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Initial Comments

Complaint investigations were completed for
intakes NM00029300 and NM29305 on (7/03/14
for the state requirements of 7 NMAC 8.2,
Regulaticns for Assisted Living. The

Complaint 29300 was unsubstantiated with no
deficiencies cited as a result of the investigation.
Complaint 29305 was substantiated with no
deficiencies cited as a result of the investigation,
Deficiencies were cited as a result of
observations, record reviews, and interviews
during the investigations.

7 NMAC B.2.21 Resident Records

RESIDENT RECORDS:

A. Record contents. A record for each resident
shall be maintalned in accordance with the
specific requirements of this section. Entries in
each resident's record shali be legible, dated and
authenticated by the signature of the person
making the entry. Resident records shall be
readily available on site and organized utilizing a
table of contents. Each resident record shall
include:

(1) the admission agreement recprds, as set forth
in 7.8.2.20 NMAC;

(2) the resident evaluation form, that is to be
completed within fifteen {15) days prior to
admisslon and updated at a minimum of every six
(6) months;

(3} the current ISP, that is to be completed within
ten (10) calendar days of admission and updated
at a minimum of every six (6) months;

{4) the physicai examination report; the physical
examination report shall have been completed
within the past six (6) months, by a primary care
physician, a nurse practitioner or a physician 's
assistant and shall be on file in the resident ' s
record within ten (10) days of admission;
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(5) personal and demographic information for the
resident, to include:

(a) current names, addresses, relationship and
phone numbers of family members, or surrogate
decision makers updated as necessary;

(b) resident's name;

(c) age;

(d) recent photograph;

(e) marital status;

(f) date of birth;

(9) sex;

(h) address prior to admission;

(i) religion {opticnal);

(i) personal physician;

(k) dentist;

(!} social history;

(m) surrogate decision maker or other emergency
coniact person;

(n} language spoken and understood;

(0) legal documentation relevant to commitment
or guardianship status;

(p) current medications list; and

(q) required diet;

(8} unless included in the admission agreement,
a separate written agreement between the facility
and the resident relating to the resident's funds,
in accordance with the facility's policy and
procedures;

(7) entries by direct care staff, appropriate health
care professionals and others authorized to care
for the resident; entries shall be dated and signed
by the person making the entry and shall include
significant information related to the 15P;

(8) entries that provide a written account of all
accidents, injuries, illnesses, medical and dental
appointments, any problems or improvements
observed in the resident, any condition that would
indicate a need for alternative placement or
medical attention and entries reflecting
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appropriate follow-up; the maintenance of such
written documentation in the resident record may
be by copy of an incident or accident report, if the
original incident or accident report is maintained
elsewhere by the facility;

{9) the medication assistance record (MAR); the
MAR is the document that details the resident's
medication; the MAR shall include all of the
information pursuant to Subsection G of 7.8.2.35
NMAC of this rule;

(10} progress notes completed by any contract
agency {e.g., hospice, home health); the progress
notes shall include the date, time and type of
health services provided;

(11) copies of all completed and signed transfer
forms from the accepting facility when a resident
is transferred to a hospital or another health care
facility and when the resident Is transferred back
to the facility; and

{12) upon the death or transfer of a resident,
documentation of the disposition of the resident's
personal effects and money or valuables that are
deposited with the assisted living facility.

B. Resident records maintenance.

{1) Current resident records shall be maintained
on-site and stored in an organized, accessible
and permanent manner,

{2) The facility shall establish a policy to maintain
and ensure the confidentiality of resident records,
including the authorized release of information
from the resident records.

(3) Non-current resident records shall be
maintained by the facility against loss, destruction
and uhauthorized use for a period of not less than
five (5} years from the date of discharge and
readily available within twenty-four (24) hours of
request,

{4) There shall be a policy and procedure in place
for record retention in the event of facility closure.
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This REQUIREMENT is not met as evidenced \O
by: and Sl7|f\»t/>— "l g
Refer to 7.8.2.21 B. {1) -
L3V i ’h‘-"—e"""j '
Based on record review and interview the facility V J _
failed to maintain current resident records on-site — i ‘(ULS F#T'e} ADL
and accessible for 2 of 2 (#1 and #2) resident Faﬁ/\l l “j
charts reviewed. This deficient practice could /{ # ‘/ P ( / bL/
lead to resident records being unavailable for :&;D‘L Net 1
investigation and did impede 2 investigations. Uniern [ ¢ 4427
The findings are: AV A /4 778 Vd 7 g
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A.  On 07/01/14 at 1:00 pm, the facility's V];{‘th %Y
Communication Logs with entries from direct care A7 A (oo
staff in reference to resident daily activities was i +he Yo
requested for Residents #1 and #2. At the time u{’l U1 ,|L ’gg
of exit on 07/03/14 at 9:20 am, these documents in J :.l ‘ [ A .
had not been provided. 7
B. Atthe exit interview on 07/03/14 at 9:20 am,
the House Manager acknowledged she had been
unsble to locate the Communication Logs
requested for Residents #1 and #2.
A033 7 NMAC 8.2.33 Resident Rights A033

RESIDENT RIGHTS: All licensed facilities shall
understand, protect and respeact the rights of all
residents.

A. Prior to admission to a facility, a resident and
legal representative shall be given a written
description of the legal rights of the resident,
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translated into another languags, if necessary, to
meet the resident' s understanding.

B. If the resident has no legal representative and
is incapable of understanding his or her legal
rights, a written copy of the resident’s legal rights
shall be pravided to the most significant
responsible party in the following order:

(1) the resident's spouse;

(2) significant other;

(3) any of the resident's adult children;

(4) the resident's parents;

(5) any relative the resident has lived with for six
or more months before admission;

(6} a persen who has been caring for, or paying
benefits on behalf of the resident:

{7) a placing agency;

(8) resident advocate; or

(9) the ombudsman.

C. The resident rights shall be posted in a
conspicuous public place In the facility and shall
include the telephone numbers for the incident
management hotline and for the state
ombudsman program.

D. To protect resident rights, the facility shall:

(1) treat all residents with courtesy, respect,
dignity and compassion;

(2) not discriminate in admission or services
based on gender, sexual orientation, resident’s
age, race, religion, physical or mental disability, or
nationality;

(3) provide residents written information about all
services provided by the facility and their costs
and give advance written notice of any changes;
{4} provide residents with a safe and sanitary
living environment;

(5) provide humane care for all residents;

(6) provide the right to privacy, including privacy
during medical examinations, consultations and
treatment;
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{7) protect the confidentiality of the resident ' s
medical record;

(B} protect the right to personal privacy, including
privacy in personal hygiene; privacy during visits
with a spouse, family member or other visitor;
and privacy in the resident's own room;

(9) protect the right to communicate privately and
freely with any person, including private
telephone conversations and private
correspondence; and the right to receive visits
from famlly, friends, lawyers, ombudsmen and
community organizations,;

{10) prohibit the use of any and all physica! and
chemical restraints;

(11) ensure that residents:

(a) are free from physical and emotional abuse
neglect and misappropriation/or exploitation;

(b) are free from financial abuse and
misappropriation by facility staff or management;
{c) are free to participate in religious, soclal,
community and other activities and freely
associate with persons in and out of the facility;
(d) are free to leave the facility and return without
unreasonable restriction;

(e) are given a fifteen (15) cafendar day, written
notice before room transfers or discharge from
the facility unless there is immediate danger to
self or others in the facility;

(f) have an environment that fosters social
interaction and avoids social isolation;

(g) or their surrogate decision makers, are
informed of and consent to the services provided
by the facility;

(h) have the right to voice grievances to the
facility staff, public officials, the ombudsmen, any
state agency, or any other person, without fear of
reprisal or retaliation;

(1) have the right to have their complaints
addressed within fourteen (14) calendar days or

Division of Health Improvement

STATE FORM

RILN11

If continuation shaet 8 of 11




PRINTED: 10/14/2014

FORM APPROVED
Division of Health Improvement
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A, BUILDING: COMPLETED
C
2183 B. WING 07/03/2014
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GOPE
6336 ENCHANTED HILLS BLVD
BEEHIVE HOMES OF ENCHANTED HILLS
RIO RANCHO, NM 87144
() I SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A033| Continued From page 6 AD33
sooner;

() have the right to participate in the development
of their care plan/ISP;

{k) have the right to choose a doctor, pharmacist
and other health care provider(s);

() have the right to participate in medical
treatment decisions and formulate advance
directives such as living wills and powers of
attorney;

(m) have the right to keep and use personal
possessions without loss or damage;

{n) have the right to manage and control their
personal finances;

{0} have the right to freely organize and
participate in a resident association that may
recommend changes in the facility's policies,
services and management;

(p) shall not be required to work for the faciity;
and

(q) are protected from unjustified room transfers
or discharge.

E. The resident's rights shall not be restricted
unless this restriction is for the health and safety
of the resident, agreed to by the resident or the
resident ' s surrogate decision maker and
outlined in the resident ' s individual service plan.
[7.8.2.33 NMAC - Rp, 7.8.2.34 NMAC,
01/15/2010]

This REQUIREMENT is not met as evidenced
by:
Refer to 7.8.2.33 D. (4)

Based on observation and interview the facility
failed to store used bio-hazatds In a safe and
sanitary manner for the health and safety of the
14 facility residents (#1 through #14). This
deficient practice could lead to residents being
exposed to hazardous materials. The findings
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A. During a tour of the facility on 07/03/14 at - ) Jd
8:55 am, a bio-hazard container was observed in 3\1;»( (,A {nm “a %‘Dl‘]ﬂm(
the office/medication room by the medication cart i . ’h/\ \ 2
with a broken lid that did not latch securely. The G) nhamer L ¢ °(

container had exposed used syringes and the

room was accessible to all residents, sfaff, and \ L
Lteee S 3 o 'k Theene

visitors to the facility as the room was unattended

with the door standing open. LS MUAI ( A (’Wt (o ,i “
B. {nthe exit interview with the House Manager
on 07/03/14 at 9:20 am, she acknowledged the (Nl [l ?YA-JML + G\C&Q‘SS
used syringes were accessible fo all residents, : 19
staff, and visitors to the facility 4o Suz £ ey -
A034) 7 NMAC 8.2.34 Custodial Drug Permits A 034 [es L__J_(,.,t Ay an 4 Vise {“’/S

(2) or more residents that is licensed pursuant to
this rule and that asslsts with self-administration
or safeguards medications for residents shall
have a current custodial drug permit issued by
the state board of pharmacy.

A. Procurement, labeling 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 compartment or
in a locked room, as approved by the hoard of
pharmacy and the key shall be in the care of the
administrator or designee.

{2) Internal medication shall be kept separate
from external medications. Drugs to be taken by

CUSTODIAL DRUG PERMITS: A facility with two ‘f‘b -‘—‘lg(f_. pq_r_\ l i LV .
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mouth shall be separated from all other delivery
forms.

(3) A separate, locked refrigerator shall be
provided by the facility for medications. The
refrigerator temperature shall be kept in
compliance with the state board of pharmacy
requirements for medications,

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

(5} A resident may be permitted to keep his or her
own medication in a locked compartment in his or
her room for setf-administration, if the physician's
crder deems it appropriate.

{6) The facility shall not require the residents to
purchase medications from any particular
pharmacy.

(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) 99,
(8) A proof of use record shall be maintained
separately for each schedule 1l through IV drug
{controlled substances). The proof of use shest
shall document:

{a) the type and strength of the schedule Il
through |V drugs;

(b} the date and time staff assisted with
self-administration;

(c) the resident ' s nams;

(d) the prescriber ' s name;,

(e) the dose;

(F) the signature of the person assisting with
delivery of the medication; and

{g) the balance of medication remaining.

{9) Any remaining medication discontinued by a
physician ' s order, or upon discharge or death of
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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 consulting
pharmagcist in accordance with 16.19.11.10
NMAC.

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

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

(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 shall be
reported to the administrator of the facility and
these irregularities shall be resolved by the
administrator within seventy-two {72) hours.

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

{3) Consultation shall be 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 psychotroplc medications.
(4) The consulting pharmacist will be responsibie
for assuring that the facility meets all
requirements for storage, labeling, destruction
and documentation of medications as required by
the state board of pharmacy, 16.19.11.10 NMAC
and 7.8.2 NMAC.

[7.8.2.34 NMAC - Rp, 7.8.2.35 NMAC,
01/15/2010]
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This REQUIREMENT is not met as evidenced
by:
Refar to 7.8.2.34 A. (7)

Based on observation and interview the facllity
failed fo store oxygen bottles in a safe manner for
the health and safety of the 14 facility residents
(#1 through #14). This deficient practice could
lead to health and safety of the residents being
compromised should the bottles fall and become
damaged and start leaking. The findings are:

A, During a four of the facility on 07/03/14 at
B:55 am, 6 oxygen bottles were observed in
resident room #2 and 5 oxygen botiles were
observed in resident room 14 and none of the 11
bottles were in racks or secured as required.
They were all free standing with nothing to secure
them. The oxygen boltles were accessible to all
residents, staff, and visitors to the facility.

B. Inthe exit interview with the House Manager
on 07/03/14 at 9:20 am, she acknowledged that
none of the 11 oxygen bottles were In racks or
secured as required.
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