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Initlal Comments

The following deficiency were cited during a
complaint investigation survey that was
completed on 04/D4/14 for the New MexIco
Requirements for Assisted Living Facllilies for
Aduilts, 7 NMAC 8.2. Complaint # NM 29373 was
substantiated.,

7 NMAC 8.2.33 Resident Righls

RESIDENT RIGHTS: All llcensed facilitles shall
understand, protect and respect the rights cf all
residents.

A. Prior to admisskon to a facility, a resident and
legal rapresentalive shall be given a wriltan
descriptlon of the legal rights bf the resident,
translaled into another language, 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 writlen copy of the'resident's lagal righls

shall be provided o the most significant
raspansible party in the following order:

(1) the resident's spouse;

{2) significant clher;

{3) any of \he resident's adult children;

{4) the resident's parenls;

{5) any relative the resident has fivad with for six
or more manths before admission;

(6} a person who has been caring for, or paying
benefils on behall of the resident;

{7} a placing agancy;

(8) resident advocate; or

(9) the ombudsman.

C, The rasident rights shall be posted in a
conspicuous publle place In the facillly and shall
Include the telephone numbers for the incldent
management hotline and for the state
ombudsman program,

D. To protect resident rights, the facilily shall:
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(1) lreaf all residents with courlesy, respect,
dignity and compassion;

(2} not diseriminate In admission or services
based pn gender, sexval orientation, resldanl’s
age, racs, religion, physical or mental disability, or
nationality;

{3} provide resldents written information about all
services pravided by the facllity and thelr cosis
and give advance writlen notlce of any changas;
{4) provide residents with a safe and sanltary
living anvironment;

(5) provide humane care for al] residents;

(6} provida the right fo privacy, Including privacy
during medical axaminations, consultations and
Ireatment;

(7) protect the confidentlality of tha rasldent ' s
medical record;

{8) pratect the right to persanal privacy, including
privacy In personal hyglene; privacy during visis
with a spouse, family member or other visitor;
and privacy In the rgsident's own oam;

{9) protect the right to communicale privately and
freely wilh any person, including privale
telephone conversations and private
correspondence; and the right 1o recelve visits
trom family, friends, lawyers, ombudsmen and
community organizations;

(10) prohiblt lhe use of any and all physical and
chemical restraints;

{11) ensure that resldents:

{a) are free from physlcal and emational abuse
neglect and misappropnation/or exploitation;

{b) are free from financial abuse and
misappropriation by facliity staff or management;
{0) are free 1o participale in religlous, social,
caommunity and other aclivitias and freely
assoclate with persons in and out of the facllity;
(d) are free to Ieave the facliity and raturn without
unreasonable restriction;
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(e} are given a fifteen (15) calandar day, written
notice bafore room transfers or discharge from
the facility unless there Is immediate danger to
self or others in the facility;

() bave an environment Lhat fosters social
interaclion and avoids soclal lsclation;

{g} or their surrogale declsion makers, are
informed of and consent to the services provided
by the facllity;

(h) have the right fo voice grlavancas ia the
facility staff, public officials, the ombudsmen, any
stale agency, or any other person, without fear of
reprisal or retaliation;

{i} have the right fo have thair complainls
addressed within fourleen (14) calendar days or
so00nen;

(i) have the right to pariicipate in the develcpment
of their care planfiSP;

(k) have the right to choosa a doclor, pharmacist
and other heallh care provider(s);

(I} hava the right to paflicipate In medical
treatment decislons and formulate advance
directives such as living wills and powers of
altorney;

{m) have the right fo keep and use personal
possesslons withou! oss or damage;

{n) have the right to manage and cantrol {heir
personal finances;

{0} have tha right to freely organize and
paricipata In a resident assaclation that may
recommend changes In the faciilty's policles,
services and management;

{p) shall not e required to work for the faclllty;
and

(q} are prolected from unjustified room iransfers
or discharge.

E. The resident's rights shall not be rastricted
unless this restriction is for the health and safety
of the resident, agreed to by the resident or the
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resident ' s surrogate decislon 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 s not met as evidenced
by:
This deflclency refers to paragraph 7.8,2.33 O(4);

Based on observation and interview, the facility
failed to ensure a safe and sanitary living
environment for all of its fifleen residents. This
deficient practice is noncompliant with intended
product use, The findings ara;

A, On 04/04/14 at 11:30 am, during a walk
through of the home, small plastic medicine cups
were observed on the kitchen counter of each of
the homes. The facility Cirector/Owner explained
that these cups were used to administer
medicalions to residents and were rinsed and
disinfected by soaking In chlorine before being
reused. Cups thal were reused were not reserved
for use by a single resident. Any residant of the
home could recelve histher medicalion In a cup
that was previously used by another resident.

B. On 04/09/14 at 11:00 am, during talephonic
Interview, the administrative assistant for the
facility pravided ihe surveyor with information
concerning the cups that were being reused to
adminisler medications to residents. This
informalion revealed that the cups are [orand
deleted) polystyrene plastic ranslucent Souffte 1
ounce portion cups.

C. Gn 04/11/14 at 2:45 pm, during telephonic
interview, the national sales manager for the
company thal produces the souffle cups stated
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that the cups are intended for single use. 1 REUSE!NE/WB’SHE_INE med cups have
been ordered to comply with safet -
D. On 04/30/14 at 2:30 pm, during telephontc dantore e Py Y
Interview, the facility administrator acknowledged and sanitary compliance. Disinfection
lhe praclice of reusing single use cups and procedures for the sanitation of med
stated, "If we have to change that, we will change cups has been updated and posted,

it. Board of Pharmacy consulted on procedure

and found no issue with sanpitization
procedure or the reuse of med cups

2. Administrative staff wiil observe and monitor
protocal to ensure staff are complying with
with procedure, Staff will be trained during
orientatlon on the proper procedure for
disinfecting med cups

3. Disinfecting procedures have been updated
4/6/2014 and new med cups meeting reusable/
washable standards have been order 5/é9(t4 |

RERTIE T

The.Center for Ageless Living is committed to sustainable

practices that protect our residents and our environment.

Qur recvblable program [s part of our commitment to reduce

our carbon footprint and to reuse and recycle items that do not

need to be put in our landfllls unnecessarily. We have used

the practice of disinfect our med cups for over 20 years

with noill effects and believe that this procedure is safe and

sanitary. We are happy to change to a specific med cup

designed for reuse and is washable but based on our research

and discussion with the Board of PFharmacy and the NM Environmental
Department that practice of sanitizing:med cups is safe for reuse. '
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