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A11 SURVEY/MONITORING VISITS : A11

17.8.2.11 SURVEY/MONITORING
!VISITS:

A. The Licensing Authority shall
: performon-site survey/monitoring visitsat all
. adult residential care facilities to determine
, compliance with these regulations, to investigate
: complaints, or to investigate the appropriateness
, of licensure for any alleged unlicensed facility.

B. The facility must provide the
: Licensing Authority access to any material and
i information necessary for determining
icompliance with these requirements.
, C. The most recent survey
Iinspection reports and related correspondence

i shall be posted in a conspicuous publicplace in
1the facility.
, D. Failure by the facility to provide

the Licensing Authority access to premises or
information, including resident records, may

. result in the imposition of sanctions, or license
:revocation. [9-24-76, 7-11-86, 1-11-90,4-7-97;:7.8.2.11 NMAC - Rn, 7 NMAC 8.2.11,8-31-00]
. This REQUIREMENT is not met as evidenced
I by:
I Surveyor:22307
I Refer to 7.8.2.11 C.
I

Based on observation and interview with facility
failed to post the most recent survey inspection
report in a conspicuous place in the facility. The

, findingsare:

A. On 8/22/06 at 11 :00 am during tour of the
: facility, the most recent survey was not observed
, to be posted.

:B. On 8/28/06 at 5:00 PM the owners stated they
! were not aware it had to be posted in a

i conspicuous place in the facility.
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A II - The survey inspection report was
in our Policy and Procedure
malluallhat is available for all
to view.

I. As of 08/22/06 the survey
inspection report is now posted in a
separate manuat on a table in the
common area.

2. N/A
3. Because of the obvious placement

of the manual the employees will
remember to place updated
inspection report surveys in this
manual.

4. See #3
5. Con-ceted09/01/06
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A16i 7 NMAC 8.2.16 STAFF QUALIFICATIONS ,
! ~

i7.8.2.16 STAFF QUALIFICATIONS: A facility i
i must employ staff that meet the following \

!qualifications: ;
; A .

i ADMINISTRATOR/DIRECTOR/OPERATOR: \

! (1) Be at least twenty-one(21)yearsof
:age.

(2) Demonstrate basic respect for the
dignityof residents.

(3) Be financially solvent and have a
: good credit history (credit reports must be
; providedto verify this requirement).

(4) Be of good moral character.
Applicants must comply with the requirementsof
the New Mexico Caregivers Criminal History
Screening Act.

! (5) Be able to communicate with the
I residents and other staff members in the
! language spoken by the majority of the residents
. and other employees.
, (6) Have a high school diploma or its
equivalent.

, (7) Be of sound mind, and not currently
, dependentuponalcohol or illegaldrugs.
: (8) Have a proven ability to administer,
!direct and operate an adult residential health
facility as demonstrated by education and/or work
experience and provide three notarized letters of
reference from persons unrelated to the applicant

, sent with the application as a packet to the
; Licensing Authority. The evidence of education
! and experience must be detailed in either the
! Application or a separate resume or curriculum
: vitae.

B. DIRECT CARE STAFF

(1) Be of at least eighteen (18) years of
age.

(2) Have adequate education, training,
or experience to provide for the needs of the
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Al6 - Until now we were waiting llntil the
completion of the employees three months

probationary period to request the New
Mexico Caregivers Criminal History
Screening.

j. Now we are going to request the
required New Mexico Caregivers
Criminal History Screening within
30 days of employment.
N/A

The request is now a part of our
employment packet, and it is also
included on our required records
list which is given to each new
caregiver.
See # 3
Will be con'eeted 10/25/06

C
08/28/2006
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\1 A16 i Continued From page 2
: residents.

(3) Be physically, mentally, and
emotionally equipped to carry out responsibilities
of resident care, including not being currently
dependent upon alcohol or illegal drugs.
[5-26-72,9-24-76,7-11-86, 1-11-90,4-7-97,
5-28-99; 7.8.2.16 NMAC - Rn, NMAC 8.2.16,
8-31-00]
This REQUIREMENT is not met as evidenced
by:
Surveyor: 22307
Refer to 7.8.2.16 (4)

Based on record review and interview the facility
failed to comply with the requirements of the New

. Mexico Caregivers Criminal History Screening
!Act (within 30 days) for 3 of 6 employee's,
I caregiver #1, #3 and #5. The findings are:

A. On 8/22106at 11:40 am, review of the
personnel records for caregiver #1 (date of
employment 7/21/06), caregiver #3 ( date of
employment 5/25106)and caregiver #5 (date of
employment: 4/05), a Criminal Background check
clearance letter could not be found.

B. On 8/22/06 at 11:40 am, interview with the
owner stated they do not do criminal background
checks until they know the staff member is going :

: to stay, then they will do one.

C. On 8/28/06 at 5:30 PM, review of the facilities j

: Policyand Procedure manual on page 5, #5
! reads direct care staff will pass a criminalI

'

background screening test with fingerprints,
which was not followed.

A1917 NMAC 8.2.19 ADMISSIONS
I

i 7.8.2.19

,

ADMISSIONS: No resident shall be !
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A19 Continued From page 3 i
i

admitted or retained who is below the age of
eighteen (18) or for whom the facility is unable to .

! provideappropriate care. EXCEPTION: Maternity:
i Shelters may accept residents below the age of J
i eighteen (18). I

A. ADMISSION INTERVIEW. The Director i
: of the facility or a designee responsible for !
· admission and retention decisions, shall meet i
: with the resident or the resident's agent or

i guardian, if the resident lacks decision-making
. capacity, and shall provide the resident with:
. (1) The facility's program narrative.

(2) The facility's rules.
I (3) The facility's admission agreement,
i including costs and charges, refund provision,
i and contract termination policies.
i (4) The facility's bed hold policy.
. (5) Information about the resident's right:
! underNewMexicoLawto makedecisions
j regarding health care, including the right to make '
: advance directives.
, (6) A written description of the legal
. rights of the residents translated into another
; language, if necessary.

(7) The facility's staffing pattern.
B. RESTRICTIONS ON ADMISSIONS:

i Adult residential care facilities shall not admit or

! retain individuals requiring continuous nursing
; care. Conditions or circumstances that usually
: require continuous nursing care, may include,but
i not limited to the following:
: (1) Ventilator dependency.
. (2) Pressure sores where skin loss
; penetrates beyond the skin, and into deeper
! tissue or bone, which are classified as Stage III or

IV. I
i (3) Intravenous therapy or injections
; directly into the vein.
. (4) Airborne infectious disease, in a

! communicable state, including tuberculosis, but
Division of Health Improvement
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A19 -. We had ajoint meeting with Vesta
Care Hospice stafr and the family members
before we started using the gastri{.; tube. We
do not have any residents with gastri{.; tubs at
this time.

] . We will no longer accept any
new resident with gastric tube without
licensing authority approval.
2. N/A
3. We currently have a form
lisling specific medical cOlJditil>HSwhich are
not acceptable by state regulations, which
apply to assisted living facilities.
4. See # 3
5. Corrected09101/06
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J

! A19Continued From page 4

excluding infections such as the common cold.
(5) Any condition requiring either

physical or chemical restraints. .
(6) Nasogastric tubes / gastric tubes. !
(7) Tracheostomy care. j
(8) Individuals presenting an imminent I

physical threat or danger to self or others. j
(9) Individuals whose physician certifies I

that placement is no longer appropriate. i
C. ADMISSION/RETENTION I

EXCEPTIONS: If a resident requires a greater !
degree of care than the facility would normally i
provide, or is permitted to provide, and the I

i

, resident wishes to be re-admitted or to remain in .

I the facility, and the facility wishes to re-admit or !
: retain the resident, the facility must: i
i (1) Convene a team, comprised of: !
, (a) The facility director. !: (b) The resident. i
i (c) The resident's agent, guardian or !

I

surrogate decision maker. I
(d) The resident's advocate, such as I

! the resident's case manager, Ombudsman, or j

"

social worker. :
(e) If the treating physician is unable to

!I meet with the team, then consultation and
Irecommendations via phone is acceptable, ~

I (f) Otherappropriatehealthcare i
i professionals. I
i (2) The team shall jointly determine if the i
, resident should be admitted or allowed to remain i
; in the facility. The team must approve a individual!
i service plan that meets the specific needs of the i
! resident. Such team approval must be in writing, I
I signedanddatedbyall team members,mustbe I
Imaintained in the resident's record, and must: I

,

.

i (a) Be based upon a individual service
I planwhich identifies the resident's specific needs i
I andaddressesthe mannerthat suchneedswill '

I
I be met.
I ,

Divisionof Health Improvement
STATE FORM 6699

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

WDMY11 If continuation sheet 5 01 29



Divisionof Health Imorovement

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDERISUPPLIER/CLIA
IDENTIFICATION NUMBER:

NAME OF PROVIDER OR SUPPLIER

2073

PRINTED: 09/18/2006
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

C
08/28/2006

OASIS OF THE LIVING TREASURE

STREET ADDRESS, CITY, STATE,llP CODE

10405 THERESA PLACE NE
ALBUQUERQUE, NM 87111

-7
V

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEEDED BYFULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

A19: ContinuedFrompage5

(b) Ensure that the facility has and will
maintain an evacuation rating of prompt or slow
as determined by the Fire Safety Equivalency
System (FSES).

(c) Be based upon an assessment of
the health, safety and well-being of the other
facility residents.

I (d) Assess the impactthatmeetingthe
specific needs of the resident as set out in the
individual service plan will have on the staff and
on the other residents.

(3) Notify the Licensing Authority within
five (5) days of the completion of team approval.
Such notification of team approval must be
submitted in writing and include evidence of the
team's consideration of items 7.8.2.19C2(a)
through 7.8.2.19C2(d) above.
[9-24-76, 7-11-86, 1-11-90, 4-7-97;7.8.2.19
NMAC - Rn. 7 NMAC 8.2.19, 8-31-00]

j
i

I
,

I
j
I
I

I
I
i
I

: This REQUIREMENT is not met as evidenced :

i by: .
1i Surveyor: 22307 .

I Referto 7.8.2.19B. (6)

I

'

I Basedon recordreviewand interviewthefacility

I

failed to follow the requirements regarding !
admitting a resident who requires a higher level of!
care than the facility is normally permitted to

IIprovide (resident #5). The findings are: ,

I A. On 8/22/06 at 3:00 PM review of the medical i
: record for resident #5, admitted 5/3/06, revealed i
i he was admitted with a gastric tube. The resident!
: required feedings to be dispensed over a 12 hour I
: period,with flusheseverysix hoursand ;
i medications to be given via the gastric tube.

1. There was no record that a of a team of
i health care professionals met jointly and decidedi
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/

. / A191Continued From page 6
Vi I

that resident #5's needs could be met by the
facility. The licensing authority did not receive
notification in writing from the facility that the
team approved the admission of resident #5.

B. On 8/28/06 at 5:30 PM interview with the
I owner stated she was not aware of this
I regulation.Sheconfirmedthat shehadgiven
; medicationsandcompletedflushesvia the
i gastric tube although her nursing license lapsed
! on 5/31/06. The resident transferred to another
I facilityon 6/5/06. j

I !

A2217 NMAC 8.2.22 RESIDENT RECORDS I

1

7.8.2.22 RESIDENT RECORDS: !
, A. RESIDENT RECORDS, CONTENTS: A !
Irecord for each resident shall be maintained with I

! specific information required. Entries in each i
! resident's record shall be legible, dated, and i
authenticated by the signature of the person ,
making the entry. Resident records must include: i

(1) Admission records as set out in '
Section 7.8.2.21 NMAC: i

(2) Within five (5) days of admission: j
(a) An executed admission agreement.

,

;

(b) A completed resident assessment
fu~. I

i
i

I
1

(c) Any available, admission physical
examination report by a licensed health care
professional, which may include all discharge
information from another facility. When admission
follows within thirty (30) days discharge from an
acute care hospital, the hospital history and
physical report, and the hospital discharge
summary may serve as an admission physical.

(d) Names, addresses, relationship,
i andphonenumbersof familymembers,and
where appropriate, guardians, agents, and any
surrogate decision makers.
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A22 Continued From page 7

(3) Within thirty (30) days of admission:
(a) A admission physical examination

report by a licensed health care professional if an
examination report was not available within five
(5) days of admission.

(b) Resident's name, age, recent
photograph, social security number, marital
status, date of birth, sex, address prior to .

: admission, religion (optional), personal physician, f
! dentist, social history and designated
; representative or other emergency contact :
! person, language spoken and understood, legal .
documentation relevant to commitment and/or
guardianship status, present medications, and

diet required. i
(c) Any amendments to the admission !

agreement.

i (d) The current completed resident
: assessment form. i

: (e) A completed and current individual I. service plan.
(f) Entries by direct care staff,

appropriate health care professionals, or others
. authorized to care for the resident. Entries shall ,!
: be dated and signed by the person making the i

I entry and shall include significant information i. I

I related to the individual service plan. !
I

(g) Entries providing a written account i
of all accidents, injuries, illnesses, medical and i

i dental appointments, any problems or '
iimprovements observed in the resident, any
I condition that would indicate a need for i
I alternative placement or medical attention, and
: entries reflecting appropriate follow-up. The
i maintenance of such written record in the
. resident record may be by copy of an

incidenUaccident report, if the original
incident/accident report is maintained elsewhere
by the facility.

(h) A medication record: Medications
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I
A22 - Refer to 7.8.2.22A. (3)(bJ rhere were
only four residents at the facility at the time
of the review and each staff member new
each resident intimately; therefore, we did
not have pictures.
Refer to 7.8.2.22A (3)(t)(g) At that time all
of the residents were Hospice residents.
Therefore, each time Hospice staff member
visited the resident they left entries with all
significant change and new plans of actions.
Our staff concerns were incorporated in
those notes. All administered medications
are recorded in the medication records.

1. Refer to 7.8.2.22A. (3)(b) On
08/23/06 pictures were taken for
each resident and inserted into the
medical records book, and the
missing date of birth was also
added to the medical records.
Refer to 7.8.2.22A(3)(t)(g) Since
08/23/06 we also have some
residents who are not Hospice
patients; therefore, we do entries
for both, (Hospice and non-
Hospice) residents. Begin on
08/22/06 all PRN administered
medications are also recorded in
the resident notes including the
reason of use.

2. N/A

3. We have this incorporated the
above procedure as part of our staff
training.

4. The notes for each resident are
placed in the caregiver's daily
records book.

5. Corrected 08/22/06
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A22TContinued From page 8 IIadministeredby licensedpersonneland/orstaff !

I assisting with medications to include: listing all !
! currently ordered medications by name, dosage, I,administration times; documenting by medication i
: name, dosage, date, and time, each medication
administered, with the initials of the individual

, who administered or assisted with the

imedication; documentation of errors, omissions, iand side-effects of medications; and written ;
consent by resident or guardian for staff to j
assisting with medications. I

(i) Date, time and progress note of I
health services provided by any contract agency. I

i U) Unlessincludedin the admission .

Iagreement, a separate written agreement
: between the facility and the resident relating to
! the resident's funds, in accordance with the
: facility'spolicyand procedures.

(k) Transfer forms completed, signed,
I andprovidedto acceptingfacilitywhenresidentis
:transferring to a hospital or another health care
:facility. 1

I
I (I) Documentation of disposition of the I

resident's personal effects and money or I
I

valuables deposited with the adult residential care j

I facility, upon death or transfer. !

I B. RESIDENT RECORDS, I: MAINTENANCE: ,
(1) Resident records shall be maintained i

! and stored in an organized, accessible and ;
I permanentmanner. t

, (2) The facility shall establish a policy for!
maintaining, and confidentiality of resident

'

I
records, including the authorized release of
resident records. !

(3) Resident records must be maintained!
by the facility against loss, destruction, and Iunauthorizeduse for a periodof not lessthan !

, \
I three (3) years from the date of discharge. II .
; (4) There must be a policy and i
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i procedure in place for record retention in the
:event of facility closure.
: [7-1-64,9-15-70,5-26-72,9-24-76,7-11-86,'
I

' 1-11-90,4-7-97, 7.8.2.22 NMAC - Rn 7 NMAC
8.2.22,8-31-00]

IThis REQUIREMENT is not met as evidenced
: by:
Surveyor: 22307
Refer to 7.8.2.22 A. (3)(b)

, ;; Based on record review and interview the facility
\",# failedto havea recentphotographfor 2 of 5

: sampled resident's, #3 and #5; and the date of
i birth for resident #5, in the resident record within
! 30 days. The findings are:

f
'A. On 8/22/06 at 2:00 PM review of the medical

V record for resident #5 admitted on 5/3/06, a date
I of birth nor a photograph could be found.
I Resident #3, admitted 11/14/05 did not have a
! photograph.

I B. On 8/22/06 at 2:00 PM, interview with the
owner and her husband stated they don't take

, pictures of the resident's when they are admitted
. to the facility and were not aware this needed to
, be done.

!
Refer t07.8.2.22 A. (3)(f)(g) I

I
Based on observation, record review and I
interview the facility failed to make entries by j
direct care staff in the medical record which I
included significant information for 5 of 5 sampled!
resident's, #1 through #5. The findings are: j

A. On 8/22/06 at 1:00 PM review of the medical
record for resident #1, was admitted on 8/4/06

I
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A22i Continued From page 10 A22

with a diagnosis of Chronic Obstructive
. Pulmonary Disease (CaPO), leg edema and on

i Hospice care. Observation of resident #1's lower
i extremities were noted to be edematous and
! weepywith fluid. The Medication Administration
! Record for the month of August shows the
I resident was medicated with Roxanol (ordered i
Iwhen necessary) for pain/shortness of breath j
i everynightfrom 8/10-8/18/06. Resident 1

I#1 was also administered Phenergan (ordered I

I

when necessary) for nausea/vomiting on 8 I
different occasions from 8/10-8/21/06, yet no ;

i documentation by direct care staff of the facility .
i could be found, or since the resident was
Iadmitted.

1 B~'On8/22/06at 1:30 PMreviewof themedical
i record for resident #2, was admitted on 11/14/05
: with a diagnosis of confusion, agitation, !
i dementia, Parkinson's disease and on Hospice ,
I care. The resident was observed to be in a !
! wheelchairand in needof assistwithallActivitiesj
, of Daily Living (ADL's). On 8/22/06 at 12:30 PM !
the wife stated the resident needed to be fed and i
was observed feeding her husband. During

!Ireview of the MAR resident #2 had received a
! course of antibiotics from 8/17-8/23/06. On I
; 8/22/06 at 1:00 PM interview with the owner's I
:husband stated the resident had an incident on :
; 8/18/06 in which he was hitting the wall in his j
; room and received a small skin tear to his left
i hand. There was no evidence of documentation
! by direct care staff, of the facility, regarding his
! daily needs, the course of antibiotics and
Ioutcome, or the incident that happened on
!8/18/06.

--i-~
I C. On 8/22/06 at 2:00 PM review of the medical
I record for resident #3, was admitted on 8/4/06
i with a diagnosis of heart disease, status post left

Divisionof Health Improvement
STATE FORM 6899 WDMY11 If continuation sheet 11 of 29
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hip fracture, atrial fib, Congestive Heart Failure
(CHF), Chronic Obstructive Heart Disease
(COP D) and dementia. The resident assessment!
dated 8/4/06 states resident needs assist with all !

ADL's, is incontinent, on oxygen, wanders, etc. i
The MAR for the month of August shows the

I

resident received Roxanol for pain/shortness of
breath between 8/8/9-8/22/06 and was on a ,
course of antibiotic therapy from 8/3-8/7/06. !
There was no evidence of documentation by :

I direct care staff of the facility regarding his daily I,
: needs,the useof painmedicationsandthe i:course of antibiotic treatment with the outcome, I

. or since the resident was admitted. !

i
, D. On 8/22/06 at 2:30 PM review of the medical i

i record for resident #4, was admitted on 6/22/06

I

i

with a diagnosis of Alzheimer's disease and on
Hospice care. The resident assessment dated I
6/22/06 (incomplete) shows resident needs assist

"

I with all ADL's and is incontinent. The MAR for ,
i the month of August shows the resident was \
! administered Ativan (an anti-anxiety medication) !
i 17 times in the month of August and Ibuprofen 10 !

I times in the month of August. There was no j
I evidence of documentation by direct care staff of ,
I the facility regarding daily needs or why the I
! medications listed were used (behaviors :
, displayed for the Ativan), or since the resident i
was admitted. I
E. On 8/22/06 at 3:00 PM review of the medical J

record for resident #5, was admitted on 5/3/06

I

'

(discharged on 6/5/06) with a diagnosis of SIP
CVA (Cerebral Vascular Accident) with a gastric .
tube. The resident required total care. The MAR I

! for themonthof Augustshowsthe resident j

i received a course of antibiotics from 8/4-8/10/06
Iand was suctioned 15 times in the month of I

, !
I August. There was no evidence of I

I

I

I

!
i
I

I
Division of Health Improvement
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We will continue maintaining an

I

f

employee checklist which includes:
tire safety, tirst aid, safe food

handling practices, contidentiality I

of recC'rds and resident information, I
infecticn control, resident rights, ,

providing quality of care based on
CUiTentresident need, reporting
requirement for Abuse Neglect or
Exploitation along with continuous I
inservice per our policy and I
procedures manual.

4. See #3

5. COiTected 09/01l06

A23 - Refer to 7.8.2.23 A. (11) There are
two days of orientation given by License
Managers and the current staff.

7.8.2.23 FACILITY
REPORTS/RECORDS/POLICIES AND
PROCEDURES/ AND RULES:

A. REPORTS AND RECORDS: Each I
: facility must keep the following reports, records, ;
! and policy and procedures on file at the facility
, and make them available for review upon request!
of the Licensing Authority:

(1) Fire Inspection Report. .
. EXCEPTION: Adult residential care facilities with .1

: three (3) or fewer residents are not required to !
. .. . ~

: have fire inspection reports. I
(2) Copy of the last survey conducted by

the Licensing Authority, adverse actions or
appeals thereto, and complaints.

(3) Copy of the latest survey from
Environmental Health Authority (if applicable)
regarding kitchen and food management and, if
private sewage disposal, and private waste
disposal. EXCEPTIONS: Adult residentialcare i

. facilitieswiththree (3) or fewer residentsarenot 1

. required to be inspected by Environmental Health;
; Authority. Facilities exempted by the
; Environmental Health Authority having
i jurisdiction, are not required to have a surveyon
! file provided the exemption letter is on file. ;
; (4) TB test results of staff or any of their !

Divisionof Health Improvement
STATEFORM

I. We add the two day orientation
check list to the employee tile.

2. N/A
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documentation by direct care staff, of the facility, i
regarding his daily needs, the course of I

I antibiotics and outcome, the reason he was
; suctioned or since the resident was admitted.
I 1

; F. On 8/22/06 at 3:30 PM interview with the
,

! owner and her husband stated they only chart if
something happens (discharge, vital signs, when

. they don't look good).
!

A23i 7 NMAC 8.2.23 FAC. REPORTS,RECS.,P & PS A23
: & RULES
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A23; Continued From page 13

family members living in the facility, I
(5) One (1) month of menus planned i

and as served, :
(6) Record of fire drills: A record of all I

fire drills conducted at the facility. EXCEPTION: i
Adult residential care facilities with three (3) or :
fewerresidentsare not requiredto holdor recordI
fire drills. I

(7) Written emergency plans and :
policies and procedures for medical
emergencies, power failure, fire or natural ,

; disaster. Such plans shall include evacuation, I
persons to be notified, emergency equipment,

I evacuationroutesand refugeareas, \
responsibilities of personnel. I

(8) Licensing regulations: A copy of I
these regulations (Requirements for Adult I
Residential Care Facilities, 7.8.2 NMAC). !

(9) Custodial Drug Permit: A valid I
CustodialDrugPermit issuedby theStateBoard I

of Pharmacy for those facilities licensed pursuant
to these regulations. EXCEPTION: Adult

I residential care facilities with only one (1) resident
, are not required to have a custodial drug permit.
I (10) Vaccinationof pets in the facility.
i (11) Staff training.
i (a) At orientation and on-going.
i (b) Appropriate to staff responsibilities.
I (Assistance with medications, dietary,
environmental...)

(c) Fire safety.
(d) First aid.
(e) Safe food handling practices.
(f) Confidentiality of records and

: resident information.
: (g) Infection control (including universal
; precautions and linen handling).

(h) Resident rights.
(i) Providing Quality Resident care

ibased on current resident need.
Division of Health Improvement
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U) Reporting requirements for Abuse,
Neglect or Exploitation.

(12) A copy of License,
(13) Employee personnel records,

including an application for employment, TB
certificates, training records, and personnel

i actions. I
i (14) A copyof all WAIVERSNARIANCES.

:granted by the Licensing Authority. I

I (15) A copyof the floor plansas approved!
for licensure. I

B. RULES: Priorto placementinor i

admission to a facility, a prospective residentor
his/her representative shall be given a copy of the
facility rules. Each facility shall have written rules

! pertaining to but not limited to the following:
i (1) The use of tobacco and alcohol.

(2) The use of the telephone.
(3) Operation of television, radio, and

stereo.
(5) Use and safekeeping of personal

i property.
i (6) Meals.
! (7) Useof commonareas.

(8) Electric blankets or appliances used
by residents.

C. POLICIES AND PROCEDURES: All
'

I' facilities shall have written policies and
I procedures covering the following areas:
~ (1) Actions to be taken in case of
:accidents or emergencies, (e.g., gas leaks,
, injuries, transportation, medications,,,.).

(2) Method of keeping informed when
, residents go outside of the facility (e.g., sign-out

i sheets).
; (3) The handling or resident's funds, if'

I' the facility provides such services.
(4) Reporting of incidents, including

I

abuse, neglect, and exploitation.
(5) Handling of complaints.
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A23 Continued From page 15 A23

(6) Staff and resident fire and safety
training.

, (7) Smoking.
(8) The facility's bed hold policy.
(9) Admission agreement.
(10) Admission records.
(11) Resident records.
(12) Program Narrative.
(13) Information about the resident's right

under New Mexico Law to make decisions
~regarding health care, including the right to make
, advancedirectives.
! (14) Personnel policies.

(15) Identifying and safeguarding resident
i possessions.

(16) Securing medical assistance if a
resident's own physician is not available.

(17) NOTE FOR MATERNITY
SHELTERS ONLY: In addition to the required
policy and procedure topics listed above,
Maternity Shelters shall have written policies and
procedures regarding infant formula, feeding and
equipment, and laundering of infant linen and

! diapers.
(18) Staff training for employees who

provide assistance to residents with boarding or
alighting from motor vehicles.

(19) Staff training for employees who
operate motor vehicles to transport residents.
[7-1-64,9-15-70,5-26-72,9-24-76,7-11-86,
1-11-90,4-7-97; 7.8.2.23 NMAC - Rn & A 7
NMAC 8.2.23, 8-31-00]
This REQUIREMENT is not met as evidenced
by:
Surveyor: 22307
Refer to 7.8.2.23 A. (11)

Based on record review and interview the facility
failed to provide documentation that staff at the

: facility had been trained at orientation and

i

I
I

Division of Health Improvement
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7.8.2.26 RESIDENT ASSESSMENT:
A. A resident assessment to determine level:

of function and if the client's needs can be met by :
the facility. The initial assessment must be i
completedwithinfive (5) daysof admissionand 1

reviewedevery six (6) months as part of the !
individual service plan. i

B. The resident assessment must establish ,
a baselinein the resident'sfunctionalstatusand '

thereafter, identify resident changes through
. periodicreassessments.

C. The resident assessment must be
documented on a state approved resident

.assessment form and at a minimum include the
I following:

(1)
(2)
(3)

A26 - All residents at that time were

Hospice patient,> and Hospice made there
own assessment:;.

I. We currently have also some
residents who are not Hospice
patients; therefore, we have
incorporated our own assessment
[or both Hospice and non-Hospice
residents.
N/A

We have incorporated the above
procedure as part of our staff
training.
Assessment forms are included in

the new resident admission package.
Corrections: 09/01/06

2.
3.

4.

Cognitive patterns.
Communication/hearing patterns.
Vision patterns.

5.

Division of Health Improvement
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on-going regarding staff responsibilities, fire
safety, first aid, safe food handling practices,
confidentiality of records and resident

, information, infection control, resident rights, !
I providing quality of care based on current i

resident need, reporting requirements for Abuse,
Neglect or Exploitation for 4 of 6 caregivers ( #1 -

. #4). The findings are:

!A. On 8/22/06 at 11 :30 AM, review of the
personnel files for caregiver #1, hired 7/21/06,
caregiver #2, hired 8/18/06, caregiver #3, hired
5/25/06 and caregiver #4, hired 8/11/06 no record
of training could be found.

,

B. On 8/28/06 at 5:30 PM, interview with the !
:

owner and her husband confirmed they had the i
form but had not com pleted them on their I

! employees.
,

A26 7 NMAC 8.2.26 RESIDENT ASSESSMENT A26
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I (4) Physicalfunctioningandstructural
i problems.

(5) Continence.
(6) Psycho social well-being.
(7) Mood and behavior patterns.
(8) Activity pursuit patterns.
(9) Disease diagnoses.
(10) Health conditions.
(11) Oral/nutritional status.
(12) Oral/dental status.
(13) Skin conditions.
(14) Medication use.

I (15) Specialtreatmentandprocedures. ,
! D. The residentadmissionassessment,the I

I physical exam report, and the observation and
; evaluation of staff with regards to the needs will :'
I

' be used to develop the individual service plan, if !
needed. If the residentassessmentdoesnot I

I

indicate a need for an individual service plan, i
then an individual service plan is not required. i
:However, an individual service plan must be !
Iprepared for residents requiring nursing services. !
i [4-7-97; 7.8.2.26 NMAC - Rn, 7 NMAC 8.2.26, '
I

18-31-00]
: ThisREQUIREMENTis notmetas evidenced
by:

; Surveyor:22307
i Based on observation, record review and I
; interviewthe facilityfailedto completea resident I
assessment within 5 days of admission in order i
to determinethe levelof functionand if the ,

resident's needs can be met by the facility for 5 of !
5 sampled residents, #1-#5. The findings are: I!

I

I
I
i

I A. On 8/22/06 at 1:00 PM review of the medical
i record for resident #1, admitted 8/4/06 with a
diagnosis of Chronic Obstructive Pulmonary
Disease (COPD) and on oxygen, leg edema and ;,
on Hospice care revealed a resident assessment
could not be found in the chart. A resident
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A26' Continued From page 18 A26

! assessment form was not added to the chart until
8/28/06 and had been back dated to 8/15/06.

I
I,
~
i

C. On 8/22/06 at 2:00 PM review of the medical !
record for resident #3, admitted on 8/4/06 with a I
diagnosisof heartdisease,statuspostlefthip I

,

'

fracture, atrial fib, Congestive Heart Failure
(CHF),ChronicObstructiveHeartDisease ,

(COPD) and dementia. The resident assessmentIdated 8/4/06 stated resident needs assist with all
IADL's, is incontinent, on oxygen, wanders, etc.

The resident assessment form was not !
complete. i

D. On8/22/06at 2:30 PM reviewof themedical I

record for resident #4, admitted on 6/22/06 with a !
! diagnosisof Alzheimer'sdiseaseandon Hospicei
Icare. The resident was observed to need assist !
, withallADL'sandwas incontinent.Theresident :I

: assessment form dated 6/22/06 was not i

complete. i
I

i
E. On 8/22/06 at 3:00 PM review of the medical i
record for resident #5, admitted on 5/3/06 ;
(discharged on 6/5/06) with a diagnosis of SIP i
CVA (Cerebral Vascular Accident) with a gastric

Itube. The resident required total care. A resident.
assessment could not be found in the chart. !

I
I

B. On 8/22/06 at 1:30 PM review of the medical
record for resident #2, admitted on 11/14/05with
a diagnosis of confusion, agitation, dementia,
Parkinson's disease and on Hospice care. The
resident was observed to be in a wheelchair and
in need of assist with all Activities of Daily Living
(ADL's). A resident assessment had not been
completed within 5 days of admission.

F. On 8/22/06 at 3:00 PM interview with the

I

I

I
Division of Health Improvement
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owner and her husband showed me a blank form
and stated one resident was perfect. They also
stated they had not completed one on resident

i #5.
i

(. A2717 NMAC 8.2.27 INDIVIDUAL SERVICE PLAN

.J 17.8.2.27 INDIVIDUAL SERVICE PLAN: I

I A. An individual service plan, if prompted by ;
; the resident assessment, shall be developed and

implemented within fourteen (14) days of
. admission, and must address those areas of

need as identified in the resident assessment.

The individual service plan must be reviewed by a .
licensed nurse at least every six (6) months, and

, revised as needed at the time of each
assessment and consistently implemented in
response to the resident's needs.

B. The individual service plan must include i
the following: \

(1) Description of identified needs as
! noted in the resident assessment.

(2) Written description of what services
:will be provided.

(3) Who will provide the services.
(4) When or how often the services will \

be provided.
(5) How the services will be provided.
(6) Where the services will be provided.
(7) Goal and outcome of the service.
(8) Documentation of the facility's

determination that it is able to meet the needs of !
I

the resident.. ,
[7-11-86, 1-11-90,4-7-97; 7.8.2.27 NMAC - Rn, 7 "
NMAC.8.2.27, 8-31-00]
This REQUIREMENT is not met as evidenced !

by:
Surveyor: 22307
Based on observation, record review and i

interview the facility failed to develop and I
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An - All residents al Ihal time were

Hospice patients and Hospice made Ihere
,"An Illdividuaiservice plan of can:.

I. We cun-ently have also some I

residents who are not Hospice I

patients; therefore, we will !

incorpf)rate our own individual I

service plan of care form for bolh
"Hospice and non-Hospice residents.

2. N/A !
3. We will incorporate the above

procedure as part of our staff
training.

4. Individual service plan of care
formswill be included in the ncw
resident admission package.

5. Corrections: 10/25/06
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I

. Continued From page 20

implement an Individual Service Plan (ISP) within
114 days of admission for 5 of 5 sampled
i residents, #1-#5. The findings are:
!

iA. On 8/22/06 at 1:00 PM review of the medical
I

record for resident #1, admitted 8/4/06 with a
! diagnosis of Chronic Obstructive Pulmonary
, Disease (COPD) and on oxygen, leg edema and \
; on Hospice care revealed an ISP could not be :
found in the chart.

B. On 8/22/06 at 1:30 PM review of the medical
record for resident #2, admitted on 11/14/05with
a diagnosis of confusion, agitation, dementia,
Parkinson's disease and on Hospice care. The
resident was observed to be in a wheelchair and
in need of assist with all Activities of Daily Living
(ADL's). An ISP could not be found in the chart.

i

i C. On 8/22/06 at 2:00 PM review of the medical ;
i record for resident #3, admitted on 8/4/06 with a :
I diagnosisof heartdisease,statuspostlefthip ;, i

fracture, atrial fib, Congestive Heart Failure i; (CHF), Chronic Obstructive Heart Disease I
I (COPD) and dementia. The resident assessment I

I
dated 8/4/06 stated resident needs assist with all j
ADL's, is incontinent, on oxygen, wanders, etc. I

I An ISP could not be found in the chart. !

I '

i D. On 8/22/06 at 2:30 PM review of the medical I

! record for resident #4, admitted on 6/22/06 with a I
: diagnosis of Alzheimer's disease and on Hospice J

. care. The resident was observed to need assist !
with all ADL's and was incontinent. An ISP could I
not be found in the chart. I

E. On 8/22/06 at 3:00 PM review of the medical

record for resident #5, admitted on 5/3/06 I(discharged on 6/5/06) with a diagnosis of SIP
j

CVA (Cerebral Vascular Accident) with a gastric !
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j ,

· tube. The resident required total care, An ISP
. could not be found in the chart

F. On 8/28/06 at 6:00 PM interview with the
i owner and her husband stated they were not
;aware this had to be done.

A35A3517 NMAC 8.2.35 CUSTODIAL DRUG PERMIT

7.8.2.35 CUSTODIAL DRUG PERMIT: Any (

facility licensed pursuant to these regulations who i

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 to have a custodial drug i
: permit. i
; A. PROCUREMENT, LABELING, AND I

"

STORAGE: The facility shall provide assistance
to the resident in obtaining the necessary J

Imedications, treatment and medical supplies as !
! requiredby the individualor specifiedbythe I
! individual's health care plan. The facility shall !

. procure, label, 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

I 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) !
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/\35 - Refer to 7.8.2.35A. (I) There is a
medication closet which is kept locked at all
times when the caregiver is not nearby.
Refer to 7.8.2.35 B. At that time the t~lcility,
had and currently has a contract with a
consulting pharmacist. We assumed he was
following all of the NM Board of Phannacy
regulations.
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A351 Continued From page 22

I and forty-five (45) degrees Fahrenheit. A
! thermometer is required to be kept in the'

I

refrigerator.
(4) All medications, including

! non-prescription medications, must be stored in
i separate compartments for each resident and all
, medicationswill be labeledwiththe residents'
names.

(5) A resident 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 ~hall maintai~ recor~s demonstrating the !
, consulting pharmacist provides the following: ;

! (1) Reviews the medication regimen as \
Ineeded, but at least quarterly (every three (3) I

I

months), to determine that all medications and I
records are accurate and current. All
irregularitiesmust be reportedto theDirectorof I

i the facility and these irregularities must be acted I
!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

J effectsand,when needed,physicianconsultation

I

in cases involving the use of psychotropic
medications.
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[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

18.2.35,8-31-00]

I This REQUIREMENT
I by:

Surveyor: 22307
Refer to 7.8.2.35 A. (1)

is not met as evidenced

Based on observation and interview the facility
failed to keep all medications in a locked
compartment and the key in the care of the
director or designee. The findings are:

,
A. On 8/22/06 at 11:00 AM, during the initial tour !
and throughout the survey the cabinet (located in
the living room) which contained resident
medication was found to be unlocked and the

j keys were in the lock. Most of the time staff were
i not within eye range of the cabinet, leaving it
i accessible to wandering resident's and family

I members.

I B. On8/28/06at 2:30 PMinterviewwiththe
I I ownershusbandstated"I haveto keepthem

j Ilocked, even when I'm here?"

Refer to 7.8.2.35 B.
/

I

i Based on record review and interview the facility !
; failed to provide documentation of medication
I regimenreviewsbyaj:;onsultingpharmacis~at
least quarterly (since the facility opened in April
2005) to determine that all medications and
records are accurate and current. The findings
are: I

1

I
. A. On 8/22/06 at 12:30 PM, quarterly pharmacy I

! reports could not be found. A system 'of receipt !

Divisionof Health Improvement
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B. On 8/22/06 at 1:15 PM, the owner and her
husband stated the pharmacist was out in Mayor i
June but didn't leave them a report. They stated '
they were not always there. On 8/22/06 at 4:00 i

; PMthe owner stated the pharmacist was out of
: the country.

A36. 7 NMAC 8.2.36 MEDICATIONS A36

7.8.2.36 MEDICATIONS: Medications will be
administered or staff assistance with medications'

provided and documented in accordance with ;

state and federal laws. !

A. Licensed health care professionals are ~

responsible 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
i medications. All staff assisting with medications

shall have successfully completed an approved J
assistance with medication training program or be
licensed by the State of New Mexico to
administer medications.

C. No medications, including over the
counter medications, PRN (when needed)
medications, or treatment shall be started,
changed or discontinued by the facility without an
order by the physician and entry into the

. resident's record.
D. The facility must have on the premises,

medication reference material that contains
, information relating to drug interactions and
: side-effects.

Division of Health Improvement
STATE FORM 6899

A36 - Refer to 7.8.2.36 B At that lime, we

I had a verbal agreement with the residenl, or
the resident's guardian to administer

I medications by our staff. In our facility

I medication can be administered by License
Nurses and unlicensed staff who have

completed an approved assistance with
medication training program, or be licensed
by the state of New Mexico. Refer to

i 7.8,2.36 F The facility maintains a MAR
documents. Refer to

7.8.2.36 G Our staft'was lltilizjn~ weekly
medication disbursement con~(jinersthat
arrived with the residents ;a the time of the
interview.

I

I

!

I

I
I
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A36. Continued From page 25I

i .
i E. Medications prescribed for one resident

shall not be used for another resident.
! F. The facility shall have a Medication
: Administration Record (MAR) documenting
I medicationsadministeredto residents,including
over-the-counter medications. This
documentation shall include:

(1) Name of resident.
(2) Date started.
(3) Drug product name.
(4) Dosage and form.
(5) Strength of drug.
(6) Route of administration (e.g. "by

mouth").
(7) How often medication is to be taken. 1
(8) Time taken and staff initials.
(9) Dates when the medication is

discontinued or changed.
(10) The name and initials of all staff

administering medications.
G. Any medications removed from the '

pharmacy container or blister pack must be given,
1 immediatelyand documentedby theperson
assisting.

H. PRN Medications: The use of PRN j
medications must be closely monitored and i
supervised by the facility and is based on one or
more of the following conditions:

(1) The resident is capable of
determining when the medication is needed.

(2) The resident's physician has
provided detailed instructions to the pharmacy
regarding the administering of the medication.
The physicians instruction for a PRN medication
shall include:

(a) Symptomsthat mightindicatethe :

use of the medication. .

(b) Exact dosage to be used. i
(c) The exact amount of medication to

i beusedin a 24 hour period.,
Division of Health Improvement
STATE FORM 6899
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Refer to 7.8.2.36 B We no longer
except verbal agreemi?nts to
admini..ter medication to our
residents. We only administer
medication per a wriUen and signed
agreement by the resident, or the
resident's guardian. We are now
tracking and recording the licensure
and certification including the
expiration dates of each employee
regularly. We have reinforced to
our employees who do not have the
required certifications not
administer medication.
Refer to 7.8.2.36 F The misplaced
MAR was found. Reter to 7.8.2.36
G This procedure was discontinued
the day of the interview.

2. Reter to 7.8.2.36 B, F, G N/A
3. Refer to 7.8.2.36 B We will

continue maintaining an employee
inservice as per or policy and
procedures manual.
Refer to 7.8.2.36 F Our employees
are trained to not remove MAR
documents trom the book. There is
also a DO NOT REMOVE LABLE
affixed to the book.
Refer to 7.8.2.36 G, It is now a
requirement that each employee
reads and signs a copy of our
policies and procedures and this
will be maintained in the
employee's file. Will be corrected
by 10/25/06

4. Reter to 7.8.2.36 B, F, G See #3
5. Refer to 7.8.2.36 B, F, Corrected:

09/01/06
Refer to 7.8.2.36 G Corrected
08/22/06
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A36: Continued From page 26 i A36

I (d) Directions as to what to do if the I

i symptoms persist.

I

I
I

(e) Possible interactions or side-effects.
that might occur. II (f) Manufacturer's label information for L

I directions if deemed adequate by the physician. i
I I. The facility must report all medication I
;errors to the physician. I
! J. The facility shall develop and follow a !
! written policy for unused, outdated, or recalled I
medications being kept in the facility. !\

. [7-1-64,9-15-70,7019074,9-24-76,7-11-86,
; 1-11-90,4-7-97; 7.8.2.36 NMAC - Rn, 7 NMAC !
8.2.36, 8-31-00] I
This REQUIREMENT is not met as evidenced !
by: j
Surveyor: 22307 !
Refer to 7.8.2.36 B. :

f

I
Based on record review and interview the facility 1

failed to obtain written consent by the resident or i

: the resident's guardian for the staff to assist the I
~ residentwith medications for 5 of 5 sampled iI .

d I
I resl ents, I

! #1-#5. The facility also failed to ensure that staff \

I assisting with medications have successfully !completed an approved assistance with I

medication training program or be licensed by the i
state of New Mexico to administer medications !

for 2 of 6 employees, caregiver #1 and the owner. i
The findings are: I

A. On 8/22/06 at 3:30 PM review of the medical !

records for resident #1 through #5, a written I
consent by the resident or their guardian to assist;
with medications was not found. Review of the ;

. personnel record for caregiver #1 did not have a !
i certificate to assist with medications and was I
I observed on 8/22/06 at 12:30 PM giving
! medications. The owner did not have a currentI
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nursing license (license expired on 5/31/06) to
administer medications, although she signed out
as having given the medications from 6/1/06 to
:present on the Medication Administration Record
; (MAR).

B. On 8/22/06 at 11:15 AM, interview with
caregiver #1 stated she did not have a certificate
to assist with medications but had been doing so.
The owner also confirmed that she administered
medications when she worked, although her

. nursing license had expired on 5/31/06.

. Refer to 7.8.2.36 F.

,:Based on record review and interview the facility
i failed to have a MAR documenting medications
, administered for 1 of 5 sampled resident's,
! resident #5. The findings are:I
I
A. On 8/22/06 at 3:00 PM, review of the medical
record for resident #5, who's diagnosis includes
SIP CVA and gastric-tube, a MAR for the month
of June could not be found. The resident was .
receiving medications through the gastric tube, as i

; well as feedings over 12 hours with flushes. j

, B. On 8/22/06 at 3:30 PM interview with the
owner stated she did not know what happened to :

i the MAR. '

Refer to 7.8.2.36 G.

Based on record review and interview the facility
failed to ensure that any medications removed
from the pharmacy container or blister pack are

! given immediately and documented by the person
I assisting. The findings are:I

iA. On 8/22/06 at 12:30 PM, caregiver #1 was
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B. On 8/22/06 at 12:30 PM interview with the
owner stated she also gave medications. That

i she pours the medications for the week (including
I

I

narcotics) and that the caregivers or her husband
distributes the medication and she signs the
MAR. The owner stated that she signed the MAR
because she prepares them for a week. On
8/22/06at 1:00 PM a narcotic count was
completed with the owner and found to be
inaccurate. Resident #4 had 12 ativan left in a
bubble pack but no sign out sheet could be
found. Resident #2 had a narcotic sheet that
listed 8 ativan left, but no ativan could be found.
The owner stated that not all the pharmacies
provided a narcotic sign off sheet, so the
narcotics were not documented as given.

C. Review of the Policy and Procedures (page
40) reads to never pre-pour medications, to sign !
out all controlled medications on the narcotic !

count sheet and a count is to be completed by
oncoming and off going shifts. The facility Policy
and Procedures were not being followed.
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observed giving pre-poured medications to three
different resident's. After giving the medications
she did not sign them out as given. On 8/22/06
at 11:15 AM when asked what the pre-poured
medications were, caregiver #1 stated she did not
know. Caregiver #1 stated that the owner or her
husband got the medications ready for the week j

by placing them in a container labeled
Monday-Sunday, Breakfast, lunch, dinner.


