PRINTED: 01/03/2008

FORM APPROVED
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
B. WING
2119 01/03/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8505 RANCHO SANTA FE PLACE NE
X4 1D | SUMMARY STATEMENT OF DEFICIENCIES [ ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
A17! 7 NMAC 8.2.17 PERSONNEL A17 dhe following Respenseand
. Plan o r Gn L
‘ 7.82.17  PERSONNEL: The adult residential ot Flofrection dnnowoe
 care facility must have and implement written Stitutes admission that
personnel policies. The personnel policies must Bucnay: Sta San; of Care Delieve
| address the following: “ane depcioat :
\ A. Qualifications for all professional and Wit respond 'ﬂp}_f’(_ro‘lc: ' ?: |Si ‘f:tod
| non-professional disciplines. the dof ¢ precrely
B. Staff conduct which must foster resident icrences hisred,
safety and well-being and must not be detrimental J-ﬁ ANC Staffteann, ™M
' to resident care. W Facity oF . Yraine.
C. Staff training, appropriate to staff and o, PPOYFEHQFE Wil be Yta .ed
responsibilities, including, at a minimum, an Wrlh 119 Qoecnumenitation
. orientation and an on-going, but at least annual, 9& F'. , Q_“-V‘l"ctble WNthe employee
] program which includes: Fire Safety, First Aid, % o"‘i ‘dieddiony ot e ng has
! Safe Food Handling practices, Confidentiality of D (frz“"ﬁd 10The Follexy: ng requ; p:d
Records and Resident information, Infection * \,\ P ;‘Ssq-p + '
Control, Resident Rights, Reporting 0 First Ald Y
Requirements for Abuse, Neglect, and Sag o T . i
Exploitation, Transportation Safety for Assisting Conk, di?\?-.:\.q :d hn9 Piactices
i residents and operating vehicles to transport and 1aee ,-mc'd_' ; O“f\ “F Cesicent ron:rdsT
residents and Providing Quality Resident Care P\f"“jﬂ Tion onteot Einciud ]
! based on current resident needs. R“j?“—\"' IS And {imen :“‘Q 111G v versnt
D. Employee personne! records, including Pfo"‘d\? s Rignrg | rehin 9
an application for employment, TB tests and "y &:"‘ 'Y QualiTy rasidert )
certificates, training records, and personnel a :‘3“ Curment ccsident M_Qde
actions. ﬁ:g? ;v:: Eu:;q“'l ements foe by s '
| [4-7-97; 7.8.2.17 NMAC - Rn & A, 7 NMAC Y CXPleYation . <
8.2.17, 8-31-00] on 5e Tt amPloyee s o b brgned
L ttnuery 1, 200¢ fur e Sakety infact
L;;’l";'ff'al and &nFe_FmQ\‘rnndling % i
: . Current gm (o Yo N .
This REQUIREMENT is not met as evidenced o maacg te oo ITES e Tineq
by: Mﬂﬁqg ki n_;r?-'-"f—*? <N IMT(.nc\Aaqf
ey . . Y9Ement ol niny
Refer to 7.8.2.17(C) - Required Staff Training g:efeti e—c:\: :_'_. ohts and Concidentiality
' TecesrdS., !
Based on record review and interview, the facility At Ne o Niteg W .c Vo dral.aed ' o
failed to ensure training for 100% of facility AN of+he abore Tequiremendts
employees. The findings are: WEhid FwoMeehs of hire ong
: (SN AT TRV Y] '_':5 thereafster, ¢
A. On 1/3/08 at 11:30 AM during review of the PP ropriate staff wal alsobe)
! facility records, it was noted that there was no PA: "éﬁﬁzs_*‘fgsac’:‘g ‘o Oﬁn;; 4
2 4 13 :
Y YT AY: and
Division :fl;%“em -
LABORATORY DIRECTOK. ER/SUPPLIER REPRESENTATIVE'S SIGNATURE p #ﬁ: / %29“5
. 8899

STATE FORM W1R911 | i /1§ ceatinuation sheet 1 of 11

JAN 10 208 .. .

f
il
_’;i/’i

SR &




PRINTED: 01/03/2008

FORM APPROVED
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION w1 IDENTIFICATION NUMBER: 02 COMPLETED
A. BUILDING
B. WING
2119 01/03/2008

NAME OF PROVIDER OR SUPPLIER

BUENA VISTA SENIOR CARE, LLC

STREET ADDRESS, CITY, STATE, ZiP CODE

8505 RANCHO SANTA FE PLACE NE
ALBUQUERQUE, NM 87113

(X4) 1D \ SUMMARY STATEMENT OF DEFICIENCIES | 1D PROVIDER'S PLAN OF CORRECTION I xs)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL { PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG » REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-REFEREgEEI% ITEC')q g%e APPROPRIATE DATE
A17| Continued From page 1 A17 To rransport Cesidents,
. o . D The Qo_c"\'\'fg Manager wii Gheck
evidence of current training in any of the required each employee File Monthly ta
! areas. Monitor premvessg
} - Al StaffF (aservice trainiag
| B. On 1/3/08 at 11:30 AM during interview with SEILA TR Erst add Watbe 10
the administrator, he stated that training in these Comphiance With NG Cequire marg
areas would occur. Tenuory 3L 208, i
1.8:2.41 Building C_onS‘t‘f“uc;‘f"ton
A41\ 7 NMAC 8.2.41 BUILDING CONSTRUCTION A41 Haa Evacuar ion Capabi ity in
! thae evental Fire
7.8.241  BUILDING CONSTRUCTICON: When I FSES (Fire Squ_‘fy EQui.,’qlenC\,
construction of buildings, additions,or alterations Systemy Yormsg nave ke er
to existing b_uildings are r_:ont_emplated,_plans, Ovtained and afe aya (ib( s
code analysis and specifications covering all For completion,
portions of the work shall be submitted to the \ oo
! Licensing Authority for plan review and approval %;ﬁl C:Fl“er?l'\-ia) res: _AQ”*
prior to beginning actual construction. When an Comptg S oW ol a_
addition or alteration is contemplated, plans for Hd FsES det it
the entire facility must also be submitted. 1" 1 N
| EXCEPTION: Adult residential care facilities with then oo kU SixMonthsan
three (3) or fewer residents are not required to reg,d "eeded) ) Dasaden tlg
submit floor plans. Yes: '\ ents Cond itian, A AT TR
! A. Building construction and the fire e TS Wil ee Factorod it the
resistance required shall be based upon the %'hm wPen adm, ss ] M and
capacity of the facility and the residents ability to e "'C’"m}i Y hene apter - he on
evacuate the building, in accordance with the qu(.kc\:h M Scove willkg C:n?.:’;:ﬁe d
Uniform Building Code and NFPA 101 (Life QJ‘:\ ;‘ Lach ety v,
Safety Code). 13 lm: FSE.S,QomPlef e} Porms wiith
| (1) Larger buildings, which are more Seore SIDTY Yol Evacaation
} difficult to evacuate, require more built-in fire €l b Rept . Filed
- protection than smaller buildings. Occupants *‘:‘:“&U wd FeE g l
who are more difficult to evacuate require more ST hiaded jece d.PJU-C'r'C -
built in fire protection than occupants who are N0 L5 2 ooy CCwn |
| easy to evacuate. ompliance \
{2) Evacuation capability, in accordance 1{9-1 > SYaFE anal Fen | l |
with NFPA 101, Fire Safety Equivaiency System 0ty Safe ¢ +f‘? ) -
(FSES), must be determined before proceeding (AB) Stap B Y Training, \
to identify applicable building requirements. o F Fireand é&@xd:«.x
| Evacuation capability is not determined on the ' e .
| basis of that resident who is least capable to o Al EmPlowesn Wiles
evacuate, but rather for the entire facility. ot Bn é'tck—%— ang |

Division of Health Improvement
STATE FORM

W1R911 If continuation sheet 2 of 11




PRINTED: 01/03/2008

(3) Facilities not capable of prompt

i evacuation may not house residents unless the
building is constructed to provide protection to
these residents. All facilities that are rated as
impractical to evacuate shall be protected
throughout by an automatic fire protection

| {sprinkler) system. Facilities that are rated
impractical to evacuate and that do not compily
with the more restrictive building standards may
not continue to care for residents.

(4) NEWLY LICENSED AND/OR
CONSTRUCTED ADULT RESIDENTIAL CARE
FACILITIES: Shall be protected throughout by an
approved, automatic fire protection {sprinkler)
system. EXCEPTION 1. Sprinklers shall not be
required in facilities serving eight (8) or fewer
residents maintaining prompt evacuation
capability.

{5)  CURRENTLY LICENSED
FACILITIES: Any facility currently licensed on the
date these regulations are promulgated and
which provides the services prescribed under
these regulations, but fails to meet all buiiding
requirements, may be granted a variance to
continue to be licensed provided:

(a) The facility was in compliance with
codes and standards at the time of initial
licensure.

{b} Variances granted will not create a
hazard to the health, safsty, or weifare of
residents and staff.

(c) The facility maintains prompt
! evacuation capabilities.

B. Minimum construction requirements shall
be a twenty (20) minute fire resistance rating for
all bearing walls and partitions, floor construction,
| roofs, columns, beams, girders and trusses.
\ C. NUMBER OF STORIES: Facilities may
| be of any number of stories if they comply with
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housed above the street-level unless the facility is

! protected by an approved automatic fire

protection (sprinkler) system.

(3) Three stories or more require the
buiiding to be protected by an approved
automatic fire protection (sprinkler) system.

D. ACCESS TO PERSONS WITH
DISABILITIES: Consultation may be given to
new facilities on access requirements upon
submission of floor plans during the initial
licensing process. With the exception of Adult
Residential Care Facilities with three or fewer
residents, accessibility to persons with disabilities
must be provided in all facilities in accordance
with New Mexico Building Code and the
American Disabilities Act and shall, as a
minimurm, include the following:

(1) Main entry into the facility must

provide wheelchair access.

{2) Building must allow access to main
living area and dining area.

{3) At least one bedroom shall be
provided a door clearance of thirty-four (34)
inches (thirty six (36) inches is recommended) for
wheelchair access.

(4) One toilet and bathing facility is
required a minimum door clearance of thirty-four
(34) inches (thirty six (36) inches is
recommended) for wheelchair access. This toilet
and bathing area must provide a sixty {(60) inch
diameter clear space (turning radius for a
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\ wheelchair).

(6) If ramps are provided to the building,
a minimum slope of twelve {12)inches horizontal
run for each one {1) inch of vertical rise is
! required. Ramps exceeding a six (6) inch rise
shall be provided with handrails.

{6) Landings at doorways must have a
minimum five (5) foot by five (5) foot level area at
the doorway to provide clear space for wheeichair
maneuvering.

E. PROHIBITION ON MOBILE HOMES:
Trailers and mobiie homes shall not be used for
any part of any adult residential care facility
caring for more than three (3) residents.

[7-1-64, 5-15-70, 5-26-72, 9-24-76, 7-11-86,
1-11-90, 4-7-97; 7.8.2.41 NMAC - Rn, 7 NMAC
' 8.2.41, 8-31-00]

\ This REQUIREMENT is not met as evidenced
| by:
\ Refer to NMAC - 7.8.2.14(A)(3) - Evacuation
\ Capability in the event of fire

Based on record review and interview, the facility
failed to ensure that fire safety evacuation ratings
i (FSES) for residents and resultant evacuation
score for the facility was done for 14 of 14 facility
residents. The findings are:

A. On 1/3/08 at 11:15 AM during review of the
facility records, it was noted that no FSES were
on file for facility residents. As a result, the total
\ facility evacuation score was also unavailable.

B. On 1/3/08 at 3:11 PM during interview with the
! administrator, he stated that he would procure the
i form and complete them for all residents.
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Continued From page 5

7 NMAC 8.2.63 STAFF AND RESIDENT FIRE
AND SAFETY TRAINING

7.8.263 STAFF AND RESIDENT FIRE AND

i SAFETY TRAINING:

A. All staff personnel of the faciiity must
know the location of and be instructed in proper

' use of fire extinguishers and other procedures to

be observed in case of fire or other emergencies.
The facility should request the local fire
prevention authority to give periodic instructions
in the use of fire prevention and techniques of
evacuation.

B. Facility staff must be instructed as part of
their duties to constantly strive to detect and
eliminate potential safety hazards, such as loose
handrails, frayed electrical cords, blocked exits or
exit-ways, and any other condition which could
cause burns, falls, or other personal injury to the
residents or staff.

C. Each new resident must upon being
accepted into the facility be given an orientation
tour of the facility to inciude, but not be limited to,
the location of the exits, fire extinguishers, and

' telephones, and shall be instructed in action to be

taken in case of fire or other emergency.
D. Fire Drills: The facility must conduct at

i least one (1) fire drill each month:

(1) Fire drills must be held at different
times of the day.

(2) The fire alarm system or detector
system in the facility shall be used in the conduct
of fire drills.

(3) Inthe conduct of fire drills, emphasis

| must be placed upon orderly evacuation under

proper discipline rather than upon speed.
(4) A record of fire drills held must be

. maintained on file in the facility. Such record must

show date and time of the drill, number of
personnel participating in the drill, any problem

|
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AB3| Continued From page 6

noted during the drill and the evacuation time in
total minutes.

(6) The local fire department should be
& requested to supervise and participate in fire

drills.
[9-24-76, 7-11-86, 1-11-90, 4-7-97, 7.8.2.63
. NMAC - Rn, 7 NMAC 8.2.63, 8-31-00]

|

i This REQUIREMENT is not met as evidenced
by:

. Refer to 7.8.2.63 (A-B) - Staff Fire and Safety

Training

Based on record review and interview, the facility
failed to ensure training for 100% of facility
employees. The findings are:

A. On 1/3/08 at 11:30 AM during review of the
facility records, it was noted that there was no
| evidence of current training on fire safety.

B. On 1/3/08 at 11:30 AM during interview with
the administrator, he stated that training would
oCeCur.

AB6| 7 NMAC 8.2.66 RELATED REGULATIONS AND

CODES

7.8266 RELATED REGULATIONS AND
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).

B. Health Facility Sanctions and Civil
Monetary Penalties, New Mexico Department of
Health, 7 NMAC 1.8 (10-31-96).

i
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BUENA VISTA SENIOR CARE, LLC

A66) Continued From page 7 ABB

| C. Adjudicatory Hearings, New Mexico

. Department of Health, 7 NMAC 1.2 (2-1-96).
[9-24-76, 7-11-86, 1-11-90, 4-7-97, 7.8.2 .66

| NMAC - Rn, 7 NMAC 8.2.66, 8-31-00]

' This REQUIREMENT is not met as evidenced
by:

Refer to NMAC 7.1.58.8 - Caregivers Criminal

. History Screening Requirements (Effective
January 1, 2006) - All applicants to whom an
offer of employment is made must consent to a
nationwide and statewide screening.

Based on record review and interview, the facility
 failed to have documentation that direct care staff
had been cleared through the New Mexico
Caregivers’ Criminal History Screening Program

i {CCHSP) for 1 employee files reviewed (Staff
#3). The findings are:

A. On 1/3/08 at 11.30 AM during review of
employee records, it was noted that Staff #3, with
a hire date of 4/24/07 did not have on file
. documentation of CCHSP statewide update
screening addressed to the facility and conducted
subsequent to hire within the required timeframes
i nor documentation of a full Caregivers Criminal
History Screening (CCHSP) clearance addressed
to the facility conducted subsequent to hire within
| the required timeframes.

B. On 1/3/08 at 11:30 AM during interview with
the owner, he acknowledged the problem.

Refer to NMAC 7.1.12.8(a) Employee Abuse
Registry (Effective January 1, 2008) - Care

L
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NAME OF PROVIDER OR SUPPLIER

BUENA VISTA SENIOR CARE, LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

8505 RANCHO SANTA FE PLACE NE
ALBUQUERQUE, NM 87113

1

A. On 1/3/08 at 11:30 AM during review of the
‘ employee files it was noted that the required
training curriculum documentation for abuse,
neglect and exploitation, and reporting
requirements procedures was not among the
administrative paperwork provided to the survey
team.

B. On 1/3/08 at 11:30 AM, during interview with
the administrator he stated that he would train in
ail the required areas.

i
\

Refer to NMAC 7.1.13.10(C){2-3) Incident
, Reporting, Intake, Processing and Training
i Requirements (Effective date February 28, 2006)

- Requirement to train new employees within 30
| days of hire and current employees within 80
i days of the effective date of this ruling.

Based on record review and interview, the factlity
| failed to ensure required training was conducted
within the time frames set in accordance with
regulations in the incident reporting, intake,
processing and training requirements (NMAC

| 7.1.13, effective February 28, 2008) for 100% of
\ sampled staff (Staff #1- #4).

The findings are:
| A. On 1/3/08 at 11:30 AM during review of the
employee files, it was noted the following
required training documentation was not among
i administrative paperwork:

-abuse, neglect and exploitation, reporting
requirements certificate of attendance
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} B. On 1/3/08 at 11:30 AM, during interview with
the administrator he stated that he would train in
all the required areas and document on the
facility training log.

|

Refer to NMAC 7.1.13.10(D) Incident Reporting,
| Intake, Processing and Training Requirements
1 {Effective date February 28, 2008) - Requirement

to maintain documentation of Incident
Management Training for all employees

\, Based on record review and interview, the facility
failed to ensure required documentation of

~ training on abuse, neglect and misappropriation

! of property for 100% of sampled staff (Staff #1-

#4). The findings are:

A. On 1/3/08 at 11:30 AM during review of the
employee files, it was noted the following

| required training documentation was not among
| administrative paperwork:

-abuse, neglect and exploitation, reporting
requirements certificate of attendance

B. On 1/3/08 at 11:30 AM, during interview with
| the administrator he stated that he would train in
all the required areas and document on the
facility training log.
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