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A 000 Initial Comments A 000y 7.8.2.42 Maintenance
im0 42 of Building &
A Complaint investigation was completed for o9 5% Grounds
intake #NMO0028398 for NMAC 7.8.2 reguiations
governing Assisted Living facilities.
#1 The violations
The Complaint was Unsubstantiated. pertaining to the
Deficiencies are cited in the body of this report. cleanliness of the
carpets was
A 042 7 NMAC 8.2.42 Maintenance of Building and A D42 corrected by having
Grounds ] the carpet
professionally
MAINTENANCE OF BUILDING AND GROUNDS: shampeoed.

The building(s) shall be maintained in good repair
at all times. Such maintenance shall include, but
is not limited to, the following areas:

A. Storage areas/grounds. Storage areas and
grounds shall be maintained in a safe, sanitary
and presentable condition at all times. Storage
areas and grounds shall be kept free from
accumulation of refuse, weeds, discarded
furniture, old newspapers or other items that
create a fire hazard.

B. Floors. Floors shall be maintained stable, firm
and free of tripping hazards.

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

This REQUIREMENT is not met as evidenced
by: :

Based on observation and interview the facility
failed to ensure a sanitary and presentable
flooring condition. The findings are:

A. On 03/05/2012 at 3:00 PM cbservation of two
carpeted double occupancy (shared) rooms, it
was noted that the smell of urine was strong and
there were dark puddles where urine accidents
appeared to have previously occurred.

/)

#2 The faciiity will
monitor fo ensure
regularly monthly

rooms.

#3 The corrective

on 3/12 and has
already had April's

cleaning done on
4/16.
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again by scheduling
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Continued From page 1

B. On 03/05/2012 at 3:00 PM interview with the
house manager, interview revealed that the
facility was aware of the urine smell penetrating
the carpet and mentioned that the carpet was
emitting odors.
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