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A complaint Investigation was complated on
7/22/2009 for NMAC 7.8.2-New Mexica
Regulations Goveming Adutt Residentisl Care
Facilites.

Inteke # NM0OD027043 was Substantiated with
daficiencios ¢tted,

7 NMAC B.2.33 REPORTING OF INCIDENTS

7.8.2.33 REPORTING OF INCIDENTS:

A, The facility musf insure that all
suspected cases or Known incidents of rasident
abuse, neglect, exploitation, and mistrastmant
are reported, A fadility must aldo report any
incigant or unusual occurrence which has or
could threaten the health, safety, or welfera of
the residenta and atadf to the Licansing Authority
and Adult Protective Sarvicas (APS) by the next
business day. In no instance may a facility delay
a raport to Adult Protective Services or to the
Licensing Authority, while an Internal
inve:ﬂgaﬂon Is being conducted.

B, The facility ls responaible for
documenting all Incidents, within fiva (5) days of
the incldent, and having on file, the following:

{1) A nametive description of the

incidant.
{2) Results of the fagility's investigation.
(3) The facility action, if any.
[7-154, 8.18-70, 5-28-72, 7-11-88, 4-7-97,
7.8.2.33 NMAC - Rn ?NMA08233 8-31-00]
This Requiremant is not met as evidenced by:

Refara to 7.8.2.33A - Reporling of ingldenta

Based on record review and interviews, tho
facility failed to ensure that Incidents or unugug!
ecqurrances that have or could thresten the
health, agfety or welfare of the residents were
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| reported as required for 75% of facility residents
| (Resident #1, Resident #2 and Resident #3).
i

' The findings are;

‘ A. On 6/23/09 during review of facility records,

‘ the following documentation was on file at the
facility:

-An undated Skin Monitoring sheet for Resident

\ impaired resident attempted to walk unassisted.

; No documentation was availabie as to whether

| there was medical follow-Up for this resident
subsequent to this, a determination as to

‘ whether a facility investigation was conducted,
any facility action subsequent to this incident

; B. On 6/23/09 during review of facility records,
" the following documentation was on file at the
\ facility:
| -A Skin Monitoring sheet dated 05/06/02 at 3:00
| AM for Resident #1, comments noted that
. Resident #1 "she got to use the betrom and she
fall at [sic] bet". Under Action Taken: caregiver
| documented that she "she ask [sic] if she ok,
i she [sic] ok [sic] | hep to get up." No
- documentation was available as to whether there
| was medical follow-up for this resident
. subsequent to this, a determination as to
| whether a facility investigation was conducted,
i any facility action subsequent to this incident
' Review of Department of Health Incident
Reporting system database on 6/23/09 and
| again on 7/22/09 revealed that none of that
| information was logged into the database
\ | showing that it had been reported, investigated
|

| or followed up on.
| -A Skin Monitoring sheet dated 06/04/09 at 11:30

AM for Resident #1, comments noted that
Resident #1 [sic] "try to use the batrom ba she
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feall bihay ta [sic] she open he (her) head". No
documentation was available any facility action
subsequent to this incident. Review of
Department of Health Incident Reporting system
database on 6/23/09 and again on 7/22/09
revealed that ncne of that information was

| logged into the database showing that it had
been reported, investigated or followed up on.

-A Skin Monitoring sheet dated 06/05/09 at 12:30
PM for Resident #1, comments noted that
Resident #1 "she walk to the bathrom and she
fall an te shower." Under Action Taken:;

. caregiver documented that she "forget to call
hospes". "l try to pek up bat | ask if she fieol ok."
No documentation was available as to whether
there was medical follow-up fer this resident
subsequent to this, a determination as to
whether a facility investigation was conducted,
any facility action subsequent to this incident
Review of Department of Health Incident

i Reporting system database revealed that none
of that information was logged into the database
on 6/23/09 and again on 7/22/09 showing that it
had been reported, investigated or followed up
on.

, C. On 6/23/09 during review of Incident Reports

- on this facility, incident report noted that in mid
April 2009 during a visit to the facilty, Resident

| #2 was noted to have sustained a fracture of the

i+ left middie finger with unkown etiology. On
6/30/09 at 1:20 PM during Anonymous interview
#12 interviewee states that during the process of

| caring for Resident #2 at this facility, it was

~ discovered that Resident #2 had sustained a

| fracture of her left middle finger with unknown

' etiology. On 07/07/09 at 10:40 AM during a

‘ phone interview with Anonymous interviewee #8,
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interviewee states that she saw that Resident
‘ #2's hand was 'black’. Interviewee reports that it
. was later discovered that Resident #2 had had
an X-Ray that indicated a fractured finger. No
documentation was available as to whether a
- facility investigation was conducted regarding
this incident, or whether any facility action was
taken subsequent to this incident. Review of
Department of Health Incident Reporting system
database on 6/23/09 and again on 7/22/09
' revealed that none of that information was
. logged into the database showing that it had
been reported, investigated or followed up on.

D. On 07/07/09 at 10:53 AM during interview
with Department of Health Incident Management
Staff, it was noted that there were no incident
reports, late (past 24 hour required time frame)
reports, facility investigation reports or follow up
reports on the Department of Health database

| for any of the incidents involving Residents #1,

#2 and #3.

A36! 7 NMAC 8.2.36 MEDICATIONS

‘ 7.8.2.36
| administered or staff assistance with medications
provided and documented in accordance with

| state and federal laws.

‘ A. Licensed health care professionals are

~responsibie for the administration of medications.
B. Facility staff may assist a resident with

medications if written consent by the resident is

given to the director of the facility or their

designee. If the resident is incapable of giving

consent, the resident's guardian, treatment

‘ guardian or surrogate decision maker named in

- accordance with New Mexico law may give

‘ written consent for the assistance with

MEDICATIONS: Medications will be '
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‘ medications. All staff assisting with medications . 1Caj'1c> N @ HQ @C{
| shall have successfully completed an approved ( a}h
. assistance with medication training program or ‘ : WQCJICA’%[ I‘?};Eﬂ%z .

| be licensed by the State of New Mexico to \

" administer medications. ! 1S > G Aon
‘ C. No medications, including over the ‘ NU LS ;3 h-l—\
NN

+ counter medications, PRN (when needed)
| medications, or treatment shall be started, | 3 aU.PF Wl” b@,
changed or discontinued by the facility without an
‘ order by the physician and entry into the ‘ P)(D PW p}] ] F , |
resident's record. CjDCD rg_h YY%)F
| D. The facility must have on the premises, m Z lne l
! medication reference material that contains ‘ Hns}ru - —*D I I

‘ information relating to drug interactions and ‘ F .
Eiling, copined ’PU

side-effects.
shall not be used for another resident. ‘ ' QY rQCO

E. Medications prescribed for one resident

! F. The facility shall have a Medication - ‘

! Administration Record (MAR) documenting | ' {Sor‘“@) m
medications administered to residents, including C F‘
over-the-counter medications. This ‘ Nl ]. l re‘]'rajn]

. documentation shall include: ,
| (1)  Name of resident. | |Of\ p] WV\CL ‘]'0 va
| (2) Date started. ,
‘ {3) Drug product name. ‘ ‘ an m
{4) Dosage and form, ‘
; {5) Strength of drug. ‘ Q.Va-l lQ _}D
‘- {6) Route of administration (e.g. "by
‘ mouth"). | O/\Jn@)f CO
: (7) How often medication is to be taken.
| (8) Time taken and staff initials. | SUN oN & l(oloq
(9) Dates when the medication is . % C)f\ 1-51},
‘ discontinued or changed. |
(10} The name and initials of all staff ’ O/Y(l d ' Ou ) ] n

I administering medications. |

; G. Any medications removed from the w b

\ pharmacy container or blister pack must be | M l] | e Yeorlmg
given immediately and documented by the |
person assisting. ‘ pww Oof- a_)n

_‘ H. PRN Medications: The use of PRN '

I medications must be closely monitored and | ‘ W\CQ, Mal,@ndj
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| o | S DOLCJ(; N A, F\é )
e o oe oncne | inohx Hon are dapsal
g conditions: \ 1A, Ca):n

‘ {1} The resident is capable of

determining when the medication is needed. \ OT- i g h@u l’lew X
‘ {2} The resident's physician has YCUY\@ émd asn
provided detailed instructions to the pharmacy | oy WhenNey

i regarding the administering of the medication. i
‘ The physicians instruction for a PRN medication ®| jhr Mﬁ H’\ch @ lﬂtpﬂ)
shall include: N5
{a} Symptoms that might indicate the ‘ “}Ull )”QC‘E’/I% U n li);l ﬁH’\]
] rg»@ x

use of the medication.
‘ {b} Exact dosage to be used. ‘ SL/
|ﬂdrlon \/\)CU’D uF ﬁ%abuam
{d) Directions as to what to do if the pcoﬁ\ NQ,)d' )’YCUI'.\ WY 8 L¢ 001
symptoms persist.

{c) The exact amount of medication to
(e) Possible interactions or side-effects \ f“"L |6}O£ﬁ Aot h’a,l Y\‘&d w}

be used in a 24 hour period. ‘
‘ that might occur. =

«

. {fy Manufacturer's label information for ‘ bkﬂﬁ a_)] ‘Q/Y_ﬂ/’f 1o OU' njlﬁcr‘
dlreCtIOnS if deemed adequate by the physician. 61@10/“ %)rk

| . The facility must report all medication | 1 QCL ‘
errors to the physician. ‘ A O )/] £) 5,

i J.  The facility shall develop and follow a
written policy for unused, outdated, or recalled

| = ‘SleP h&b dl proper
medications being kept in the fac:lhty

|

| f
| [7-1-64, 9-15-70, 7019074, 9-24-76, 7-11-86, Q}”f/\b)’)& en File
1-11-90, 47-97; 7.8.2.36 NMAC - Rn, 7 NMAC |
‘8.2.36, 8-31-00] | PQ }ﬂ?rc -

This Requirement is not met as evidenced by:
_Refer to 7.8.2.36(F)(8) - Medication
| Administration Record | )Q@. r@ }'rOU n YQCCDV

- -

| Based on record review and interview, the facility | . |C:k“I UnU ) O ( K , oy /L

. failed to ensure that the Medication | ' |Or“ YEC 2ul Nl i O Oh
| Administration Record (MAR) was signed for , D-l % .
\ each medication given to residents for 2 of 4 r N @\@ am ﬂueﬁ,
' residents (Resident #2 and Resident #4). | n l D)’] |
\‘ The findings are: I‘ '

i |

" A. On 06/23/09 during review of administrative '
| records, it was noted that the MAR for February | |

|
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| 2009 was not initialed for a dose of Methadone WtW‘dC d AUC_;L*JW ‘
on February 19, 2009 prescribed to Resident #2 U) )/KV)’YYIC . n }Eﬂb 1
- scheduled for 6:00 PM and no MAR ' .
documentation as to why. M D ]’Ué M i
| On 06123/09 during review of administrative \ L1¢1 %k:}1[)¥1 f()ﬂyéi 913 n ,{ ne
records, it was noted that the MAR for February f, <)
2009 was not initialed for the following | INc. DCD)/ 5}?’
medications prescribed for Resident #4: no ‘ ] ) DC L :
" initials for AM dose of Lexapro on February 10, | ‘ V\” C/h l‘@
2009 and no MAR documentation as to why, no oo E@r a\(ﬁ: = f
initials for AM dose of Hydralazine on February | ln; )
10, 2009 no MAR documentation as to why, no D/B anNe
initials for PM dose of Hydralazine on February )/] mﬁ»
25, 2009 with no MAR documentation as to why,
no initials for 2 PM doses of Atenolol on February 5W \’\91 N )96 l”(;}mp’&]
- 12, 2009 and February 25 with no MAR %—C 1 ‘
| documentation as to why, no initials for AM dose Y@&C O) I\ ~)— «P '?r@
of Isosorbide Mononitrate on February 10, 2009 Sm Q}/ H/Ql
i no MAR documentation as to why, no initials for /YC UJ}‘]
AM dose of Clonidine on February 10, 2009 no M&l @
MAR documentation as to why. ‘ O Y\ ]Oh D r
Sl F Wi I be nsYocka
B. On 7/22/09 during interview with the Owner, ‘ J ﬂé ‘ U
she acknowledged the documentation X p ] ) O—)c ]
' discrepancy and stated that she would ' b 1 LI DIDM%
appropriately address the issue. | ?)
| B (wner wil) addvess Y
AB6 7 NMAC 8.2.66 RELATED REGULATIONS AND ~ A66
' CODES ‘ Wih JJafPamd )@r\e
7.8.266 RELATED REGULATIONS AND "ﬂf\Q lmﬂiﬂ/ TL/.!Q/ Cb

CODES: Adult residential care facilities subject

‘ to these regulations are also subject to other
regulations, codes and standards as the same

| may, from time to time, be amended as follows;

| A. Health Facility Licensure Fees and
Procedures, New Mexico Department of Health 7 °

- NMAC 1.7 (10-31-96).
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‘ B. Health Facility Sanctions and Civil
Monetary Penailties, New Mexico Department of

I Health, 7 NMAC 1.8 {10-31-96).

| C. Adjudicatory Hearings, New Mexico

| Department of Health, 7 NMAC 1.2 (2-1-96).
[9-24-76, 7-11-86, 1-11-9Q, 4-7-97; 7.8.2.66
NMAC - Rn, 7 NMAC 8.2.66, 8-31-00]

i This Requirement is not met as evidenced by:

. Refer to NMAC 7.1.9.8 - Caregivers Criminal

| History Screening Requirements (Effective

I January 1, 2006) - All applicants to whom an

" offer of employment is made must consent to a
nationwide and/or statewide screening.

' Based on record review and interview, the facility
_ failed to have documentation that direct care

i staff had been cleared through the New Mexico

' Caregivers' Criminal History Screening Program
i (CCHSP) for 1 direct care staff (Employee #1).

The findings are:

\ A. On 6/23/09 at 11:00 AM during review of
employee records, it was noted that one (1) _
direct care staff did not have on file a CCHS ‘
screening on file subsequent to hire within the
required timeframes or documentation of a full or
\ partial Caregivers Criminal History Screening ‘
. (CCHSP) clearance addressed to the facility
| conducted subsequent to hire within the required ‘
tlmeframes ‘

B. On 7/22/09 at 2:00 PM during an interview
© with the Owner, she acknowledged the matter
' and stated that she would address the matter.
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