the initials and signature of the person
asslsting with or adminiatering the medication;
{17) the desired resuiis obiained from or
probleme sncounterad with the medication {pain
relieved, allerglc reaction, etc.);

(18) any refused dose of madication;

{19) eny miased dose of medicetion; and

{20) any medication error.

H. No medication shall be stopped or startad
without specific orders from the primary care
phyaician.

I, If @ resident refuses to take a prescribad
medicetion, it ehall be dooumented and the facllity
shall report #t to the prescriber.

J. A suspectad advarae reaction to & medication
ehall be documented on the MAR and reporied
Immadiately to the PCP and the resident's
aurrogete decision maker. If epplicabls,
emergency medical treatment shall be amanged.
Oocumentation of the event shall be kept in the
regidant's racord,

K. Preseription medication, other than blister
packs and unit dose containers, shalt be kept in
the original container with a pharmacy lebel that
includes the following:

{1) the resident's name;

(2) the name of the medication;

{3) the date that the prescription was lssued;

(4) the prescribed dosage and the Instructions for
administration of the medication; and

(6) the name and title of the prescriber.

L. Any medication that Is removed from the
pharmasoy container or bilster pack shall be given
Immediately and documented by the staff that
asuisted with the medication delivery.

M. The fsaliity shall raport all medication errors to
the physician, documentstion of medication

GHI711
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erors end the preserih r's responee 8l be kept
in the rasident’s racord.

N. The facllity shall devalop d foliowawrl n
policy forunused, outd ,or  lod
medications keplinthe Ity in accord nce with
16.18.11.10 NMAC (AS AMENDED),

[7.8.2.36 NMAC - Rp, 7.8.2.35 NMAC,
01/1672010)

This REQUIREMENT I not mat as evidenced
by:
7.8 2.35; 7.6.2.35 G (5)

Based on record review and intarview the facility
fallsdtoensu th safety and wel re for2 (R #s
2 & 4) of 2(R #a 2 & 4) residents who did not
having phyaiclan orders forthe  of bed

(half & full). This deficient practice has the
potential for residents to be &t risk or harm, injury,
ordeathifbed a being used without
physicians knowladge and written orders and
rasident falls or becomes en  Isd In, climbs
over or around the bedrails, The findings

A. Record of R#¥s 2 & 4's resident flles
led, no documentation of a physiclan's order
for the use of bedralls.

B. On  6/18 at3:41pm, during an lerview
with the Operations Managsr  Reglo
Administrator, they confirmad there  re no
physiclan orders for R#8 2&4's ralls,

Based on record review and th facllity
fallsd toons  that the Medication
Adm on Records (MAR$) for 4 (R #s 1-4)

improvemenl
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of 4 (R#s 1-4) residents included both the
brand/generic names of medications. if the
MARs do not in¢lude both the brand/generic
name of the medicetions, then residents mey be
at risk of harm or liiness, and need medical
treatment if the Direct Care Staff (DCS) do not
racognize the name of the medication, which may
result in medication errors oocurring because vital
Information Is missing on the MAR. The findings
are:

A. Record review of R #1's Augus! 2018 MAR
revealsd that the brand/gansric is missing for the
following medications:

1. Clopidogre! Bisuifate - Plavix (blood
thinner) 76 mg (milligrams) teke 1 tablet by mouth
dally, ;

2, Donepezil Hydreohlotide - Aricept
(dementia) 6 mg take 1 tablet by mouth at
bedtime, :

3. Hydrochlorathiszide (HCT2) - (blood
pressure) 25 mg laka 1 tablet by mouth at 8.00
pm,

4. imodium - Lopermide (diarhea) 2 mg PRN
(es needed) take 1 tablst by mouth every & houss,

8. Lantua - Insulin Glargine (diebetes) 100
unita/mi (milliliters) take 38 units subcutaneous at
badtima,

8. Lisinopril - Zestril (blood pressure) 20 mg
take 1 tablat by mouth once a day at am
(moming). A

7. Metformin - Glucophage {diabetes) 500 mg
take 1 tablet with meais twice a day em and pm
(evening).

8. Novolog FlexPen - insutin (disbetes) 100
units/mi set dial to 5 on flex pen and Inject
subcutangously if blood sugar Is ebove 200
befora dinner.

9. Simvastatin - Zocor (Cholestarcl) 20.mg

AQ35

Oiviaian of Flesith Tmprovement
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take 1 teblel by mouth delly et bedtime.
10. Tylanol - acataminophen (paln) 325 mg
PRN1a 1 tablel every four hours as needed.

B. R cord review of R #2's August 2018 MAR
revea th thobra  enericls miasing forthe
followingm fcatio :

1. Clopidogref Bisulfate - Plavix (blood
thinner) 76 mg take 1 tablet by mouth onca dally
at :00am.

2, Liginopril - Zestril (blood presaure) 2.6 mp
fake 1 tablst by mouth t8:00 am.

C. Record review of R #3's August 2016 MAR
ravealed thet the brand/gens  miasing for the
(cllowing mediea

1. Acetaminophen - Tylenol (pain) 500 mg
PRN tak 1 tablet by mouth every 8 hours.

2, Aspirin - Bayer (haart disease) 81 mg teke
1 by mouth ence a day,

3. Byatallo - Nebivolol (heart fallure) 5 mg
take 1 tablet by mouth onoe a day at 8:00 am.

4, Digox- noxin (blood pressurs) 128 meg
(mi ) by meuth ance a day for heart rate.

&. Furosemide - Lasix (edema) 40 mg take 1
tablet by mouth aday m .

8. ImodiumAD - L mide (Dlarthea) 2 mg
PRN take 1 tablet by mouth as need  twice s

day.
7. leos Monolirete  nded Release -
fe {chest pain) 30 mg take 1 tablet by meuth
once aday In the morming,

8. Klor-Con - Potassium Chicrids (low
potassium) 10D mgta 1 tablet by mouth once a
day the moming.

8, ftan Potsasium-Coz  (high bleed
pressurg) 100mpg ke 1ta by mouthoncs s
d Intho moming.

10. Metolszone - Zaroxolyn (edeme) 2.5 mg
taks 1 tablet by mouth of 8:00 sm.
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11. Spironolactone - Aldactone {edema) 25 11/15/18
my take 1 tablet by mouth once dally with food. B
D. Record review of R #4's August 2018 MAR * A0a5

revealed that the brand/generic is missing for ths,
following medications:

1. Calcium Carbonate - Tums (indigestion)
<00 mg PRN chew 1 500 (mg) tablet by mouth
every 6 hours as needed,

2, Colace - Docusate Sodium (constipation)
100 mg PRN take 1 tablet by mouth twice daily as
needed.

3. Hyoscyamine Sulfate - Levsin (secretions)
0.125 mg PRN take 1 tablet by mouth every 4
hours as needed.

4. Lorazepam - Ativan (anxiety} 0.5 mg PRN
take 1 tablet by mouth every 6 hours as needed.

5. Melatonin - Methoxytryptamine (insomnia)
§ mg PRN take § mg by mouth daily at bedtime.

€. Nitroglycerin - Nitrostat (chest pain) 0.4 mg
PRN take 1 tablet under the tongue every 5
minutes times three doses only as needed for
chest pain,

7, Ondansetron - Zofran (nausea and
vomiting) 4 mg PRN take 1 tablet by mouth every
4 hours as needed,

E. On 08/15/18 at 3:30 pm, during an interview
with the Regiona! Administrator, she confirmed R
#s 1-4's August 2018 MARs were missing the
brand/generic names for the above fisted
medications.

A 038 7 NMAC 8.2,36 Nutrition

NUTRITION: The facility shali provide planned
and nutritionally balanced meals from the basic
food groups in accordance with the ©
recommended dally dietary allowance " of the

A 036

' The Facility will obtzin a physician’s arder for use of
“bedrails and will convene a team meeting or coordinate
.care eonference to discuss and document conditions or
. tircumstances that require continuous use of bedralls
“for Resident #2. The Operations Manager will ensure
-the orders are obtained and the meeting is eonducted
-and the results are documented. In the future,

The Operations Manager will ensure orders are oblained
.and a care conference is convened prior to or on
.Admission for bedrails. The Administrator and/or

Compliance Director will moniter continued compllance

during quarterly in-house audits.

“'The Facility will ensure the Medication Administration Records

-{(MAR) will include both brand/generic names of medications

;50 that Direct Care Staff will recognize the name of the

smedication and avoid medieation erors, The Administrator

:and/or Compliance Director will monitor continued compliance
during quarterly in-house gudits.
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American dietatica  clation, the food end

nutrition board of the national rasearch counch, or

the national acad yof . Meala shall

meel the nutritional needs of the residents in

accordance with the " 2005 USDA distary

g e¢lines for Americans. ¥ Vending machine

shallnot  considered a source of snacks,

A.DI ryservicsspoll s  procadures. The

faoliity wili develop and implement written polici

and procsdures thaterem  Ined on the

premis  nd that govern the following

requirements.

{1)  1service, The facllity shall'

{ Ysorveat Bst (3) maals or thelr

equivalent each day at - ular timea with no more

than sixteen (18) hou  between the evening

meal and moming mea} with snacks freely
vallable;

(b) provide snacks of hing quallty and

on the daity menu;

(c)de lopmenusenjoyedbythe Idents d

served at norm  Intervals appropriate fo the

m'd 1 p .

(d) postthe  kly menu, including snacks

whera residents and familiss are abla o visw it;

posted menus shall be followed and

substitutions |be of equival  nutrdtional value

and racorded on the post d menu; (dent!

manus shall net be usad within a one (1) week

cycle;
() have special menus or meal ltems foliowing
guldelines from the resld  'a physici  for
re;::l‘am who have medically prescribed speclal
diets;
n all residants in & dining roem tfor
residents with a temporary ness, or with
docum  dspaciiicperson prafe n to

In their :
() sllow sufficient tims for maels to snable

onaf merovement
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realdents to eat at a lelsursly pace and to
soglalize; and

(h) contact the resident * s PCP within forfy-eight
(48) hours If a resident consistently refuses to
aat,

{2) Staff in-service training. The faciiity shall
provide &n In-gervice tralning program for staff
that ere involved in food praperation at orientation
and at least annually and thal includes;

() Inatruction In proper food slorage;

(b) preparation and serving food;

(c) safety in food haendling:

(d) appropriste perscnel hygiene; and

(e) Infectious and communicable dissase control.
B. Dietary records. The facliity shall maintain the
following documentation onsile:

(1) a syatematic record of all menus and
ravisions, including snacks, for a minimum of
thirly (30) calendar days;

(2) a systematle record of therapeutio diats as
prescribed by a PCP;

() a copy of the most recent licensing inspsction
gnd for facilities with 10 or more residents, 8 copy
of the New Mexico environment department
Inspection with notations mads by the facility of
action taken to comply with recommendations or
cliatlons; and

(4) a dally log of the recordad temperatures for all
facility refrigerators, freezers and stoam tables
maintained and available for inapection for thirty
(30) catendar days.

C. Cleen and sanitary conditions. All practices
shell be In sccordancs with the standards of the
slate environment depsriment, purauant {o 7.6.2
NMAC,

(1) Kitchen sanitation,

(o) Equipment and work aress ahai! ba clean and
in good repalr, Surfaces with which food or
beverages come Into contact shall be of smeocth,

A038
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impervicus malerial of open asams, not

readily corrodible and easlly accessible for

cleaning.

(b) Uten His shall be stered in & clean, dry place

prota from eontamination.

{(6)The s, and floors of all reoms that

foed or drink Is stored, prepered or served shall

be kapt clean end In gaod repalr.

{2) Washing and anitizing kitchenware.

(@) All reusable tablaware and kitchenware shall

be o! in aceord with procedure that

include separates s for prewashing, washing,

tinsing nd ng.

(0) Proper dishwashing precedures and

technlques shall be ulifized and understood by

the dishwas  staff,

() Pericdic monitoring of tha oparation of

de entdispens r, washing, rinsing nd

sanitizing temperatures shall be performed and

dooumented.

(d) Whan a dls hing maching la utiized, the

cle insssof  machine, its jels and its

th tic controls shall be monitored and

documented by the faellity. A monthly log of the
od temperaturo of the dishw  er ghall be

maintainad In the facllity and vallabl for

inspectien.

(3) Sinks for hand washing shall include hot and

cold runn g water, hard-washing soap and

disposabl fowels.

{4) All gerbage and kitchen refu  that is not

dispoaed of through a garbage disposs) unit shall

be kept in walartight contain ~ with close-fitting

covers and of dally in a sefe and

s nitary mann .

(6) Cooks and food hand!  eh arclean

outer gements and hair nets or caps and shall

keop theirhands clsan  alltim  when engeg

in handling food, drink, utenslls  equipment in

ot Improvemant
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accordance with the local health authority.
Dispesable gloves shall be used in gccordance
with the lacal health authority.

D. Food management. The facilily shall store,
prepare, diatribute and serve food under sanliery
conditions and in accordance with the regulations
goveming food establishments of lecal health
authority having jurisdiotion, 7.6.2 NMAC.

(1) The facility ahall ensure that & minimum of a
thres (3) calendar day supply of perishables and
a fiva (&) calender day supply of non-perishables
or canned foods Is avallable for tha realdents.

(2) The faciiity refrigerator end freszer shall have
an accurate thermomater which raads within or
not more than plus or minus three (3) degrees
fahrenhef{ of the required temperature, located In
the wamest section of the refrigerator and
freazar and shall be accessible and easily read.
(a) The temperature of the refrigarator shall be
thirly-five (36) - forty-one (41) degrees fshranhelt,
{b) Freszer temperatures shall be maintalned at
zero (0) degrees fahrenhelt or below.

{3) Refrigerators and freezers shall be kept clean
and sanitary at all times. Food stored in
refrigerators and freezers shefl be covered, dated
and labeled. Unused leftover food ehall be
discarded ahter three (3) calendar deys.
(4)-Steem tables, hot food tables, slow cookers,
crock pots and other hot food holding devicss
shall not be used in heating or reheating food.
Hot food temperatures shall be chacked
periodically to insure that @ minimum of one
hundred forty (140) degrees fshrenhelt is
malntained,

(6) Medication, biological apacimens, polsons,
detergents and cleaning supplies shall not be
kept In the same siorege areas usad for storage
of foods. Medications shali not be slored in the
refrigerator with foed; an altemats refrigerator for

A038
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medication hall be purauant to Subsaction

B of 7.6.2.8 NMAC,

(6) od or pre food hall be procured

fromsou  that proceas the food under

regulated quality and sanitation controls, This

dosanotp  ude the use of focal frash produce.

The facliity shali not use home-canned foods,

(7)Dryor  ple food itams shall ba stored at

lesast eix (6) Inches off the ficor In & ventilated

room that is not subject to se e, waste water

back-flow or contamination by condensation,

| gkage, rodants or vermin,

(8) The facliity shail ensure the following:

() all perishable food is refrigerated and the

temperature Is maintained no higher than

forty-one (41) degreas fahrenhelt;

(b) the temperature for afl hot foods Is maintained

ot one hundred forly (140) degreos fahrenhall;

and

(c) Udisplayed or transportad food s protected

from environmental cont  Ination and

maintained et proper ratures in clean

coralners, cabinets or carts.

E. Mik.

{1) Raw milk shall nat be used,

(2) Condensed, evapo ,ordsied K

products that  nationally recognized may be

employed a8 " edditives " in cooked food

pra  tien but shall not be substituted or

to  idents in place of mit.

F. Coll uirements. Compllance with this

rule doas not refleve  facllity from the

reaponalbliity of meeting more stringent municipal

regulations, erdinancss or other requirements of
orfede lawsgo Ing food servi

estabfishments. Local b alth  ority having

juriadiction means municipel, county, state cr

faderal agency(s) that have laws and regulations

governirig food esiablishments, Niquid waste

A038
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* disposal, treatment facilities and private wells.
, [7.8.2.36 NMAC - Rp, 7.8.2.37 NMAC,
01/16/2010) -
t
|
! This REQUIREMENT fa nol met es evidenced
by:
!7.62.36 A(d) D (5)
l Based on obssrvation and Intarviaw the faciiity
falied to angure that
! 1. The poated weekly manu was cument,
} 2. Cleaning suppiias were nol kept In the
same storage area a4 food for the residents,
These deficient practicas have the potential for
the 13 (R #1-13) residents tistad on the cansus,
: provided by the Operations Manager on 08/16/18 .
i to: ) 1168
1. Not know what I actually being served for : ,
each meal during the week. .
2. To ba at risk of harm, IBness, or death if the AD38
-mmmmmmmmmmm mm:uﬂﬂlﬂ:swmm The Operations
Managsr will updats and display current ments on a weekly
! tha Tesidents ingat tha coptamingted food. besia.Tho Adminisirator ancor Compliance Director wil
i The findings are: monitor cortinued compliance during quarterly in-houss sudita.
Tha Faciitty will ensure cleaning suppiiss ar not kept In
! Findings related to menu ﬂumﬁmmuﬂnmwm The Operatians
Msnager will stor supphiss apart from residenta
A. On 08/M5M8 at 10:52 am, dining an mmmmmmmowwm
obmnmepostodwnklymenuwu monitar continued compliznce during questerly in-house audite
l cbsarved to be for 04/30/18 1o 06/06/18
i
. B, On 08/16/48 at 10:63 am, during an intervisw
i with Direct Care Staff (DCS) #5, she confirmed '
that the posted weaidy ment was not for the !
! cumant wask. i
| T
]
©of Health improvement
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€. On08/15/18 et 2:55 pm, during an
observation of the pantry there was 1-32 ounce
boltle of degroeser cisaner in with the residants
food,

D. On08/15/18 o1 3:05 pm, during n interview
with the Op ration Manger, ha confirmed that
thedeg aser cleaner was stored in the pantry
with the residents’ food,

7 NMAC B,2,37 Laundry Se

LAUNDRY SERVICES:

A Ireq ts. The facllity shall
provide laundry services for the reside r
on the premises or through a commerclat lsundry
and linen service,

(1) On-site |aundry facliities shall ba located In
areas po fefrom the residentunitsand |l
be provided wiih necessary washing and drying
equipment,

{2) Soflad laundry shall be kept separate from
clean laundry, unleas thela  ry facility ia
provided for  dent use only.

(3) Staff ahall hendle, stors, process and
tranaport linens with re toprevent  spread of
infactious and communicable diseass.

(4) Selled laundry shall not be stored In tha
kitchen or dining are  ‘Tha building dasign nd
iayoutehalle ura the separsation of y
room from kitchen and dining aress. An extarior
routs lo the laundry room is not an

a mative, unless it Is completely enclosed.

(5) In new construction or newly licensed facliit
with more than fifean (15) residsnts, washers
sh #bein rate reoms from d

rooms with washers shall hava alr
fromthao r |y rcoms.

pre
(@) AR Il fall  changed as needed and at

A038

AD37
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least waekly or when a new resident is to occupy
the bed.

(7) The matiress pad, bienkets and bedspread
shall be laundersd as needed and at least once
per month or when a new residant is to occupy
the bed.

(8) Bath linans consisting of hand towel, bath
towel and washcloth shait be changed as needed
end el lsast weekly.

(8) There shall be & clean, dry, well ventilated
storage ares provided for clean linen.

(10) Facility laundry supplies and clasning
supplies shall not be kept in the seme storage
areas used for the siorage of foods and clean
siorage and shall be kept in & secured room or
cabinst.

B. Residents msy do thelr own laundry, if it ia
their preference end they are capable of doing so,
or if it is part of their skiil-bullding for Independant
living end is documented as part of thelr ISP,
[7.8.2.37 NMAC - Rp, 7.8.2.38 NMAC,
01/16/2010)

This REQUIREMENT is not met aa evidanced
by:
7.8.2.37 A(10)

Based on observation and Interview, the facllity
falled to ensure cleaning supplios were keplina
securad room or closet, The deficlant practice
haa the petential for all 13 (R#s 1-13) residents
identified on the resident census provided by the
Operations Manager on 08/15/18, to be at risk of
harm or Injury If they were to Ingest or spil)
cleaning asupplies on their fuce or body. The
findings are;

A. On 08/16/48 at 10:16 am, during an

obumﬂgg_ of the laundry roem, the following
]

BHITH
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cleaning supplios w re ob rved being stored In
&n unsecurad cabinet nd accessible fo
reaiden :
1. 2-1 gallon botiles of .
2.1- 1 (fluid) oz (cunce) bottle of bleach,
3. 3-48.6 oz laundry detergent.

B, On08/6/18 al 11:11 am, during an Inte
with Direct Care 8  (DCS) #2, she confirm d
thet the following unsecured deaning aupph
were being & in the |aundry room and
accessible (o residents:

1. 2-1 galion botties of bieach.

2. 1-68 fi oz bottle of bleach.

3. 3-48.6 oz laundry det  ent.

C. Ono8/5M8at 10: am, during an
observalionof  Hall Broom Closet, the
foliowing clsaning au and chemicals
observed bel storedin v cabinet
and a toresid -

1. 1-304 fi ez bottis of cleaner.

2, 1-18ozcansp pant

3.1-4pk(p )tollst cleans

4. 1-18 0z can prey foam Insulation.

8. 1-20 02 can giass claaner.

6, 1120 1 oz botile iquid cleaner.

7.65-180z ns disinfeciant apray.

8. 2-70 ¢t (count) contelne  of disinfectant
wipes,

9, 2-28 02 boltles of toilet cleaner,

10. 1.8 oz can spray |

D. On 08/16/18 at 11:00 am, during  Interview
with the Op ns Manager, he confi that
the foliow! clean  and chemicals were stored
In en unsecured roomend ccess  to
!
STATE RORM

SH1T1Y
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(EACH ACTION 8HOULD
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residents: 11/15/18
1. 1-304 1 0z battle of cleaner, SR E
2. 1-16 oz ean spray pant.
3. 1-4 pk toilet cleaners, AOST
4. 1-16 oz can spray foam insulation, . The Facility will ensura cleaning supplies are Kept secure in g
5. 1-20 oz can glass_CIeaner. S€¢ure room or closet The Operations Manager will install
6.1-128 fl oz bott.le. liquld cleaner. electronic door locks for the Laundry Room and the Janitor's
7.5-19 oz cans disinfectant spray. Closet to ensure cleaning supplies and other chemicals are
8. 2-70 ¢t containers of disinfectant wipes. secure. Current Staff will also be retrained regarding the
9. 2-28 oz bottles of toilet cleaner. . Proper storage and how to secure chemicals. This training will
10. 1~ 8 oz can spray lubricant, - be included in Employee Orientation for tuture staffers.
! The _Admmisiirator and/or Compliance Director will
E. On 08/15/18 at 2:55 pm, during an menftor continued compliance during quarterly in-house audits,
observation of the food pantry, 1-32 oz bottle of ' et e e e e e e

R

degreaser spray was observed being stored In an
unsecured room and accessible to residents.

F. On 08/15/18 at 3:05 pm, during an interview
with Operations Manager and Regional
Administrator, they confirmed that 1-32 oz bottie
of degreaser spray was being stored in an
unsecured room and accessible to residents.

A 038 7 NMAC 8.2.38 Housekeeping Services A 038

HOUSEKEEPING SERVICES, The facility shall
maintain the interior and exterior of the facility in a
safe, clean, orderly and attractive manner, The
facility shall be free from offensive odors, safety
hazards, insects and rodents and accumulations
of dirt, rubbish and dust.

‘A, All common living areas and all bathrooms ,
shall be cleaned as often as necessary to
maintsin a clean and sanitary environment,

B. Combustibles such as cleaning rags or
flammable substances shall be stored in closed
metal containers In approved areas that provide
adequate ventilation, Combustibles shall be

Division of Health impravement _
STATE FORM o OH1744 If continuetion sheet 60 of 57
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stored away from the food preperation areas and
away from lhe resident raoms,

C. Poisonous orfi  mable substances ghell not
be stored in residential areas, food preparation
areas or food storage f rdou
chemicals are siorad on the property, material
safelydatash  shall be maintalned and
inthas as the chemicals, pursuant to
state environmentd arimentrequl ments,
11.6.2.8 NMAC.

(7.6.2.38 NMAC - Rp, 7.6.2.39 NMAC,
01/16/2010]

This REQUIREMENT Isnotmetaa dsnced
by:
7838AB

Basad on cbservation and intarview the facliity
failed to ansure;

1. Thatth  xedor elecirical room was free
of salsty rds and had a working claaranco of
38°In front of th electrical pansis,

2 Thatcombustib  end flammabis Rems
wero stored In approved locked closed matal

binetsinwell nti tod area .

This deficiant pr clice has the potential for alf 13
(R #a 1-13) residsnta listsd on the realdent
census provided by the ons Manager on
08/15/18, to be at risk of liiness, injury and/ or
death if:

1. Afire or other emargancy requiring
imme  acceastotheel clrical pansl and the
working eres arenot twined.

2. In caso of fire combustible and mmeb
items all tospread  ughout the
bullding and has the poasibifity of igniting,
creating a msjor fire,

A038

SVIslon of Heath tmprovemen
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! .
. The findings are: AD3S

' A. On 8/18/18 at 11:65 am, during an
chservation of the electric room locatad on the

! axtarior of the bullding contalning (S) eleciric

! boxes, cable TV/DSL, and telephons system

] wires/boxes. The following was abserved:

I 1. The door or the slecirical room was
unlocked

I‘ 2. The working clearance to the elsctr¢c
boxes was blocked by bullding supplies.

: 3. Hazardous materkal were stored In ths

| elactrical room;

1 8. 4-5 gallon buckats of palnt,_

b. 1-1 gallon can of paint

i ¢. 2-quart containers of pimer/palnt

! d. 2-8 ounoe cans of PVC (polyvinyl

* chloride) adhesive

! ©. 2-4 cunce oz ¢ang of PVC adhesive

d. 1-4 ounce ¢an purple PVC primer
! e. 1-12 oz can purple PVC primer
1

B. On 08/15/18 al 12:08 pm, during an inlerview
iwuhmeOpermem.hamm
: 1. The door to the electrical room was
| unfocked
' 2. The working clearance to tha electrie
; boxas was blocked by building supples
3. Hazardous materala were stored in the
: elecirical room:

8. 4-5 gellon buckets of paint,

b. 1-1 gallon can of paint

©. 2-quart contsiners of piimer/paint
d. 2-8 ouncs cans of PVC adhasive
. 2-4 ounce oz cans of PVC adhesiva
d. 1-4 ounce can purple PVC primer
8. 1-12 oz can purpls PVC primer

v caps o me e o ememas st Semy—

!

The Faciidy will ensure the exterior elactrics] room is frea of
safaly harards and has a working clesrancs of 98" in from of the
elactricel pansls. Tho Operations Mnager wil ensure that L
cowbustiblas and flammable flems are stored in approved locked
matal cabinste In well veniitetad areas. The Administrator and/or
Comgitance Director wil monitor continued compliance during
quartery in-house audite,

o amms ¥ ——— -
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A 7 NMAC 8.2.42 Main nance of Buil and A042
Grounds

MAINTENANCE OF BUILDING AND GROUNDS,
The buRding(s) ahail be maintained In good re

t all times. Such maintenances | include, bt
Is not imited to, the following areas:
A, 8torage areas/grounds, Storage o d
grounds shalib meintalnedine fe, sanitary
and presentable condition al all times, Storsge
area and grounds ahalibekept  from
accumulation of rafuse, weeds, d od
fumiture, old n orotherftems
creats a fire rd.
B. Floors. Floorssha bem  tained stable, firm
and free of ripping hazards,
[7.8.2.42 NMAC - Rp, 7.8.2.43 NMAC,
01/1812010)

This REQUIREMENT Ia not met as evidenced
by:
7.8242A

Based on obaervation and interviaw, the faclity
falled to ensure  potentially hazardous
exposed electrical wires nd elecirical plugs In
the back yard were covered and maintained in a
ge menner. Thisd  nipractice has the
potential for all 13 (R #1-13) ents listsd on

census,p  ed by the Operations M nager
on 08/16/18, to be at dak of ham, Injury, or death
from shock. The findings ere:

A. On &/15/18 at 11:59 am, during cbservation of

the facility grounds a 4 x 4 pole with a gray

elecirical box in the back yard,

following wes cbsarved:
1. The frent round cover of efectric bex

missl  with the cover lsying on the ground,

ofH  Impravement
STATE FORM @0
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" 2 Two electrio pluga were exposad with tho
igrayeoverlylmonmogmund.

3. Coming up from the ground there Is grey
conduit, wrapped argund the condult (s tube used
to protect end route slectrical wirlng in a building
or atruciura) at the bass of the gray box there
were (3) electric cables with exposed wires

! aticking out.

i B. On 8/15/18 &t 12:08 pm, duzing ani

IwkhtheOpawﬁonaMmaaer,neeonﬂnn that:

| 1 The front round cover of elsctric box

H the cover on the groung.

. 2. Two electic plugs exposed with the g

* cover lying on the ground.

: 3. Coming up from the ground thers Is gray
condult, wrapped around the condull  the base

|oﬂhosrayboxm {3) electric cables with

| exposed wires  cking out,

ACG4Y 7TNMACB.243 H
i

| HAZARDOUS AREAS: ous areas includ :

Fuel fired equipment rooms (nol a typlca)

.mldenﬁalkltchen).bulkl rigs or laundry

: roome with more thenons hund ~ (100) sq. ft.,

* storage rooms more than fi  (50) eq. ft. but less
th one hundred (100) sq. . nat storing
combustibles, storage rooms with mors than one

! hundrad (100) sq. it stering combustibles,

' chemical storage rooms with more than fifty (S0)
aq!t.gaugaundm!manm shopa/rooms.
VACH on tha same floor as, and in

]or butting, a primary of ascapa ora
leaping room be profecied by efther:

- {1) an enclosure of at one hour fire

with self-closing or autematic closing on smake

’detocuon doors having a three-quarter (3/4)
hour ting: or

Improvement
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The will ensurs thet hazerdous exposad
eleotrical wires and elactice! are covered and
in seis manner. The Operations Mansger
that the wires In elacirical box attached In the
beck yard are coverad. The Administrator and/or
Complience monitar con ance
during in-h audits.

GHIT




0% 04 37 10-31=2018 | 51 { 3058211834 ]

10731720180 08:22Be Hive Corporate Office (FAX)5058211834 P.056/0S8
PRINTED: 10/16/2018
FORM APFROVED
STATEMENT OF DSF ES x1 PLIBR/CLIA {%2) MULTIPLE CONSTRUCTION (8  BURVEY
ANDP  OF CORRECTION (DENTIFICAYION NUMBER: A BUILBING: to
4037 8. WING 0
NAME OF PROVIDER OR SUPPLIER STREETADDRES | CITY, 6TATE, ZIP CODE
110 LONGVIEW DRIVE
BEEHIVE HOMES OF WHITE ROOK WHITE ROGK, N1 57844
(%4)ID BUMMARY GTATEMENT OF DEFICIENCIES ) PROVID 8 PLAN OF CORRECTION )
PREFIX (EACHD  CIENCY MUST BE.PRECEDED 8Y FULL PREFIX CORREGTIVEAGTIONS LD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ C€Rro3 TO  APPROPRIATE OATE
DERICIENDY)
A043 Continued From page 84 AD43

(2) oautom tiefire protection (sprinkler) and
sep éatlon of hazardeus area with self-closing
doors ¢r doo  with automalic-closing on smoke
detection; or

(3) other hazardous arsas shall be enclosed with
walls with &t (oas! a twenty (20) minute fire rating
and doors  ulvalent to one and three-quarter (1
3/4) inch scild bonded wood core, operated by
seif-closures or eutomstic closing on smoke
detaction.

B. Botler, fumace or{  fired waler heater
rooms. For facill s with four (4) or more
resldsn : Il boller, fumace or fuel fired wa
heater rooms sh | be protected from other p

of the bullding by construction having a fire
resistance rating of not less than one (1) hour,
Doors to these rooms shall be one and
three-quarter (1-3/4) inch sofid core.

[7.8.2.43 NMAC - Rp, 7.8.2.44 NMAC,
01/16/2010]

This REQUIREMENT I8 not met as evidenced
by:
7.8.243

Baaed on cbservation  d interviaw, th  elfity
failed to ansura that combusiible meterials were
not stored in hazerdoua . This deficlent
practice has the potential for sl 13 (R#1-13)
rssidents on the cens |, provided by the
Opsrations Manager on 08/15/18, to be at risk of
harm, injury, or death if a fire ware to oceur, The

ings
Findin related (o storags/electrical room

A. On 08/16/18 at 11:85 pm, during an
observation of the outelde storage/el roam
containing the circultbre  ers, cable TV and

aith
STATE FO "o QHIT tf comtinustion E8ef 57
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telephone electrical wires, and boxes the
following was observed:
1. The door was unlookad and accessible to
residents.
2. 4-§ gallon buckets of paint
3. 1-1 gellon can of palnt
4. 2-2 quart containers of primer/paint
&. 1-8 oz (ounce) cans of PVC (polyvinyl
chloride) glue
6. 2-4 oz cans of PVC glue
7. 1-4 oz can purple primer
8. 1-12 oz can purple primer.

8. On 08/15/18 ut 12:08 pm, during an Interview
with the Oparationa Manager, he confirmed the
the following combustible materials ware being
stored in the oulside storage/elecirical room riext
to the circult breakers, cable TV, telephone, and
elaotrical wires and boxes:
1. The door was unlocked and accassible to
residents.
2. 4-5 galion buckets of paint
3. 1-1 gallon can of paint
4, 2-2 quast conleiners of primar/peint
8, 1-8 oz cans of PVC glue
6. 2-4 oz cans of PVC glue
7. 1+4 oz can purple primer
8. 1-12 o2 can purple primer.

Findings related o elecirical box

C. On 8/16/18 al 11:60 am, during an .
observation of the faciiity grounda:

1. 4 x 4 pole with a gray electric bex attached
In the back yard

2, Front round cover of electric box missing

3. Two electrio plugs expossd with the gray
cover lying en the ground

4. Coming up from the ground there Is gray
condult (e be uged to protect and reute

AD43
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pag 11115118
elactrical wiring in a building or structure), =

wrapped around the ¢conduit at the base of the
gray box there were (3) elsciric cables with
exposed wirgs sticking out,

D. On 8/15/18 at 12:12 prn, during an interview
with the Operations Manager, he confirmed the
observation of the the 4 x 4 pole with oxposed
potentially hazardous electrical wires and
exposed electrical plugs.

E. On 08/15/18 at 3:22 pm, during an
observation of the attlc, it was observed stored in
the attic with the fuel fired (natural gas) furnace
combustible materials: '

1. 2-5 gallons of paint.

2. 2-1 gallons of paint.

F. On 08/15/18 at 3:25 pm, during an interview
with the Reglonal Administrator, she confirmed
that combustible materials - paints were being
stored in a hazardous area next to the fuel fired
(natural gas) furnace,

—

A043

The Facility will ensure the exterior electrical room is

free of safety hazards and has a working clearance of ag”
In front of the electrical panels. The Operations Manager
will ensure that éombustibles and flammable iterns are
stored in approved locked metal cabinets in well ventilated
areas, and the area is secure from unauthorized entry.
Current Staff will also ba retrained regarding the

Préper storage and how 1o secure combustibles and
Other flammable items. This training will

be included in Employee Orientation for future staffers,
The Administrator and/or Compliance Director will monitor
continged compliance during quarterly in-house audits,

B e Ny R SO
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