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|

, 7.8.217  PERSONNEL: The adult residential
i care facility must have and implement written

| personnel policies. The personnel policies must
| address the following:

! A. Qualifications for all professional and

| non-professional disciplines.

\ B. Staff conduct which must foster resident
| safety and well-being and must not be detrimental
| to resident care.

; C. Staff training, appropriate to staff

i responsibilities, including, at a minimum, an

| orientation and an on-going, but at least annual,
i program which includes: Fire Safety, First Aid,

1 Safe Food Handling practices, Confidentiality of
| Records and Resident information, Infection

| Control, Resident Rights, Reporting

| Requirements for Abuse, Neglect, and

| Exploitation, Transportation Safety for Assisting
| residents and operating vehicles to transport

i residents and Providing Quality Resident Care

| based on current resident needs.

| D. Employee personnel records, including

| an application for employment, TB tests and

| certificates, training records, and personnel

| actions.

| [4-7-97; 7.8.2.17 NMAC -Rn & A, 7 NMAC

| 8.2.17, 8-31-00]

|
\
| This REQUIREMENT is not met as evidenced

by:
|

This is a repeat deficiency from the 1/3/2008
‘ survey.

| Refer to 7.8.2.17(C) - Required On Going Staff

| Training

\

i Based on record review and interview, the facility
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A17f Continued From page 1 A7 be enilored b\' Qe |
| failed to ensure ongoing training for 4 of 8 facility Araaken Schktwiara in |
emloyees. Buena Viska Serior Qards
| The findings are: Tecords <epariment, |
| A On 5/12/09 at 1:00 PM during review of the Tain inq has baen |
| personnel records, it was noted that there was no . f
documentation of current required training for the Sehed wWed wibh Aduw \
| following staff Lare Resources Sor ‘
1. Fire Safety - Staff #1, 2, 3 cormoliamt A -'-\s-nk
| 2. First Aid - Staff #1, 2, 3 vie h ,
. 3. Safe Food Handiing - Staff #1, 2, 3 far Staft Yembar's |
‘ 4. Confidentiality of Records - Staff #1, 2, 3 - |
| 5. Infection Control - Staff #1, 2, 3 *1,2,3, # & on Sund
‘ 6. Resident Rights - Staff #1, 2, 3 4 ) !
| 7. Quality Care based on resident needs - Y1 Z ) ‘:
| Staff #1, 2, 3 i
! 8. Reporting Requirements for Abuse, |
| Neglect, and Exploitation - Staff #1, 3, 8 '
| B. On 5/12/09 at 1:00 PM during an interview |
| with the owner, he acknowledged the training is !
. hot current. |
| |
A21) 7 NMAC 8.2.21 Admission Records A21 NMALA T.8, 2,21 LB) (\-5)‘
' !

1 7.82.21 ADMISSION RECORDS:

" A. In addition to the resident record

| requirements, the facility must maintain for each
| resident, the following:

| B. The resident's written acknowledgement
 that the facility, prior to or at the time of

- admission, provided the resident with, and

| answered any resident questions regarding:

‘ (1) The facility's program narrative.

! (2) The facility's rules.

, (3) The facility's admission agreement,

. and termination policies.
! (4) The facility's bed hold policy.

i including costs and charges, refund provision, {

Admission Records -
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A1 { Continued From page 2

i (5) Information about the resident's right

" under New Mexico Law to make decisions

i regarding health care, including the right to make

! advance directives. Such law includes:; Uniform

- Health Care Decisions Act, Section 24-7A-1 et.

| seq., NMSA 1978, as amended; New Mexico

* Durable Power of Attorney for Health Care

i Decisions, Section 45-5-501, et.seq., NMSA
1978, as amended; New Mexico Living Will and
Declaration under the Right to Die Act Section 24

| -7-1 et seq., NMSA 1978, as amended.

| [4-7-97, 7.8.2.21 NMAC - Rn, 7 NMAC 8.2.21,

‘ 8-31-00]

" This REQUIREMENT is not met as evidenced

i by:

| Refer to 7.8.2.21 B. (1-5)

\ Based on record review and interview, the facility
_failed to maintain the resident’s written

| acknowledgement that the facility, prior to or on

' the date of admission, provided the resident with
| and answered questions regarding the facility's

I program narrative, bed hold policy, and resident's
. rights under NM law regarding health care

| decisions for 5 of 5 sampled residents.

' The findings are:

|

" A. On 5/12/08 during review of resident files it

i was noted that Resident #1, #2, #3, #4 and #5
had no written acknowledgement that the facility

| provided the resident with, and answered

| questions regarding the above information.

C. On 5/12/09 during interview with the owner,
| he acknowiedged there was no evidence of
" written acknowledgement by the residents of
‘ having received the stated documents.
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A26" Continued From page 3
A26: 7 NMAC 8.2.26 Resident Assessment

“ 7.8.2.26 RESIDENT ASSESSMENT:
A. Aresident assessment to determine level
‘ of function and if the client's needs can be rmet by
_the facility. The initial assessment must be
| completed within five (5) days of admission and
' reviewed every six (6) months as part of the
‘ individual service plan.
B. The resident assessment must establish
, @ baseline in the resident's functional status and
\ thereafter, identify resident changes through
i periodic reassessments.
| C. The resident assessment must be
! documented on a state approved resident
assessment form and at a minimum include the

following:
(1) Cognitive patterns.
: (2) Communication/hearing patterns.
! (3) Vision patterns.
. (4) Physical functioning and structural
‘ problems.
‘ (5) Continence.
(6) Psycho social well-being.
; (7) Mocd and behavior patterns.
‘ (8) Activity pursuit patterns.
: (9) Disease diagnoses.
' (10} Health conditions.
! {11) Oral/nutritional status.
: (12} Oral/dental status.
i (13) Skin conditions,
| (14) Medication use.
(15) Special treatment and procedures.

! D. The resident admission assessment, the

~ physical exam report, and the observation and

‘ evaluation of staff with regards to the needs will
be used to develop the individua! service plan, if

 needed. If the resident assessment does not

| indicate a need for an individual service plan,

| then an individua! service plan is not required.
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A26 Continued From page 4
|

However, an individual service plan must be

| prepared for residents requiring nursing services.
[4-7-97; 7.8.2.26 NMAC - Rn, 7 NMAC 8.2.26,

‘ 8-31-00]
This REQUIREMENT is not met as evidenced

| by:

" 7.8.2.26 - Resident Assessment

| Based on record review and interview, the facility

. failed to ensure that current resident

| assessments were done every 6 months as
required for 2 of 5 sampled residents (Resident

i #1, Resident #4).

|
| The findings are:

' A. On 5/12/09, during review of the resident's

“ records, it was noted Resident #1 had on file, an
assessment dated

i 6/24/08 and 2/2/09; Resident #4 had on file, an

" assessment dated 2/20/08 and 2/20/09.

i
' B. On 5/12/09, during an interview with the
. owner, he acknowledged the findings.

A27'" 7 NMAG 8.2.27 Individual Services Plan

7.8.2.27 INDIVIDUAL SERVICE PLAN:

;' A. An individual service plan, if prompted by

' the resident assessment, shall be developed and

; implemented within fourteen (14) days of
admission, and must address those areas of

‘ need as identified in the resident assessment.

| The individual service plan must be reviewed by a

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

! assessment and consistently implemented in

. response to the resident's needs.

| B. Theindividual service plan must include

A2G
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(1) Description of identified needs as
- noted in the resident assessment.
‘ (2) Written description of what services
will be provided.
i (3) Who will provide the services.
| (4) When or how often the services will

_ be provided.

I (5) How the services will be provided.

: (6) Where the services will be provided.
(7) Goal and outcome of the service.

| (8) Documentation of the facility's

' determination that it is able to meet the needs of

| the resident..

[7-11-86, 1-11-90, 4-7-97; 7.8.2.27 NMAC -Rn, 7
- NMAC .8.2.27, 8-31-00]

| This REQUIREMENT is not met as evidenced

. by

| 7.8.2.27 - INDIVIDUAL SERVICE PLAN (Care

" plan)

‘ Based on record review and interview, the facility

- failed to ensure that current resident care plans
were reviewed by a licensed nurse at least every

| six (6) months, and revised as needed at the time

. of each assessment and consistently

| implemented in response to the resident's needs

! for 2 of 5 sampled residents (Resident #1,

' Resident #4).

1 The findings are:

 A. On 5/12/09, during review of the resident’s

' records, it was noted Resident #1 had on file, a
care plan dated
6/24/08 and 2/2/09; Resident #4 had on file, a

~ care plan dated 2/20/08 and 2/2/09.

| B. On 5/12/09, during an interview with the
owner, he acknowledged the findings.
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A4SJ Continued From page 6

A45] 7 NMAC 8.2.45 Heating, Ventilation &
" Air-Conditioning

| 7.8.2.45  HEATING, VENTILATION AND

| AIR-CONDITIONING:

‘ A. Heating, air-conditioning, piping, boilers,

+ and ventilation equipment must be furnished,

installed and maintained to meet all requirements

of current state and local mechanical, electrical
and construction codes. All facilities must have
documentation that fuel-fire heating systems
have been checked, tested and maintained
annually by qualified personnel.

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

C. No open-face gas or electric heater nor
unprotected single shell gas or electric heating
i device may be used for heating the facility.

: Portable heating units shall not be used for
heating the facility. All heating appliances must
be permanently anchored and kept away from
flammables such as curtains, bedcoverings, trash
containers, or clothing. No heating appliance
shall be located where the unit or wiring is a
tripping hazard or danger from electrical shock.

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

‘ E. Gas fired water heaters must not be

‘ located in sleeping rooms, bathrooms, or rcoms

| opening into sleeping rooms.

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

: means.

G. All openings to the outside air used for
ventilation must be screened for the control of
insects and rodents. Screen doors must be

+ equipped with self-closing devices.

M5 T NMAL 8.2.45 (4)]

A45
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A45J Continued From page 7 A4S

H. A facility must be provided with a system .

_for maintaining residents comfort during periods 1'

‘ of hot weather. Fans shall not be located where ‘

' the unit or wiring is a tripping hazard or danger |

from electrical shock. Fans shall be provided

! with protective shields when there is a potential |

' for contact by any individual, '

| { 7-1-64, 9-15-70 9-24-76, 7-11-86, |
' 4-7-97:;7.8.2.45 NMAC - Rn, 7 NMAC 8.2.45,

" 8-31-00]

‘ This REQUIREMENT is not met as evidenced
! by:

. 7.8.2.45 A - Heater Inspection

~Based on record review and interview, the facility |
i failed to provide documentation that its fuel-fired ;
{gas) heater had been checked, tested, and \

! maintained annually by qualified personnel.
‘ The findings are:

| A. On 5/12/09 review of facility records revealed | ‘
- no evidence that the facility's gas heater had |
been inspected by qualified personnel. |

B. On 5/12/09 during an interview with the owner \
i of the facility, he acknowledged that the faciity ;
| could not provide documentation that its gas i
_ heater had been inspected. ‘

AB6 7 NMAC 8.2.66 Related Regulations & Codes ABE i t\\\J\AL 8.2.LL ‘

.‘ 7.8.2.66 RELATED REGULATIONS AND pii\a:\-cd ﬂesu-.\d'\'iﬂns & )
CODES: Adult residential care facilities subject AN (k-4
! to these regulations are also subject to other NMAL 7.1.9.8 C ) ( i
' regulations, codes and standards as the same NMAA T.L12.8 LAQ : !
| may, from time to time, be amended as follows: NMAL T.1.1%, 10 (B) |
A. Health Facility Licensure Fees and s tices

1 Procedures, New Mexico Department of Health 7 rese Deficient pr \
Division of Health Improvement
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| NMAC 1.7 (10-31-96),

; B. Health Facility Sanctions and Civil

1 Monetary Penalties, New Mexico Department of
Health, 7 NMAC 1.8 (10-31-96).

1 C. Adjudicatory Hearings, New Mexico

 Department of Health, 7 NMAC 1.2 (2-1-96).

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

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

This REQUIREMENT is not met as evidenced
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| by:
- This is a repeat deficiency from the 1/3/2008
i survey.

‘ Refer to NMAC 7.1.9.8 (A)- Caregivers Criminal
History Screening Requirements {Effective

i‘ January 1, 2008} - All applicants to whom an
offer of employment is made must consent to a

| nationwide and statewide screening. A Care

" Provider's failure to comply is grounds for the

| state agency having enforcement authority with

| respect to the care provider to impose

. appropriate administrative sanctions and

| penalties.

| Based on record review and interview, the facility
. failed to have documentation that direct care staff
| had been cleared through the New Mexico

- Caregivers' Criminal History Screening Program

: (CCHSP} for 2 of 8 employees (Staff #4 & 6).

| The findings are:

| A. On 5/12/09 at 2:35 PM during review of
| employee records, it was noted that Staff #4 with
. a hire date of 10/23/08, and Staff #6 with a hire

| date of 6/22/08 did not have documentation on

, file of a full Caregivers Criminal History Screening

i (CCHSP) clearance addressed to the current

JBue.na Nista Senvar dara.
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; facility of employment and conducted subsequent
‘ to hire within the required timeframe.

+ B. On 5/12/09 at 2:35 PM during an interview
with the owner, he acknowledged that the
| documentation was not available.

Refer to NMAC 7.1.9.8(F-G) - Caregivers
! Criminal History Screening Requirements
i (Effective January 1, 2006} - Requirement of
| Timely Submission of application for clearance no
' later than 20 calender days from the first day of
" employment.
|
i Based on record review and interview, the facility
| failed to maintain documentation evidencing
_timely submission to New Mexico Caregivers'
‘ Criminal History Screening Program (CCHSP) for
! 2 of B employees.

_ The findings are:

| A. On 5/12/09 at 2:30 PM during review of
employee records, it was noted that Staff #6 with

. a hire date of 6/22/08, Staff #7 with a hire date of
7/16/08 and Staff #8 with a hire date of 2/18/09

' did not have documentation on file that

| fingerprints had been taken for a full Caregivers

! Criminal History Screening and had been
submitted to the program subsequent to hire

| within the 20 day required timeframe.

| B. On 5/12/09 at 2:30 PM during an interview
- with the owner, he acknowledged the findings.
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| This is a repeat deficiency from the 1/3/2008
' survey.

| Refer to NMAC 7.1.12.8(a) Employee Abuse

- Registry (Effective January 1, 2006) - Care

| Provider requirement to inquire of registry

i whether the individual under consideration for
employment is listed on the registry.

Based on record review and interview, the facility
| failed to maintain documentation that the
- Employee Abuse Registry (EAR) database was
checked prior to offer of employment for 6 of 8
current employees.

J The findings are:

| A On 5/12/09 at 2:30 PM during review of

. employee records, it was noted that employed

' staff did not have dated documentation on file

i that the search of the EAR database using the
_individual's identifying information was checked
| prior to hire for Staff #1, #3, #4, #5, #6 & #7.

i B. On 5/12/09 at 2:30 PM during an interview
' with the owner, he acknowledged the findings.

!

|

| This is a repeat deficiency from the 1/3/2008
_survey.
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! Refer to NMAC 7.1.13.10(D) Incident Reporting,

| Intake, Processing and Training Requirements

| (Effective date February 28, 2006) - Requirement
to maintain documentation of Incident

| Management Training for all employees

1

| Based on record review and interview, the facility

| failed to ensure required documentation of
training on abuse, neglect and misappropriation

| of property for 2 of 8 sampled staff (Staff #1 &

| #3).

i The findings are:

" A. On 5/12/09 at 2:30 PM during review of the
! employee files, it was noted the following

| required training documentation was not among
. administrative paperwork:

| -Incident Management reporting requirements

‘| training for 2008
| B. On 5/12/09 at 2:30 PM during interview with
I the owner, he acknowledged the findings.

| Refer to NMAC 7.1.13.10(E) - Incident Reporting,
| Intake, Processing and Training Requirements

| {Effective date February 28, 2006) - Consumer

+ and Guardian Orientation Packet

|

; Based on record review and interview, the facility
' failed to ensure that documentation of notice to

' residents, family members and/or guardians

| regarding incident reporting was made available

day requirement. |
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] in orientation packet for 5 of 5 current residents.
| The findings are:

i A, On 5/12/09 during review of resident files, it

' was noted that Resident #1, #2, #3, #4 & #5 had
no documentation of notification to family

‘ mermbers/guardians regarding Incident

. Management Reporting Requirements on file.
|

| B. On 5/12/09 during an interview with the owner,

| he acknowledged that the documentation was not
" available.
i

of s “rraining ancd complet
This -\ra"\mlr&hdsbunsdx .
Cor. Junt Y1¥hn 2009 for S
WMambers #\ 23 as notedin
e Qdeficieney « Tre dire dord
Boena Vista Sentar Carawdi|

review all s membans -krainmg
records and ensure this Frainmg

2 atended ot least yearly.

NMAA T.1.13.16 (E)
Trcident Repozting. Inbake
Procdaesing and “Trainin
V\ec‘_mtw.mm-ks (affectkive ate |
Toebruary 26,'2.00b)- Lonsumer
and Auardian %rig’rﬁd'\:on |
gt - This Deaticien
g‘ﬁ\ca e aakhau ed secl and
Wl be aorreated in Yhe
foNowing mannes. Diceetar ‘
w) eredie a form ‘o indude
with gur admissian Pda.\uiﬂd
which Wl inform residents
-(ami\* cnembar and [or 3‘-""*"‘3‘?"5
of owr Procaedure reqe in<3 |
inaident reparding: Banly |
resident ,—faml\\s membar and [or .
apardion will receive < 2o of tHhs
(onm <nd the form e:pldt ! ay!
Qach admissian, |
thfar\:‘(egem<n+ af Ahis form ddl
Reqpire tha signaturd of *he

Division of Health Improvement
STATE FORM

6899

rasident, family membar and jor
kil 'L EE"""" ﬁﬂﬁbc.
mﬁﬁ and lmpl E confn!l?atig%heet 130f13

Tunt Zath 2009,



