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7 NMAC 8.2.26 Resident Assessment

7.8.226  RESIDENT ASSESSMENT:
A. Aresident assessment to determine level
of function and if the client's needs can be met 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
a baseline in the resident's functionai status and
thereafter, identify resident changes through
pericdic 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) Communicaticn/hearing patterns.
(3) Vision patterns.
(4) Physical functioning and structural
problems.
(5) Continence.
{6) Psycho social well-being.
{7} Mood and behavior patterns.
{8) Activity pursuit patterns.
9} Disease diaghoses.
10) Health conditicns.
11} Oral/nutritional status.
2} Oral/dental status.
3) Skin conditions.
4) Medication use.
5) Special treatment and procedures.

D. The resident admission assessment, the
physical exam report, and the obhservation and
evaluation of staff with regards to the needs will
be used to develop the individual service plan, if
needed. If the resident assessment does not
indicate a need for an individual service plan,
then an individual service plan is not required.
However, an individual service plan must be

,&Aze“fg o wntl easere ll
agfd:‘p, MSe«;sMﬂ-\-f-aw— u(’dc -d
to cobflecd —"-of{'u'(;e.
c}%ﬂ-‘"ﬂ:& /G‘ha’ ca"fo’
v(‘o’ﬁ"l-w) ‘l‘.”e G J(a( "\en |-“\
C'L\andér.

Division of Health Improvement Z

LABORATORY DIREGTOR'S OR PROVIDER/SUPPLTER REPRESENTATIVE'S SIGNATURE Quare “ﬂzm Jar -_’)fi , 2012

TITLE (X8) DATE

STATE FORM

8898 PIWF11 ¥ continuation sheet 1 of 6

FCRIGINAL



Division of Health Improvement

PRINTED: 01/30/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

5855

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

(%3) DATE SURVEY
COMPLETED

02/15/2010

NAME OF PROVIDER OR SUPPLIER

GRACE ADULT CARE HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

7100 CARRIAGE ROAD NE
ALBUQUERQUE, NM 87109

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

(EACGH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION (x5)
COMPLETE
DATE

DEFICIENCY)

A26

A35

Continued From page 1

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:

Refer to 7.8.2.26 - Resident Assessment

Based on record review and interview, the facility
failed to ensure that the 6 month assessment
accurately reflected the resident's current service
level for 1 facility resident. The findings are;

A. On 2/15/2010 during review of resident charts,
it was noted in resident assessment dated
2/3/2010 for Resident #4 and signed by the
contracted nurse that this resident was currently
receiving services from a hospice nursing
agency.

B. On 2/15/2010 during inferview with Staff #1,
he stated that Resident #4 was not currently
receiving hospice nursing services and that the
assessment contained incorrect information.

7 NMAC 8.2.35 Custedial Drug Permit

7.8.2.35 CUSTODRIAL DRUG PERMIT: Any
facility licensed pursuant to these regulations who
supervises the administration, self-administration,
or safeguards medications for residents, must
have a current custodial drug permit issued by
the State Board of Pharmacy. EXCEPTION:
Adult residential care facilities with one (1)
resident are not required te have a custodial drug
permit.

A. PROCUREMENT, LABELING, AND
STORAGE: The facility shall provide assistance
fo the resident in obtaining the necessary
medications, treatment and medical supplies as
required by the individual or specified by the

A26

A35

oN

Al
e

Lock nas (Qf[av(_d_c}

‘ﬁj‘?—- w;” ff/a-c*{ a.w,_/
'@ﬁd,’l'j /och_ tmmaJ;m{‘?

s 'a QC) ')‘Ci!i L, Clt’S'@-{-,

tro Etore.

Division of Health Improvement
STATE FORM

6809

PIWF11

If continuation sheet 2 of 6

'%REGINAL




Division of Health Improvement

PRINTED: 01/30/2012
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORREGTION IDENTIFICATION NUMBER:

5855

{X2) MULTIPLE CONSTRUGTION (X8) DATE SURVEY
COMPLETED
A BUILDING

B. WING

02/15/2010

NAME OF PROVIDER OR SUPPLIER

GRACE ADULT CARE HOME

STREET ADDRESS, CITY, STATE, 2IP CODE

7100 CARRIAGE ROAD NE
ALBUQUERQUE, NM 87109

(X4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION X5
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

A35

Continued From page 2

individual's health care plan. The facility shall
procure, [abel, and store medications for
residents in a manner which shall be in
compliance with state and federal laws.

{1}  All medications, including
non-prescription drugs, will be stored in a locked
compartment or in a locked room, as approved
by the Board of Pharmacy, and the key will be in
the care of the director or designee.

(2) Internal medication must be kept
separate from external medications. Drugs to be
taken by mouth will be separated from all other
dosage forms.

(3) A separate locked compartment will
be available in the refrigerator for those items
labeled "keep in refrigerator.” The refrigerator
temperature will be kept between thirty-five (35)
and forty-five (45) degrees Fahrenheit, A
thermometer is required to be kept in the
refrigerator.

{4} All medications, including
non-prescription medications, must be stored in
separate compartments for each resident and all
medications will be labeled with the residents'
names.

(5) Aresident may be permitted to keep
his/her own medication in a secure place in
his/her room for self-administration if the
physician's report has deemed it appropriate that
the resident do so.

(6) The facility may not require the
resident to purchase prescriptions from any
particular pharmacy.

{(7) Medical gases (oxygen) and
equipment used for the administration of
inhalation therapy and for resuscitative purposes
must comply with National Fire Protection
Association (NFPA) 99.

B. CONSULTING PHARMACIST: The
facility shall maintain records demonstrating the
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consulting pharmacist provides the following:

(1) Reviews the medication regimen as
needed, but at least quarterly {every three {3)
months), to determine that all medications and
records are accurate and current. All
irregularities must be reported to the Director of
the facility and these irregularities must be acted
upon.

{2) A system of records of receipt and
disposition of all drugs in sufficient detail to
enable an accurate reconciliation.

{3} Consultation is provided on all
aspects of pharmacy services in the facility,
including reference information regarding side
effects and, when needed, physician consultation
in cases involving the use of psychotropic
medications.

[7-1-64, 9-15-70, 7-19-74, 9-24-76, 7-11-86,
1-11-90, 4-7-97; 7.8.2.35 NMAC - Rn, 7 NMAC
8.2.35, 8-31-00]

This REQUIREMENT is not met as evidenced
by :

Refer to 7.8.2.35A(1) - All medications, including
non-prescription drugs, will be stored in a locked
compartment or in a locked room, as approved by
the Board of Pharmacy, and the key will be in the
care of the director or designee.

Based on observation and interview, the facility
failed to ensure that medications were stored in a
locked room. The findings are:

A. On 2/15{2010 during initiai four of the facility
and throughout the course of the survey, a male
resident was seen wandering throughout the
facility. Chart review revealed that this resident
had a diagnosis of Alzheimer's Dementia.

B. On 2/15/2010 during a tour of the medication
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area, it was noted that the lock on the door was

not functioning.

C. On 2/15/2010 during interview with Staff #1,

he confirmed that the lock on the medication

room door was not functioning.

i i
A43l 7 NMAC 8.2.43 Maintenance of Building & A43 ?l AC»—Z«) a I M.k A f‘)

Grounds

7.8243  MAINTENANCE OF BUILDING AND
GROUNDS: The building{s) must be maintained
in good repair at all times. Such maintenance
shall include, but is not limited to, the following:

A. All electrical, fire protection signaling,
mechanical, telephone, water supply, heating, fire
protection, and sewage disposal systems
maintained in a safe and functioning condition,
including regular inspections of these systems,
{as applicable).

B. The building, furniture and furnishings,
storage areas, and grounds of the facility must be
maintained in a safe, sanitary, and presentable
condition at all times. .

C. Storage areas must be kept free from
accumulation of refuse, discarded furniture, old
newspapers, that create a fire hazard.

D. Floors shall be maintained stable, firm,
slip-resistant and free of tripping hazards.
[7-1-84, 9-15-70, 9-24-78, 7-11-86, 4-7-97;
7.8.243 NMAC - Rn, 7 NMAC 8.2.43, 8-31-00]
This REQUIREMENT is not met as evidenced
by:

Refer to 7.8.2.43B - The building, furniture and
furnishings, storage areas, and grounds of the
facility must be maintained in a safe, sanitary,
and presentable condition at all times.

Based on ohservation and interview, the facility
failed to ensure that the furnace area was secure.
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The findings are:
A. On 2/15/2010 during initial tour of the facility
and throughout the course of the survey, a male
resident was seen wandering throughout the
facility. Chart review revealed that this resident
had a diaghosis of Alzheimer's Dementia.
B. On 2/15/2010 during a tour of the furnace
closet, it was noted that it was unlocked and that
a "Snuggie" blanket had been "hidden" in that
closet by cne of the residents.
C. On 2/15/2010 during interview with Staff #1,
he confirmed that there was no lock on the the
furnace door to secure it during the fime of the
observation.
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