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A Q00 Initial Comments A 000
N
A Complaint investigation was completed for
intake #NMOQ0027967 for NMAC 7.8.2 regulations ,\.\\
governing Assisted Living facilities. \0' _J'D'
The Complaint was Unsubstantiated.
However, deficiencies wers cited as a result of
the investigation.
The alleged perpetrator was referred for
placemsnt on the Employee Abuse Registry.
A 070 7 NMAC 8.2.70 Incorporated and Related Rules A070

and Codes

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

A, Health Facility Licensure Fees and
Procedures, New Meaxico Department of Health,
7.1.7 NMAC.

B. Health Facility Sanctions and Civil Monstary
Penalties, New Mexico Department of Health,
7.1.8 NMAC.

C. Adjudicatory Hearings for Licensed Facilities,
New Mexico Department of Health, 7.1.2 NMAC.
D. Caregiver's Criminal History Scresning
Requirements, 7.1.8 NMAC.

F. Incident Reporting, Intake Processing and
Training Requirements 7.1.13 NMAC.,
[7.8.2.70 NMAC - N, 01/15/2010]

This REQUIREMENT Is not met as evidenced
by:
Refer to 7.8.2.32(A)(1} - Reporting of Incidents

9

E. Employee Abuse Registry 7.1.12 NMAC. oY)
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A070| Continued From page 1 A070 r'e.\::or+ dn'—\s incident
or uNLSual Qecur renq.e.

The facility shall report any incident or unusual
occurrence which has or could threaten the
health, safety, or welfare of the residents and
staff to the licensing authority complaint hetline
within twenty-four {(24) hours or by the next
business day, if it is a weekend or a holiday.

Refer also to NMAC 7.1.13.9 (A)(2)({b) - Incident
Reporting, Intake, Processing and Training
Requirements (Effective date February 28, 2006)
- Incident Management System Training
Curriculum Requirements on incident policies and
procedures, timely reporting, unexpected deaths
and other reportable incidents.

All community based service providers have a
duty to report incidents to the department within a
twenty four hour period including admission to a
hospital or the provision of emergency services
that results in medical care which is
unanticipated,

Based on record reviews and interview, the
facility failed to ensure that significant incldents
were reported to the licensing authority as
required for 1 (#1) of 1 (#1) residents.

The findings are;

A. Review of Complaint Intake #27967 received
on 03/25/2011 revealed that an incident occurred
on 10/11/10 Involving the misappropriation of
liquid morphine, a controlled substance
prescribed to Resident #1.

B. Review of The Departmant of Health
computerized incident databass revealed no
incidents had been reported by the facility for the
months of October 2010 through March 2011.
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of liquid morphine by a staff member to Incident
Management.
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