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A 003 Initial Comments A 000
On 8/11/16, & Full-Onsite survey with 1 complaint
intake NM#00030026 was conducted for the elate
requirements of 7 NMAC 8.2, Regulations for
Assisted Living. Dafidencies were cited as result
of the survey.
A 016] 7 NMAC 8.2.16 Staff Qualifications AO16

STAFF QUALIFICATIONS- A fadllity shall emplay
staff with the following qualifications.

A Administrator, director, operator: an assisted
living Facility shell be suparvised by a full-time
administrator. Mulfiple fadlities that are located
within a forty (40) mile radius may have one
full-time administrator. The administrator shall:
(1) be at least twenty-one (21) yaars of age;

{2) have a high sthool diploma or its equivalent;
(3) comply with the requirements of the New
Mexico Caregivers Criminal History Screening
Act, 7.1.8 NMAC;

(8) complete a siete approved cestification
program for essisted living administrators;

(5) be able to communicate with the residents in
the language spoken by the majority of the
residents;

{6) not wark while under the influence of alcohol
or lllegal drugs;

(7) have evidence of education end experience to
prove the abiiity to administer, direct and operale
an assisted living faciity; the evidence of
education and experience shall be directly relsted
lo the services that are provided at the facility,

(8) pravide three (3) notarized letters of reference
from persons unrelated fo the applicant; and

(8) comply with the pre-employment requirements
purauant to the Employee Abuse Registry, 7.1.12
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Continued From page 1

NMAC.

8. Direct care staff:

(1) shall be at teast eightaen (18) years of age;
(2) shall have adequate aducation, relevant
training, or experiencs to provide for the needs of
the residents;

(3) shall comply with the pre-employment
requirements pursuant to the Employes Abuse
Registry, 7.1.12 NMAC; and

(4) shall comply with the cument requiremenits of

. reparting and investigating incidents pursuant to

Incident Repariing, Intake Prooessing and
Training Requirements, 7.1.13 NMAC;

() if a facility provides transportation for
residents, the employees of the facliity who drive
vahicles and transport residents shall hava
coples of the following documents on file at the
facility:

(a) a valid New Mexico driver' s license with the
appropriate classification for the vehicle that is
used to transport residents;

{b) documentation of tralning in transportation
safety for the elderly and disabled, including safe
vehide operation;

() proof of ingurance, and

{d) documentation of a clean driving record;

(6) any person who provides direct care who is
not emplayed by an agency that is covered by the
requirements of the Caregivers Criminal History

: Screening Requirements, 7.1.9 NMAC, shall

provide current (within the last 6 menths) proof of
the caregivers criminal history screening to the

. fadility; the facility shall maintain and have proof

of such screening readily available; end

(7) employers shall comply with the requirements
of the Caregivers Criminal History Screening
Requirements, 7.1.9 NMAC.

_ [7.8:2.16 NMAC - Rp, 7.8.2.18 NMAC,

01/152010)
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This REQUIREMENT is not met as evidenced
by:
7.8.2.16 8 (3) ()

Refertn 7.1.12 EMPLOYEEABUSE
REGISTRY

' 7.1.12.8 REGISTRY ESTABLISHED; PROVIDER

INQUIRY REQUIRED: Upon the effective date of
this rule, the department has established and
maintalns an accurate end complete electionic
registry that contains the name, date of birth,
address, sodal security number, and cther
sppropriate identifying information of all persons
who, while employed by a provider, have been
determined by the department, as a result of an
Investigation of 2 complaint, to have engagedina
substantiated registry-refemed incident of abuse,
neglect or exploitation of a person recelving care
or services from a provider. Additions and
updates to the ragistry shall be posted vo later
then two (2) business days following receipt. Only
department staff designated by the custodian
may access, maintain and update the data in the
registry.

A. Provider requirement to inquire of registry. A
provider, prior ko employing of contracting with an
employee, shall inquire of the registry whether the
individual under consideration for employment or
contracting is listed on the registry.

8. Prohibited employment. A provider may not
employ or contract with an individual to be an

- employae If the individual is listed on the registry

8s having a substantiated registry-referred
incident of abuse, naglect ar exploilation of a
person receiving care or services from e provider.
C. Applicant's Wﬂhﬁomaﬂon requirad. In
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making the inguiry to the registry prior o
employing or contracting with an employes, the
provider shall use identifying information
conceming the individua!l under consideration for
employment or contracting sufficient to
reasonably and completely search the registry,
including the name, address, date of birth, social
security number, and other appropriate identifying
information required by the registry.
D. Documentation of inquiry to registry. The
provider shall maintain documentation In the
' employee's personnel or employment records
- that evidences the fact that the provider made an
Inquiry to the registry concerning that employee
prior to employment. Such documentation must
- i include evidence, based on the response to such
inquiry received from the custodian by the
provider, that the ernployee was not listed on the
registry es having a substantiated
registry-referrad incident of abuse, neglect or
exploitation.
E. Documentation far other staff. With respect to
all employed or contracted individuals providing
direct care who are licensed health care
professionals or cerlified nurse aides, the
provider shall maintain documentation reflecting
the individual's current licensure &s a health care
professional or current certification as a nurse
| gide.
* F. Consequences of noncompliance. The
. department or other govemnmental agency having
regulatory enforcement authority over a provider
- may sanction a provider in accordance with
applicable law if the provider falls to make an
appropriate and timely inquiry of the registry, or
falls to maintain evidenoe of such inquiry, In |
connection with the hiring or contracting of an -
employee; or for employing or contracting any
person to work as an employee who is listed on
the regisby. Such sanclions may include a
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direcled plan of correction, civil monetary penalty
not fo exceed five thousand dollars (S5000) per
instance, or temination ar non-renewal of any
coniract with the department or other
governmental agency.

[7.1.12.8 NMAC - N, 01/01/2008]

7.1.9.8 CAREGIVER AND HOSPITAL
CAREGIVER EMPLOYMENT REQUIREMENTS:

D. Application: In order for a nationwide crimingl
history record to be abtained and processed, the
following shall be submitted to the department an
forms provided by the departmend.

- (1) A form containing personat identificafion which

has a pholograph of the person and which meets

the requirements for employment eligibllity In

accordance with the immigration and nationality

act as amended. A reasonable xerographic copy

of a drivers license photograph will suffice under

Subsection D of 7.1.8.8 NMAC.

{2) A signed authorization far release of

Iinformation form.

i (3) Three (3) complele sets of readabie

* fingerprint cards or other department approvad

i media accepizable to the Department of Public
Safely and the Federal Bursau of Investigation

+ submitted using black ink.

.(4) The fee specified by the department for the

- nationwide and statewide criminal history

. screening investigation shall not exceed

. sevemty-four ($74) dollars. Of which, twenty-four

 ($24) dolars shall be appiied for the lederal

bureau of invastigation nationwide criminal history

screening, seven (S7) doliars shall be applied for

the statewide criminal history screening. The

remaining application fee shall be applied to

cover costs incurred by the Depariment to

support activities required by the Act and these
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A016] Continued From page 5 A016
rules. The fees will not be applied to any other
activity or expense undertaken by the

Departmant.

E. Fees: The federal bureau of investigation has
2 mandatory processing fee with no exceptions.
The Department and Depariment of Public Safety
iImpose a stale processing and administrative fee,
The fee payment must accompany the fingerprint
application, or atherwise be credited to the
depariment prior to or at the same time with the
department's raceipt of the application
documents. The manner of payment of the fea is
by bank cashier check or money order payable to
the New Mexico Department of Heslth or ather
method of funds transfer acceptable to the
department. Business checks will be accepted
uniess the business tendering the check has
previcusly tendered a check ta the department
unsupported by sufficient funds. Neither cash nor
personal checks vill be accepted. The fee may
be paid by the care provider or by the applicant,
caregiver or hospilal caregiver. The department
will set a fee In addition to the fees imposed by
Department of Public Safety and the Federal
Bureau of Investigation that will ful'y and
completely cover costs incurred by the
department to support aclivities required by the
act and these rules.

The fees will nat be applied to any other activity or
expense undertaken by the department.

F. Timely Submission: Care providers shall
submit all fees and pertinent appfication
information for all individuals who meet the
definition of an applicant, caregiver or hospital
caregiver as described in Subsections B, D and K

07 7.1.9.7 NMAC, na later than twenty (20)
calendar days from the first day of employment or
effective date of a contractual relationship with

Jivision of Haatih improvement
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the care provider.

G. Maintenance of Records: Care providers shall
mairisin documentation relating to all employees
and contractors evidencing compliance with the
act and these rules.

(1) During the term of employment, care

- providers shall meintain evidence of each

epplicant, caregiver or hospital caregivers
clearance, pending reconsideration, or
disqualification.

(2) Care providers shall maintain documented

. evidence showing the basis for any determination
- by the care provider that an employee or

contracior performs job functions that do not fall
within the scope of the requirement for nationwide
or slatewide criminal history screening. A
memorandum in an employee's file stating *This
employee does not provide direct care or have
routine unsupervised physical or financial access
to care recipients served by [name of care
provides)," 1ogether with the employee's job
description, shall suffice for record keeping

purposes.

Basad on record review and interview, the facllity
falled to ensure for 3 (DCS #s 1, 3 and 4) of 4

i (DCS #s 1-4) Direct Care Staff files reviewaed for

compliance that the Employee Abuse Registry
(EAR) were submitted before date of hire. This
deficlent practice has the potential for residents to

be at risk of being provided care by caregivers

" that have a history of abuse, neglect, or

exploitation and/or by convicted felons. The
findings are:

A. Record revisw of DCS #1's personnel file
revealed that the EAR documentation was
missing from the file.

AQ1e
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B. Record review of DCS #3's personnel fila
revealed that the EAR documentation was
missing from the file.

C. Record review of DCS #4's personnel file
revealed that the EAR documentation was
missing from the file.

D. On 08/10/16 at 11:45 am, In an interview with
the Administrator, she confirmed that the EARS
were not submitied for DCS #1, #3 and #4.

A017, 7 NMAC 8.2.17 Staff Training

i STAFF TRAINING:

A Tralning and orientation for each rew
employee and volunteer thal provides direct care
shall include a minimum of sixieen (16) hours of
suparvised {raining prior to providing
unsupervised care for residents.

B. Decumentation of orientation and subsequant
trainings shall be kept in the personnel file at the
faciity,

C. 'll'ig!ning shall be provided at orientation and at
least twelve (12) hours annually, the arientation,
training and proof of competency shall include:
(1) fire safety and evacuation training;

(2) first aid;

(3) safe food handiing practices (for persons
involved in food preparstion), to indlude:

(s) instructions in proper storage;

{b) preparation and sarving of food;

(c) safety in food handling;

{d) appropriate personal hyglene; and

(e) infectious and communicable disease contro;
(4) confidentiality of records and rasident
information;

(5) infection control;

(6) resident rights;

A0O18

} A0M7

1.9.2.17 ABC 4211¢
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(7) reporting requirements for abuse, negleci or
exploitation in accordance with 7.1.13 NMAC;

(8) smoking policy for stafl, residents and visttors:
(9) methods to provide quality resident care;

~ (10) emergency procedures;

: (11) medication assistance, including the
certificate of training for staff that assist with
medication delivery; and

{12) the proper way to implement a resident ISP
for staff that asslst with I1SPs.

D. If a facility provides transportation to residents,
employees of the facitity who dsive vehicles and
transporl residenis shall have training in
transporiation salety for the elderly and disabled,
including safe vehicle operation.

[7.8.217 NMAC - Rp, 7.68.2.17 NMAC,
011152010)

This REQUIREMENT Is not net as evidenced

by:
7.8217ABC

Based on record review and interview the facility
failed to ensure for 4 (S #s 1-4) of 4 (S ¥s 1-4)
staff tralning files raviewed for compliance
received the required:

1. 16-hours of supervised training

2. 12-haurs of orientation and/or annusl training.
This deficlent practice has the potential for all

' residents to be at risk of harm or Injwy if etaf

i have not received training on the proper methods
| of providing care, and services. The findirigs are:

A. Record review of S #1's (hire date 04/08/15),
file revasled no doccumentation for:

: 1. 16-hours of supervised training.
2. Orientation tralning for;
a First Aid

' AO17 bm:,.u dM_,_Mﬂ
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b. Ssfe foad handling

¢. Methods to provide quality resident
cara

d. Implementation of individual Service
Plan (ISP)

8. Record réview of S #2's (hire date 09/04/12)
file revealed no documentation for 16 hours of
supervised tralning prior to providing
unsupervised care for residents.

C. Record review of § #3's (hire date 05/24/14)

" file revealed no documentation for :

1. 18-hours of supervised training.
2. Orentation training for:

a. First Aid

b. Safe food handiing

¢. Confidentiality

d. Residents rights

€. Incldent repoiting

f. Smoking Policy

g. Quality residents care

h. Emergency procedures

1. Individual Service Plan (ISP)

) Implementation.

8. Annual raining.
D. Record review of S #4's (hire date 04/21/16)

- flle revealed no documentation for;

1. 16-hours of supervised tralning.
2. Orientation training for:
a. First aid
b. Safe food handing
¢. Quality residents care
d. individua Service Plan (ISP)
Implementation.

E. On 08/M10/18 at 11:45 am, during an interview
with the Administrator, she confirmed that Staff #s
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1-4 have not received the required training's.
(/]
A020 7 NMAC 8.2.20 Admissions and Discharge A020 1.8.2.20A Wi

ADMISSIONS AND DISCHARGE: The facility
shall complete an admission agreement for each
rasident The administrator of the facility ora
designes responsible far admission decisions
shail meet with the resident or the resident ' s
surrogste decision maker prior to admission. No
resident shall be admitted who is below the age
of eighteen (18) ar for whom the facility is unable
toprovideepprop  care.

A. Admission agreement. The admission
egreement ehall include the following Information:
{1) the parties to the agreement;

(2) the program narmrative;

(3) the facility's rules:

(4) the cost of services and the method of
payment;

(5) the refund provision in case of death, transfer,
voluntary ar inveluntary discharge;

(8) information to formutate advance directives;
(7) a writlen description of the legal rights of the
residents translated into another languags, if
necessery;

{8) the facility's ratio;

(8) written authorization for staff to assist with
medications;

(10} notification of rights and responsibiiities
pursuant to the Incident Reporting Inteks,

Processing and Training Requirements, 7.1.13
1 NMAC;

(11)  facility ' s bed hold policy; and
(12)thead  lon agreement may be terminated
if an appropriate placament is found for the
resident, under the following circumstances:

(a) there shall be a fifteen (15) day written nofice
of termination given to the resident or his or her

Division of Health Improvement

STATE FORM

HS2411

Hecontmmton sheat 110140




16 21 4202-23-2017 ] 15

Feb23 17,04:37p

Division of Health Improvem

p.15

PRINTED: 12/02/2016
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

2035

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(2 MULTIPLE CONSTRUCTION
A. BUILDING:

B.WING

(13) DATE SURVEY

COMPLETED

C
08/11/2018

NAME OF PROVIDER OR SUPPLIER

SEEHIVE HOMES OF FARMINGTON %2

STREET ADDRESS, CITY, STATE, 2IP CODE

404 NORTH LOCKE ROAD

FARMINGTON, NM 87401

X410 SUMMARY STATEMENT GF DEFICIENCIES
PREFX {EACH DEFICIENCY MUST BE PRECEDED BY FLLL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

1o
PREFIX
TAG

i PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION BHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

QATE

A Q20| Continuad From page 11

sumogate decision maker, unless the resident
requests the termination;

(b} the resident has falled to pay for a stay at the
 facility as defined in the admission agreement;
(c) the facllity ceases to operate oris no longer
able to provide services to the resident,;

: (d) the resident * s health has improved
sufficiently and therefore no longer requires the
services of the faclity;

(e) termination without prior notice |s permitted in
. emergency situations for the following reasons:
(1) the transfer or discharge Is nacessary for the
resident’s safety and welfare;

()) the resident's needs cannot safely be met in
the facility; or

-~ (iii) the safety and health of other residents and
staff in the facility are endangered;

(13) the facility shail provide a thirty (30) day
 written notice to residents regarding any changes
in the cost or the malerial services provided; a
new or amended admission egreement must be
executed whenever services, costs or other
material lerms are changed; and

(14) faciliies representing their services as
specializad ™ must disclose evidence of stalf
specialty training to prospsclive residents.

B. Restrictions in admission. The facifity shall not
admit or retain individuals that require twenty-four
(24) hour continuous nursing care, refer to
Subsection U of 7.8.2.7 NMAC Definitions. This

i fule does not apply to hospice residents who
have elected to receive the hosplce benefit.
Conditions or circumstances that usually require
continuaus nureing care may include but are not
limiled to the following:

. (1) ventilator dependency:

(2) pressure sorea and decubitus ulcers (stage il
or IV);

(3) intravenous therapy or injections:

A020

DEFICIENCY)
(Cord)
-1.8.2.20 A
(t2) (a)

- = muleel agpeemant
bdivean baoth ;

~30 noties (umitlon) Lue
.Jigguundaa%{ |
- Nt amended.
’! 'IOI

090tk
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{4) any condition requiring either physical or
chemical restraints;

(5) nasogastric tubes;

{6) tracheostomy care;

(7) residents that present an imminent physical
threat or danger 1o self or others;

(8) rasidents whose psychological ar physical
condition has declined and placement in the
current facliity is no fonger appropriate as
determined by the PCP,

{8) residents with a diagnosis that requires
fsolation techniques;

] (10) residants that require the use of a Hoyer fift;

and

" (11) ostomy {unless resident is able 1o provide

self care).

C. Exceptions ta admission, readmission and
relention. If a rasident requires a greater degree
of care than the facility would normally psovide or
Is permitied to provide and the resident wishes to
be re-admitted or remain in the facility and the

. faclfity wishes to re-admit or retain the resident.
| The fadliity shall comply with the following

requirements.

(1) Convene a team, comprised of:

(a) the facility administrator and a fadility heaith
care professional if desired;

(b) the resident or resident’ s surrogate decision
maker; and

(c) the hospice or home health dinician.

(2) The team shall jointly detenmine if the resident
should be admitted, readmitted or allowed to
remain in the facility. Team approval shall be in
writing, signed and dated by all team members
and the approval shall be maintained in the
resident’s record and shall:

{a) be based upon an individuat service plan

; (ISF) which identifies the resident's specific

needs and addresses the manner that such

. AD20

BTATE FORM
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needs wiit be met;

{b) ensure that If the faciiity is licensed for more
than eight (8) residents and does not have
complete fire sprinkier coverage, the facility shall
maintain an evacuation rating score of prompt as
detenmined by the fire safely equivalency syslem
(FSES);

(c) evaluete and outline how meefing the specific
needs of the resident will impact the staff and the
other residents; and

(d) include an independent advocate such as a
certified ombudsman if requested by the resident,
the Family or the facility.

(3) The team recommendation shall be
maintained on site in the resident ' s file.

(4) When a resident is discherged, the facility
shall record where the resident was discharged to
and what medications were raleased with the
resident

D. Coordination of cara.

(1) Assisted living facilities shall have evidence of
care coordination on an ISP for afl services that
are provided in the facifity by an outside health
care provides, such as hospice or home health
providers,

[ (2) Residents shalt be given a list of providers,

Including hospice and home heaith if applicable,
and have the right to choosa their provider. If
epplicable, the referring party shall disclose any
ownership interest in a recommended or listed

- provider.

[7.8.2.20 NMAC - Rp, 7.8.2.19 NMAC & 7.8.2.20
NMAC, 01/15/2010)

This REQUIREMENT is not met as evidenced

by:

 7.8220A(12) (a)
|

A020
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Based on record review and Interview, the facility
faled to ensure that4 (R#s 1-4) of 4 (R##s 1 -
4) residents reviewed for admission/discharge
agreements, included the following:

1. facllity's staffing ratio.

2. The statement an "eppropriate placement” is
found for the resident if the ag t should be
terminated,

3. 15-day wiitten notice for non-payment of rent.
4. Information that & 30-day notice would be
provided prior to any changes  care or costs
being implemented.

This deficient practice has the potentiat for all
residentstobe  risk of harm [ the

admission agreement is terminatad
without a place for residants to transfer to and
without written notice, belng charged far
new/changed sefvices without the
appropriste 30-dsy notice,  d unaware of the
amount of staff avallabla for and services.
The findings are:

A. Recond of R #1's Admission Agreement
dated 08/27/1S, revealed the following;

1. The g ratio was not stated In the
agreement.

2. The edmission agresment did not include
" §f an appropriste placemsnt was found.”

3. The admission agreement Inaccurately
stated for non payment of rent an immediate or
emergency transfer would be necessary without
writlen  thirty (30} day notice,

4. The admission agreementdid  state
thal the cility will provids a thirty (30) day written

to residents regarding any changes in the
cost or matarial servicss provided.

B. Record raview of R #2's ssion Agreem nt

A020

Improvemant

HS2411
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dated 12/15/14, revealed:
1. The admission agreement did not include

*If an appropriate placement was found.”

2. The admisslon agreement inaccurately
stated for non payment of rent an immediate or
emergency transfer would be necessary without
written or thirty (30) day notice.

3. The admission agreement did not state
that the fadllity will provide a thirty (30) day written
notica to residents regarding any changes in the
cost or material services provided.

C_Bennd.taviaw, of R #3s AdmissianAgresmant ..

! dated §l13113, revealed:

1. The admission agreement did not include ™
If an eppropriate placement was found.”

2. The faciity will provide a thirly (30) day
writlen notice to residents regarding any changes
in the cost or material services provided was
included in the Admission Agreement.

3. The admissicns agreement did not state

. that the facility will provide 8 thirty (30) day written

nolice to residents regarding any changes in the
cost or material services provided.

! D. Record review of R #4's Admission Agreement
- daled 6/01/15, revealed:

1. The admission agreement did not include *
if an appropriate placement was found."

2. The fadllity will provide a thirty (30) day
written notice to residents regarding any changes
In the cost or material services provided was
Inciuded in the Admission Agreement.

3. The admissions 2amemant did nat.sista.,

A 020

that the fadility will provide a thirty (30) day writien
notice to residents regarding any changes in the

! cost or material gervices provided.

_ E. On G8/00/16 at 1:40 am-during-interview-the—
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Administrator confirmed that the Admission
Agreements did not include: the staffing ratio, the
statement ‘¥ an appropriate placemant Is found",
the facility will provide B thirty day (30) written
noticed {o residents regarding any changes in the
cost or matedal services provided. The admission
agreements inaccurately statsd for nonpayment
of rent an immediate or emergency transfer
would be necessary without written or thirty (30)
day nolice.
A025 7 NMAC 8.2.25 Resident Evaluation AD25
RESIDENT EVALUATION:
A. Aresident evaluation shall be completed by an
I~ eppropriate stalf member within fifteen (15) days

prior to admission fo determine the level of
assistancs that is needed and if the level of
services required by the resident can be met by
the facility.

B. The initial resident evaluation shall establish a
baseline in the resident ' s functional status and
thereafter assist with identifying resident
changes. The resident evaluation shall be
reviewed and updated at a minimum of every six

. (8) months or when there Is a eignificant change
In the resident* s health status.

C. The resident* s evaluation shall be
documsnted on a resident evaluation form and at

. & minimum Include the following abliities,

behaviors or status:

(1) activities of dally hving;

{2) cognitive abliities; reasoning and perception;
the ability to articulate thoughts, memory function
ar impairment, etc;

(3) communication and hearing; ability to
communicate needs and understand instructions,
elc;

(4) vision;

Divislon of Health Improvement
STATE FORM
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. (8) physical funciioning and skeletal problems; 1A BCDE

(6) incontinence of bowel/bladder;
(7) psychosocial well-being;

{8) maod and behavior;

(9) aclivity interests;

| ¢10) diagnoses;

(11) heaith conditions;

(12) nutritional status;

(13) oral or dental status;

(14) skin conditions;

(15) medication use and level of assistance
nseded with medications;

(16) special treatments and procedures ar special
medical needs such as hospice; and

(17) safety needs/high sisk behaviors; history of
falls agitation, wandering, fire safety issues, etc.
D. The resident evaluation shall include a history
and physical examination and an evaiuation
report by a physician or a physician extender
within six (6) months of admission. A resident
shall have a medical evaluation by a physidian or
a physician extender at least annually.

E. Tha resident evaluation shal! be reviewed and
if needed revised by a licensed practical nurse,
registered nurse or physiclan extender & the time
the individual service plan is reviewed, at a
ainimum of every six (6) months or when a

: Significant change in health status occurs,

[7.8.2.25 NMAC - Rp, 7.8.2.25 NMAC,
01/45/2010)

. This REQUIREMENT is not met as evidenced

by:
7.8225ABCDE

Based on record review and interview the facility

Lutke le
hc;;a RNJePA. RN/LPN Vo
10 naters. Hheo 10

28 Neacdonts dieliathosza
Mlspwwm

-
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failed to ensure that 4 (R#s 1-4) of 4 (R #s 1-4)
residents whasa evaluations were reviewed for
compliance were:

1. Signed by a license practical nurse (LPN),
registered nurse (RN) or physidan's extender

. (PE).

2. Completed within 15 days pricr to admission.
3. Reviewed at a minimum of every 8 months or
when there |s a significant change in the
rasident's health status.

This deficient practice could result in a delay in
care, services, and assistance the residents may
need due to a change in condition, resulting in
passible complications and the need for medical
intervention. The findings are

A. Record review of R #1's fle Resident
Evaluation dated 09/16/15 and 08/08/16, revealed
. evaluations were not reviewed at six months.

B. Record review of R #2’s Evaluation revealed
evalustion dated 01/16/16, was not completed
15-days prior to admitiing date of 12/15/14, and
not signed by a LPN, RN, or PE. Evaluations

- have not been reviewed or up-daled eince.

C. Record review of R #3's evaluation datsd
December 2013, revealed it was not completed
15-days prior to admitiing date of 09/13/13, or
signed or reviewed by a LPN, RN, or PE.
Evaluation dated 02/08/16, was not signed or
reviewed by a LPN, RN, PE. There were no
evaluations reviewed between December 2013
and 02/09/16.

D. Record review of R #4's evaluation dated
. 06/09/15, was not completed 15-days prior to
| admitting date of D6/01/15, and no evaluations

Division of Healih Improvement
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have treen reviewed or up-dated since.
E. On 08/09/16 at 1:40 pm, during interview, the
Administrator confirmed that the residents’
evaluations were completed late, not signed, and
not reviewed every six months by an LPN, RN or
aPE.
A024] 7 NMAC 8.2.26 Indvidual Servico Pizn A |-7,2.2.26 A lsg1z1 e
INDIVIDUAL SERVIGE PLAN (ISP): An ISP shall (2) (3)
be developed and iImplemented within ten (10) .
calendar days of admission for each resident Ei ()dum:tmna ard ISP
TEa K0 VIR Y. eomplads,
d A. The ISP shall address these areas of nesd a5 naw and '
' identified in the resident evaluation and through upio date andl deetrneited

staff observation.

(1) The ISP shall detail the services that are
provided by the facility as well as tha sesvices to
be provided by other agencias.

(2) The resident evaluation and the ISP shall be
reviewed and il needed revised by a licensed
practical nurse, registered nurse or a physician
exender.

(3) The ISP shall be reviewed and or revised at a

- minimum of evely six {(6) months or when there is
. a significant change in the resident ' s heatlth

status,

B. The ISP shall include the following:

{1) a description of identified needs as noted in
the resident evaluation;

{2) a written description of all servicss to be
provided;

(3) who will provide the services;

(4) when or how often the services will be
provided;

(5) how the services will be provided;

() where the services wiil be praovided,

Rilfepn and house
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(7) expected goals and outcomes of the services;
(8) documentation of the facillty * s determination
that it is able to meet the neads of the resident;
{9) the lavel of assistance that the resident will
require with activities of daily living and with
medications;

(10) a crisis preventionfintervention plan when
indicated by diagnosis or behavior; and

(11) current orders for all medications, including

' those authorized for PRN usage.

[7.8.2.28 NMAC - Rp, 7.8.2.26 NMAC,
01/15/201Q]

This REQUIREMENT is not met as evidenced
by:
78226 A(2) (3)

Based on record review and interview the facility
fafled to ensure that 4 (R #s 1-4) of 4 (R &s 1-9)
residents whose Individuat Service Plans (ISPs)
were reviewed for compliance weare cumvent,
reviswed and signed by a nurse or physicians
extender. This deficient practice has the potential
for the residents not to receive the appropriate
care and assistance they need as changes in
their health stalus occurs. The findings are:

A. Record review of R #1's file revealed the ISP
dated 10/21/15, was not completed within
10-days of the admission date of 08/2715, was
not signed, and was not reviewad at a minimum
of every six months or when there is a significant
change in the resident's haalth status.

B. Record review of R #2's file revealed the ISP
dated 01/22/15, was not completad within
10-days of the admission date of 12/15/18, was
not signed and was not reviewed at a minimum of

A028
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every six months or when there is a significant
change in the resident's health stafus.

C. Record review of R #3's file revealed the ISP
dated 01/19/15, was nct compieted within the
10-days of the admisslon date of 09/13/13, and
not reviewed at a minimum of every six months or
when there is a significant changs in the
resident’s health status.

D. Record review of R #4's file revezled the ISP
dated 1%/11/15, was not completed within the
10-days of the admission dats of 08/01/15.

E. On 08/09/16 al 1:40 pm, during an interview
with the Administrator, she confirmed that R #'s
1-4 were not in compliance with ISPs being
completed within 10-days of admission, reviewed
at a minimum of every six months or when there
is a significant change In the residents health.

7 NMAC 8.2.34 Custodial Drug Permits

CUSTODIAL DRUG PERMITS: A facility with two
(2) or more residents that is licensed pursuant to
this rule and that assisis with self-administration
or safeguards medications for residents shall
have a eurvent custodlal drug permit issued by
the state board of pharmacy.

A. Procurernent, fabeling and storage. The facility
shall provide assistance to the resident in
obtaining the necessary medications, treatment
and medical supplies as identified in the ISP. The
facility shall procure, label and store medications
for residents who require assistance with
self-administration of medication In compliance
with state and federal laws.

(1) All medications, including non-prescription

.} drugs, shall be stored in a locked compariment ar

A028
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in a locked room, as approved by the board of
pharmacy and the key shall be In the care of the
administrator or designee.

(2) intemal medication shall be kept separate
from external medications. Drugs to be taken by
mouth shall be separated from all other delivery
forms.

(3) A separate, locked refrigerator shall be
provided by the fadility for medications. The
refrigerator temperature shall bs kept in
compiliance with the state board of phanmacy
requirements for medications.

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

{5) A resident may ba permitted to keep his or her
own medication in & locked compartment in his or
her room for self-administration, if the physician’s
order deems it appropriate.

. (6) The facility shall not require the residents to

purchase medications from any particular
phamacy.

{7) Medical gases (oxygen) and equipment used
for the administration of inhalation therapy and for
resuscitative purposes shall comply with the
national fire protection association (NFPA) £,

(8) A proof of use record shall be maintained

separately for each schedule I through IV drug

! (coniralled substances). The proof of use sheet
" ghall document:

(a) the type and strength of the schedule It
through IV drugs;

(b) the date and time staff assisted with
selfadministration;

(c) the resident * s name;

{d) the prescriber' 8 name;

(e) the dose;

A034
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{f) the signature of the person assisting with
delivery of the medication; and

() the balance of medication remaining.

(S} Any remaidning medication discontinued by a
physician ' s order, or upon discharge or death of
the resident shall be inventoried and moved to a
separate locked storage container, Such

_ discontinued medications shall be destroyed
| upon the next quarterly visit by the consutting

phammacdist in accordance with 16.19.11.10
NMAC.

(10) The record of medication destruction shall
be signed by the adminlstrator or designee and
the pharmacdist and shall be kept on file at the
facility.

B. Consuiting pharmacist. The facility shall
maintain records demonstrating that the
consuiting pharmacist provides the following
oversight and guidance.

{1) Reviews the medication regimen &s needed,

. but at lezst quarterly/every three (3) months, to

determine that all medications and records are
accurate and curren!. All imegularities shall be
reported to the administrator of the facility and

" these ivegularities shali be resolved by the

administrator within seventy-two (72) hours.

(2) Asystem of records of receipt and disposition
of all drugs in sufficient detall to enable an
accurale reconcillation.

(3) Consultation shalt be provided on all aspecis

" of phammacy services in the facliity, including

reference information regarding side effects and,
when needed, physician consultation in cases
involving the use of psychotropic medications.
(4) The consulting pharmacist will ba responsible
for assuring that the facility meets all
requirements for storage, labeling, destruction
and documentation of medications as required by
the state board of phamacy, 16.19.11.10 NMAC

A034
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and 7.8.2 NMAC,
[7.8.2.34 NMAC - Rp, 7.8.2.35 NMAC,
01/152010)

This REQUIREMENT s not met as evidenced

by
7.8234A7)
Reference NFPA 99, 1909 Edition

Section 4-3.1.1.2 Storage Requirements
(Locatlon, Construction, Amrangement).

(a) ~ Nonflammable Gases (Any Quantity,
in-Storage, Connected, or Both)

8 Sources of heat in storage locations shall
be protected or lacated so that cyfinders or
compressed gases shall not be heated to the
&clivation paint of integral safety devices. In no
case shall the temperature of the cylinders
exceed 130°F (54°C). Care shall be exercised
when handling cylinders that have been exposed
to freezing temperatures or containers that
contein cryogenic liquids to prevent injury to the
skin.

2 * Endlosures ghall be provided for Supply
systems cylinder storage or manifold locations for
oxidizing agents such as oxygen and nitrous
oxide. Such enclasures shall be constructed of an
assembly of building materials with a fire-resistive
rating of at least 1 hour and shall not
communicate directly with anesthetizing locations.
Other nonflammabte (inerf) madical gases may
be stored in the enclosure. Flammable gases
shall not be stored with axidizing agents. Starage
of full or emply cylinders is permitted. Such
endlosures shall serve no other purpose.

3 Provisions shall be made for racks or
fastenings to protect cylinders from accidental
damage or dislocation,

; 4 The electric instaliation in storage

AQ34
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locations or manifold enclosures for
nonflammeable medical gases shall comply with
the standards of NFPA 70, National Elecirical
Code, for ordinery locations. Electric wall fixtures,
switches, and receptacies shall be installed in
fixed {acations not less than 152 cm (€ ft) above
the floor as a precaution against their physical
dameage.
b. Storage locations for axygen and nitrous
oxide shall be kept free of flammable materials
[see also 4-3.1.1.2(8)7).
6 Cylinders containing compressed gases
and containars for volatile liquids shall be kept
away from radiators, steam piping, and Fke
sources of heat.
s 7. Combustible meterials, such as paper,
cardboard, plastics, and fabrics, shall not be
* gtored or kept naar supply system cylinders or
manifolds containing oxygen or nitrous oxide.
Racks for cylinder storage shall be permitted to
be of wooden construction, Wrappers shall be
| removed prior to storaga.

Exception: Shipping crates or storage cartons for
_ cylinders.
8. When cylinder valve protection caps are
supplied, they shall be secured tighlly in place
unless the cylinder is connected for use.
8. Containers shall not be stored in a tightly
dosed space such as a closet [see 8-2.1.2.3{c)].

Based on observation and interview, the fadifity
falled to ensura that oxygen cylinder tanks were
stored securely. This deficient practice has the
potential for all 11 (R#1-11) residents on the
census provided by the Administrator on
08/08M8, to be at risk of harm or deathif the
exygen cylinder tanks were to fall over damaging
the valve, causing it to depressurize. The findings
are:
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A. Obsarvation of resident room £5 revealed 12
axygen cylinder tanks in a crate stored in the
room.

B. Observation of resident room #12, revealed 6
oxygen cylinder tanks in a crafe stored in their
room,

C. On 08/08/18 at 3:45 pm, during an interview
with Staff (S) #4, she stated that axygen cylinder

tanks were stored In living areas of residents’
rooms #5 and #12.

7 NMAC 8.2.35 Medication
MEDICATIONS: Administration of medications or

. staff assistance with self-administration of

medications shall be in accordance with state and
federal laws. No medications, including
over-the-counter medications, PRN (when
needed) medications, or treatment shall be
started, changed or discontinued by the facility
without an order fram the physician, physician
assistant or nurse practitioner and with enlry into
tha resident's record. :

A. State board of nursing licensed or certified
health care professionals are responsible for the
administration of medications. Administration may
only be perfarmed by these individuals.

B. Fadllity staff may assist a resident with the
sel-administration of medications if written
consent by the resident is given to the
edministrator of the faciiity or the administrator ' s
designee. If the resident is incapable of giving
consent, the surrogate decision maker named in
accordance with New Mexico law may give
wrilten consent for assistance with

j self-administration of medications. Al staff that

assist with self-administration of medications

AO34
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shall have successfully completed a stats
approved assistance with self-administration of
medication training program or be licensed or
cerlified by the state board of nursing.

C. PRN (pro ra nada) medication,

(1) Physician or physician extender ' s orders for
PRN medications shall clearly indicate the
circumstances in which they are to be used, the
number of doses that may be given in a 24-hour
period and indicate under what circumstances the
primary care practitioner (PCP) is to be notified.
(2) The utilization of PRN medications shall be
reviewed routinely. Frequent or escalating usa of
PRN medications shall be reported to the PCP.
D. Only a licensed nurse (RN or LPN) shall
administer any medications or conduct any
invasive procedures provided by the following

. routes: intravenous (IV), subcutaneous (SQ),

Intramuscular (IM), vaginal or rectal. Only a
licensed nurse shall administer non-premixed
nebulizer treatments.

i E The facility shall have medication reference

material that contains infarmation relating to drug
interactions and side effects on the premises.
Staff that assist in the seif-administration of
medications shall know interactions or possible
side effects that might occur.

- F. Medications prescribed for one resident shall

not be used for ancther resident.
G. Medication assistance record (MAR). For

. resldents who are not independent and require

assistance with self administration, the facflity
shall have a MAR that documents the detalls of
the residents’ medication, including PRN and
over-the-counter medication that Is assisted with
self-administration by qualified staff or
administered to the resident by licensed or

- cerfified staff. The information in the MAR shall

include;
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! (1) the resident's name;

(2) any knawn afergies to medication that the
residenthas; -

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

(4) the diagnosis or reason for the medication;

{5) the name of the medication, including the drug
product brand name and the generic name;

| (6] notation if the medication is a schedule IV

drug;

(7) the dosage of the medication;

(8) the strength of the medication;

(8) the frequency or how often the medication is

. to be taken or given;

(10} the route of delivery for the medication
(mouth, eys, ear, other);

(11) the method of delivesy for the medication
{pilis, drops, IM injection, ather);

: (12) the date that the medication was started or -

discontinued;

(13) any change in the medication crder;

(14) pre-medication information (Le., puise,
respiration, blood pressure, blood sugar) as
required by the medication order;

(15) the date and time that the medication is
self-administered, administered with assistance
or is administered;

(16) the inltials and signature of the person
assisting with or administering the medication;
(17) the desired results obtained from or
prablems encountered with the medication (pain
relieved, allergic reaction, elc.);

{18) any refused dose of medication;

(18) any missed dose of medication; and

(20) any medication error.

H. No medication shall be stopped or started

: without specific orders from the primary care

physiclan.
L. if a resident refuses to take a prescribed
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medication, it shall be documented and the facility 204 !' 14 ;
shall report It to the prescriber. ‘A Jb# J‘D , )
J. A suspected adverse reaction to a medication eeth ner Anvznduil Mtdo.
shall be documented on the MAR and reported . .
Immediately to the PCP and the resident's Blood Gletoae WU!”
sumogate decision maker. If applicable, U - m k h-b
emergency medical treatment shall be arranged.
Documentation of the event shall be kept In the protudéid bl# 2rijreq.
resident's record. 2al ] e P,
K. Prescription medication, other than blister Horeae R /Pl
packs and unit dose containers, shall be kept in Jo mondtor e
| the original container with & pharmacy label that W o1 Aeﬂd
Includes the following: nw ﬂ&L g
(1) the resident’s name;
(2) the name of the medication;
- (3) the date that the prescription was issued:

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

(5) the name end title of the prescriber,

L Any medication that ls removed from the
pharmacy container or blister pack shall be given
immediately and documented by the staff that
assisted with the medication delivery.

M. The facility shall report all medication errors to
the physician, documentation of medication
errors and the prescriber's response shall be kept
in the resident's record.

N. The facifity shall develop and follow a written
policy for unused, ouldated, or recalled
medications kept in the fadiiity in accordance with
16.18.11.10 NMAC (AS AMENDED).

[7.8.2.35 NMAC - Rp, 7.8.2.35 NMAC,
01/15/2010)

This REQUIREMENT is not met as evidenced
by:

| Based on observation and interview, the faciity
Jivisien of Health Improvement
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: failed ta ensure that only a licansed nurse or

. cerlified healthcare prafessional conduct an
invasive procedure for 1 (R#5) of 2 (R #s 1 and
5} tasidents whose medication pass were
observed for complianca. This deficient practice
has the potential for the residents to be at risk of
harm or death if invasiva procedures are
performed by non-licensed direct care staff (DCS)
who don't understand the seriousness af the
procedure. The findings are:

A During a medication pass observation on
J 08/10/16 at 7:35 am, Staff (S) #5 was observed
~ dolng a finger stick (bload draw) with R #5.

B. On 08/10/16, at 8:00 am, during interview with
the Administrator, she confirmed that S #5
administered a blood sugar check on R#S5.

A045 7 NMAC 8.2.45 Water

| WATER: Pursuant to the current New Mexico

drinking water requirements, 7.6.2.9 NMAG.

A. The water supply system shall be constructed,

protected, operated and maintalned in

conformance with appiicable loca, state and

fedesal laws, ordinances and regulations.

B. Where a facilily is supplied by its own water

system, the system shall meet tha sempling and

- construction requirement of a non-community
water system as defined by the current New

| Mexico drinking water requirements.

C. All water that Is not piped into the Facility

directly from a public water supply system shall

be from an approved source, disinfected,

transported, handled, stored and dispensed ina

sanitary manner. Such waler shall be prevented

A035

A D45
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from entering potable water systams by
appropriate cross connaction and backfiow
prevention devices.

D. Hot and cold running water, under pressure
shall be provided in afl areas where food is
prepared and where equipment and utenslls are
washed, sinks, lavatories, washrooms and
laundries.

E. The hot water temperature that is accessible to
residents shall be maintained at a minimum of
ninety-five (85) degrees fahrenheit and a
maximum of one hundred ten (110) degrees
fahrenheit. Hot water in excess of one hundred
fen (110} degrees fahrenhelt is permitted in
kifchen and laundry areas, provided that
residents are supervised in order to prevent
injury.

[7.8.2.45 NMAC - Rp, 7.8.2.48 NMAC,
01/15/2010)

This REQUIREMENT s not met as evidenced
by:
7.8.245E

Based on observation and interview, the facility
failed to ensure that the hot water temperatures
were maintained within the rangs of 95 degrees
Fahrenheit (F) and 110 degrees F. This deficient
practice has the potential for all 11 (R #s 1-11)
residents identified on the census provided by the
Administrator on 08/08/16, who are able to use
their own bathrooms to be at risk of injury from
scalding hot water.

A. On08/10/16 at 8:00 am, during observation of
resident room #4, the hot water temperature from
the sink faucet in the bathroom was 122 degrees
F.

AD45

1.8.2 45 E

Bk, 8hocwers now
Mo ure bebivess,
948°F - 110°C. Howpe
and maintirane

031214

Abecsnto hooms | bathiopsss
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B. On 08/10/16 at 8:05 am, during observation of
resident room #1, the hot water temperature from
the sink faucet in the bathroom was at 114
degrees F.

C. On08/10/16 at 8:10 am, during cbservation of
the commumity bathroom the hot water
temperalure from the sink faucet was at 141
degrees F.

D. On 08/10/16 at 8:16 am, during interview with
staff (8) £5, she confirmed that the water

' temperatures were in excess of the safe and
required lemperatures of 85 degrees to 110
degrees F.

A048 7 NMAC 8.248 Eleclrical System

ELECTRICAL SYSTEM:

A All fuse and breaker boxes shali be labsled to
indicate the area of the facility to which each fuse
ar circult breaker provides service:

B. All staff personnel of the facility shall know the
location of the electiical disconnect switch and
how to operate it in case of emergency.

C. Electrical cords and appliances shall be UL

approved.

(1) Electrical cords shall be replaced as soon as
they show wear.

(2) Extension cords shall not be used, The use of
a multi-sackst united laborataries approved (UL
APPROVED) surge protector with Integrated
circuit breaker no greater than six (6) faet in
length Is permitted for the intended purpose and
not as an extension cord.

[7.8.2.48 NMAC - Rp, 7.8.2.40 NMAC,
01/15/2010}

AD45

A 048
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This REQUIREMENT is not met as evidenced
by:
| 7.82.48C
@ 8.2 uF e (2021,
NFPA 70 National Electric Code 7.8.2.

210.8 Ground Fault Circuit Interrupter Protection
for Personnel

210.8 (B) Other than dwelling units. Alt 125 volt,
single phase, 15 and 20 ampere receptacies
Installed in the locations specified in 210.8 {8)(1)
through (8) shall have ground fault circuit
interrupter protection for personnel.

(1) Bathrooms

(2) Kitchens

(3) Rooftops

{4) Outdoors

Exception 1: to (3) and (4): Receptadies that are

- ot readily accessible and are supplied by a

branch circuit dedicated to electric snow melting,
de-icing, or plpeline and vessel heating
equipment shall be permitted to be Installed In
accordance with 426.28 or 427.22 as applicable.

Exception 2: to (4): In industrial establishments
cnly, where the conditions of maintenance and
supsrvision ensure that only qualified personnel
are involved, an assured equipment grounding
conductor program as specified in 580.6(B)
(2)shall be permitted for only those receptades
outlets used to supply equipment that would
creaie a greater hazard If power is Interrupted or
having a design that Is not campatible with GFCI
protection.

(5) Sinks - where receplacies are installed within
6 1. of the outside edge of the sink.

Exception 1 to {5): In industrial laboratories,
raceptacles used to supply equipment where

(2)

coufgtt.a.

UL antinaion cords ate
Jumauud and et Yo
be waed.

GFCl oullito have newo
boon wntatled. in all
loet Locatiany.
Moibirance Ofaf) w

ONatLihe

-~

Coerick Breakird awe Laboled.
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removal of power would introduce a greater
hazard shall be permitied to be Installed without
GFClI protection.

Exception 2 to (S): For receptacles located in
patient bed locations of general care or critical
care areas of haalth care facdillties other than

- thase cavered under 210.6(B)(1), GFCI protection

shall not be required,

{6) Indoor wet locations

(7) Locker rooms with associated showering
faciliies

{8) Garages, service bays, and similar areas
where electrical diagnostic equipment, electrical
hand tools, or portable lighting equipment are to
be used.

. 314.25; Covers and Canoples. In completed

installations, each box shall have a cover,
faceplate, lampholder, or luminaire canopy,
except where the instaflation complies with
41024(8)

408.5(F): Receptacies shall be enclosed so that
live wiring terminals are not exposed to contact.

Based on observation end interview, the faciiity
failed to ensure Ground Fault Circuit Interrupter
(GFCI) outlets wers used within 8 feet of water
source. This failed practice has the potential to
forall 11 (R #s 1-11) residents Identified on the
resldent census provided by the administrator on
08/08/18, to be at risk of injury or death due to
electric shock. The findings are:

‘A. Qn 08/08/16 at 8:50 am, during observation of

the laundry room, the washing machine was
plugged info a non-GFCI outlet measured to be

AQag
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AC48 Continued From page 35 A048
[ located within a 8 feet of a water source.
B. On 08/08/16 at 8:45 am, during an interview
with the Adminisirator, she confirmed that the
washing meachine was plugged into a non-GFCI
outiet located within 6 fest of the machine,
AOGJ 7 NMAC 8.2.63 Fire Extinguishers A 063

FIRE EXTINGUISHERS: Fire extinguisher(s)
must be located In the fadility, as appraved by the
state fire marshal or the fire prevention suthority
with jurisdiction.

A. Facllities must as a minimum have two {2)
2A10BC fire extinguishears:

(1) one (1) extinguisher located in the kitchen or
food preparation area:

(2) one (1) extinguisher centrally tocated in the

' facility;

(3) all fire extinguishers shall be inspecied yearly
and recharged as needed; all fire extinguishers
must be tagged noting the date ofthe inspection;
{4) the maximum distance between fire
extinguishers shall be fiRy (S0) feet.

B. Fire extinguishers, alamn systems, automatic
detection equipment and other fire fighting
equipment shall be properly maintained and
inspected as recommended by the manufacturer,
state fire marshal, or the local fire autharity.
[7.8.2.63 NMAC - Rp, 7.8.2.62 NMAC,
01/1512010]

This REQUIREMENT s not met as evidenced

by:

782638

Based on observation and interview the facliity
failed to ensure that 4 of § fire extinguishers had
been inspected monthly as recommended by the

Jivigion of Health Improvement
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manufaclurers to ensure proper working order In
case of fire. This deficlent practice has the
potential for all 11 (R #'s 1-11) residents on the
census provided by the Administrator on
08/08/16, to be at risk of injury ar death if there Is
a fire and the fire extinguisher does not work
properly. The findings are:

A. On 08/08/16 at 3:15 pm, during observation,
the fire extinguisher next to the back exit of the
facility revealed that it had not been inspected
since October 2015,

B. On0R/08/16 at 3:20 pm, during observation,
the fire extinguisher next to the offics revesled
that it had not been inspected since October
2015.

: C. On 08/08/16 at 3:25 pm, during observation,
the fire extinguisher next to resident room #3,
revealed that it had not been inspected since
October 2015.

D. On 08/08/18 at 3:30 pm, during observatian,
the fire extinguisher next to resident room #6
revealed that it had not been inspected since
October 2015,

E. On 08/09/16 at 10:39 am, during an interview
with the Administrator, she canfirmed that the four
(4) fire extinguishers have not been inspecied

l since October 2015.

and Cades

INCORPORATED AND RELATED RULES AND
CODES: The (acilities that are subject to this rule
l are also subject to ather niles, codes and

Atm] 7 NMAC 8.2.70 Incarporated and Related Rules

A083

A070
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. standards that may, from time to lime, be

i amended. This includes the following:

A. Heslth Fecliity Licensure Fees and
Procedures, New Mexico Department of Health,
7.1.7T NMAC.

- B. Health Facllity Sanctions and Civil Monetary
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 Screening
Requirements, 7.1.9 NMAC.

E. Employee Abuse Registry 7.1.12 NMAC.

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

[7.8 270 NMAC - N, 01/15/2010}

This REQUIREMENT Is not met as evidenced
by:
7.8270DE

Referto7.1.12 EMPLOYEE ABUSE
REGISTRY

7.1.12.8 REGISTRY ESTABLISHED; PROVIDER
INQUIRY REQUIRED: Upon the effective date of
this rule, the depariment has established and
magintains an accurate and complete electronic
registry that contains the name, date of birth,
address, sodal security number, and other
appropriate identifying information of all persons
who, while employed by a provider, have been
detemmined by the department, as a result of an
investigation of a complzaint, to have engaged Ina
substantiated registry-referred Incident of abuse,
neglect or exploitation of a person receiving care
Or services from a provider. Additions and

Division of Heakh Improvement
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A070| Continued From page 38 AQTO0
updates to the registry shall be posted no fater 1.2.2.710 D E 0912{e
| than two (2) business days following receipt. Only "
depariment staff designated by the custodian EMP«LOL}U. Ahbitac
may acoess, maintain and update the datain the ' 3 .
w Jian

tegistry.
A. Provider requirement to inquire of registry. A ) ' %’ 2
pravider, prior to emplaying or contracting with an

emplayee, shall inquire of the registry whether the —L:o tn ael -emp.lnqu
individual under consideration for employment or | N [
contracting Is listed on the registry. 3

B. Prohibited employment. A provider may not Nhetenn m / Syate D

employ or contract with an individual to be an s .

: employee if the individual Is fisted on the registry and 3.S. Cud. o '
as having a substanliated registry-referred . * :
incident of abuse, neglect or exploltation of a Cop sl and en

person recalving care or services from a provider. : -A-UdUI M .,

C. Applicant's Identfying information required. In e Categrisen
| making the inquiry to the reglsty prior to Crumernal #m’-awf
employing or contracting with an employee, the ‘4 o

provider shall use Identifying Information W-

concerming the individual under consideration for
employment or contracting sufficient to AIQUJO-E manaqea qlo

reasonably and completely search the registry, all

Including the name, address, dale of birth, socisl 7

security number, and other appropriate identifying .nzanﬂd,{ }lo <LnNAQUNL.
information required by the registry. .

D. Documentation of inquiry b registry. The CD"'-ﬂlLM (/8

provider shall maintain documentation in the
employee's personnel or employment records

| that evidences the fact that the provider made an
inquiry to the registry concerning that emplaoyee
prior to employment. Such documentation must
include evidence, based on the response fo such
inquiry received from the custodian by the
provider, that the employee was not fisted on the
. registry as having a substantiated
registry-referred incident of abuse, neglect or
exploitation.

E. Documentation for other staff. With respect to

‘| all employed or contracted individuals providing
ivision of Health Imgrovement
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direct care who are licensed health care
professionals or cerlified nurse aides, the
provider shall maintsin documentation reflecting

| the individual's cument licensure as a health care

professional or current certification as a nurse
aide.

F. Consequences of noncompliance. The
department or ather governmental egency having
regulatory enforcement autharity over a provider
may sanction a provider in accordance with
applicable law if the provider falls to make an
appropriate and timsly inquiry of the registry, or
fails to maintain evidence of such inquiry, in
connection with the hiring or contracting of an
employee; or for employing or contracting any
person to work as an employee who is listed on
the registry. Such sanctions may include a
directed plan of comection, civil monetary penalty
not to exceed five thousand dollars ($5000) per

. Instance, or termination or non-renewal of any

contract with the department or other
governmental agency,
[7.1.12.8 NMAC - N, 01/01/2006]

7.1.8.8 CAREGIVER AND HOSPITAL
CAREGIVER EMPLOYMENT REQUIREMENTS:

D. Application: In order for a nationwide criminal
history record to be obtained and processed, the
following shall be submitted to the departiment on
forms pravided by the department.

(1) Afonn contalning personal identification which
has a photograph of the persen and which meets
the requirements for employment eligibility in
accordance with the immigration and nationality
act as amended. A reasonable xerographic copy
of a drivars license phatograph will suffice under
Subsection D of 7.1.9.8 NMAC.

(2) A signed authorization for release of

A070

STATE FORM

-
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information form.

{3) Thres (3) complste sets of readable
fingerprint cards or other department approved
media acceptable to the Department of Public
Safety and the Federal Bureau of Investigation
submitted using black ink.

 (4) The fee specified by the department for the
nationwide and statewide criminal history
screaning investigation shall not exceed
saventy-four (574) dollars. Of which, twenty-four
($24) dollers shall be applied for the Federal
Bureau of Investigation nationwide criminal
history screening, seven ($7) dollars shall be
applied for the statewide criminal history
screening. The remaining application fee shall be
* applied to cover costs incumed by the Departmant
to support activities required by the Act and these
rules. The feas will not be appiied to any other
aclivity or expense undertaken by the
Department.

E. Fees: The federal bureau of investigation has
a mandatory procassing fee with no exceptions.
The department and Department of Public Safety
impose a siate processing end administrative fee.
The fes payment must eccompany the fingerprint
application, or otherwise be credited to the
department prior to or at the same time with the
department’s receipt of the application
documents. The manner of payment of the fee is

by bank cashier check or monay order payable to
the New Mexico Depariment of Health or other

method of funds transfer acceptable to the

department, Business checks will be accepted

unless the business tendering the check has

| previously tendered a check ta the department
unsupported by sufficient funds. Neither cash nor
personal checks will be accepted. The fee may

i bepaldbymecamprovlderorbyUSappnnt.

AQO7D

Ywision of Health improvement
iTATE FORM

-

HS2411

¥f continuation sheet &7 ef43




16 21.4202-23-2017 [&]

Feb23 17,05:14p

p.44

PRINTED: 12/02/2016

FORM APPROVED
Divigion of Health Improvement
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLUIER/CLIA {X2) MULTIPLE CONSTRUCTION (X9) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: ! COMPLETED
A A BUILDING:
o
2035 B.VANG 08/11/2016
NAZAE OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STAIE, ZIP CODE
404 NORTH LOCKE ROAD
BEEHIVE HOMES OF FARMINGTON £2 FARMINGTON, 8 87401
x<HD SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION o)
PREED! (EACH DEFICIENCY IMUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LBG IDENTIFYING INFORMATION) TAB CROSS-REFERENCED TO THE APFROPRIATE oare
DERCIENCY)
A 070! Continued From page 41 AQTD

caregiver or hospital caregiver. The department
will set a fee in addition to the fees imposed by
department of public safely and the federal
bureau of investigation that will fully and
completely cover costs incurred by the
department to support aclivities required by the
act and these rules.

The fees will not be applied to any other activity or
expense undertaken by the department.

F. Timely Submission: Care providers shat
submit all fees and pertinent application
information for all individuals who meet the
definition of an applicant, caregiver or hospital
caregiver as described In Subsections B, D and K
0f 7.1.8.7 NMAC, no later than twenty (20)
calendar days from the first day of employment or
effective date of a cantractual relationship with
the care provider,

G. Maintenance of Records: Care providers shall
meintain documentation relating to all employees
end coniractors evidencing compliance with the
act and these rules.

(1) During the term of employment, care
providers shall maintain evidence of each
applicant, caregiver ar hosgital caregiver's
clearance, pending reconsidsration, or

- digqualificalion.

(2) Care providers shall maintain documented
evidence showing the basis for any determinstion
by the care provider that an employee or
contractor performs job functions that do not fall
within the scope of the requirement for nationwide
or statewide criminai histary screening. A

| memorandum in an employee's file stating "This

employee does not provide direct care or have
rouline unsupervised physical or financial access
to care recipients served by [name of care
provider},” togethsr with the employee's job
description, shall suffice for record keeping
purposes.

!
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Based on record review and interview the faciiity
f2iled to ensure for 3 (DCS#s5 1, 3 and 4) of 4

- {DCS #'s 1-4) Direct Care Staff files reviewed for
compliance that the EARs were submitted before
date of hire. This deficient practice has the
potential for ths residents to be at rigk of being
provided care by caregivers that have a history of
abuse, neglect, or exploitation and/or by

| convicled felons. The findings ere:

| A. Record review of DCS #1's revealed that the

EAR documentation was missing from the file.

B. Record review of DCS #3's revealed that the
EAR documentation was missing from the file.

C. Record revisw of DCS #4's revealed that the
| EAR documentation was missing from the file.

D. On 08/10/18 at 11:45 am, in an interview with
the Administrator she confirned that the EARs
were not submitted for DCS #1, #3 and #4,

— L — ——————
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Quality Senior Living
In A Residential Setting

404 N, Locke Ave. Farmington, NM 87401\ &

To: A l@nmﬁur@ [SuahMiller — FromPeynadotte Chz Adminishain

Attn: Phone:505 -325- 1355
Fax: A5 - 476 9K Fax:505 -325-17'79

re:Plan of (o cdion(3) Date: 2/22//7

Concerns:

Licorse 2035
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February 21, 2017

Bernadette Cruz, Administrator

Beehive Homes Of Farmington #2 License # 2035
404 North Locke Road

Farmington, NM 87401

IMPORTANT NOTICE - PLEASE READ IMMEDIATELY

Dear Ms. Cruz:

On August 11, 2016, a Complaint survey was conducted at Beehive Homes Of Farmington #2 by the
Department of Health (DOH) to determine if your facility was in compliance with the New Mexico State
Requirements for Assisted Living Facilities for Adults. This survey found that your facllity wes not in

u ia li with the participation requirements. Refer to the State Agency Enforcement
Notice dated December 2, 2016.

On December 20, 2016, the Plan of Correction (PoC) for the deficiencies cited on the August 11,
2016, Complaint survey were reviewed. The PoCs for the following deficiencies were rejected due
to the fact they did not meet the required criteria:

n/1 : AO17-How the facility will ensure that staff recelve the required trainings at
orle?lon and annually. Include all required trainings In the POC. .

2. AD20-How the facllity identified and corrected the Admission Agreements for other
residents affected by the deficient practice. How and who (position) will monitor to ensure
on-going compliance.

3: AD25, AD26-How the facility identifled and corrected the Evaluations and Individual
Servy Plans for current residents affected by the deficient practice.

4: AO344f the new oxygen storage cabinet is ventilated.

§: A048-How and who (position) will monitor for continued compliance.

Plan of Correction (PaC

Your PoC for the deficlencies listed on the State Form must be submitted within three (3)
business days from your receipt of this foom. Failure to submit an acceptable PoC may result in
sanctions, including but not limited to civii monetary penaities, suspension or non-renewal of the
facility license [NMAC 7.8.2.12(B)(5)]. Include a completion date for each deficlency cited. Your

PoC shall:
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Beehive Homes Of Farmington #2
Rejected PoC

February 20, 2017

Page 2

1. Address how all violations identified in the official statement of deficiencies will be corrected;
2. Address how the facility will monitor the corrective action and ensure ongoing compliance; and
3. Specify the date that the carrective action will be completed.

Please submit your PoC under the appropriate column on the enclosed CMS-2567. Address each
deficiency and include the month, date and year of the expected completion date. Sign, date, and
indicate your title in the appropriate blocks on page 1 of the form. Retum the CMS-2667 with
the PoCs to the DOH via fax, email or mail to the attention of.

Sarah Miller, Reviewer

2040 S. Pacheco St. 2"d Floor Room 202
Santa Fe, NM 87605
Phone: (505) 476-9031
Fax: (605) 476-9048
HFLC.Review@state.nm.us

The State Fonn must be printed as it was sent to you and put your PoCs on the original State
Form. Yo not itted to alter the State Form in any way.

If you have any questions regarding this process, please contact me at (505) 476-8070.

Sincerely,

X P . .
'-_-~.'\ aeeds b "n“'“' [
e

Rhonda Rodriguez
Long Term Care Program Manager
Program Operation Bureau

Attachments: August 11, 2016, 3rd Set State Form
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