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(A 000} Initial Comments {A000} ["The following ptan of correction for Brookdale
Valencia regarding the statement of
The following deficiency was ciled during a deficiencies dated 023. This
Revisit survey completed on for the plan of correction is not to be construed as an
atate requirements of !‘lh.lIAC 7.8.2, Regulations admission of or agreement with the findings
for Assisted Living Facilities for Adults and conclusions in the Statement of
Deficiencies or any related sanction or fine.
Census: 44 Rather, it is submitted as confirmation of our
ongoing efforts to comply with statutory and
DEFINITIONS regulator regulations. In this document, we |
5 A have outlined specific actions in response to
ggs Exec?:.:?g:’:‘zmﬁ identified Issues. We have not provided a l
OTé' Drar T e iar detailed response to each allegation or finding ]
Quar;lily' Fp ey Y nor have we identified mitigating factors. We I
R: .Re oy remain committed to the delivery of quality |
' . healthcare services and will continue to make
changes and improvement to satisfy that
{A 034}, 7 NMAC 8.2.34 Custodial Drug Permits {A 034} | objective.
CUSTODIAL DRUG PERMITS: A facility with two
(2) or more residents that is licensed pursuant to
this rule and that assists with salf-administration
or safeguards medications for residents shall
have a current custodial drug permit issued by
the siate 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 identifiad in the |1SP. The
facility shall procure, label and slore 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 compariment or
in a locked room, as approved by the board 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
mouth shall be separated from all other delivery
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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 self-administration, if the physician's
order deems it appropriate.

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

(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 Il through IV drug
(controlled substances). The proof of use sheet
shall document:

(a) the type and strength of the schedule It
through IV drugs;

(b) the date and time staff assisted with
self-adminisiration;

(c) the resident ' s name;

(d) the prescriber ' s name;

(e) the dose;

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

(9) the balance of medication remaining.

(9) Any remaining medication discontinued by a
physician ' s order, or upon discharge or death of
the resident shall be inventoried and moved to a
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separate locked storage container. Such
discontinued medications shall be destroyed
upon the next quarterly visit by the consulting
pharmacist in accordance with 16.19.41.10
NMAC.

(10} The record of medication destructicn 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. Ali 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 consullation in cases
involving the use of psychotropic medications.
{4) The consulting pharmacist will be responsible
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]

This REQUIREMENT is not met as evidenced
by:
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7.8.2.34 A(5)

This is an uncorrected deficiency from survey
dated .3.

Based on observation and interview, the facility
failed to ensure for

compartment, in their room.

This deficient practice could likely result in the
residents to be at risk of harm, injury, or death if
resident's medications were misused or stolen.

The findings are:

A. On -23 at 2:13 pm, during an observation
of R #6's = 'arge quantity {(many) of the
resident's prescription, OTC, and narcotic
medications were unsecured.

B. On 3 at 2:28 pm, during an interview
with the Director of Resident Programs, she
confirmed that there was a large quantity of
unsecured medications in R #6's I}

C.On '-23 at 2:37 pm, during an observation
of R#10's - a large quantity of prescription
and OTC medications were unsecured.

D. on [ at 2:55 pm. during an interview
with the Administrator, she confirmed there were
unsecured medications in R #6 and R #10's

Fresiderw
medications, stored them in a locked

1 Memo given to all tesidents who self medicate
that all medications must be stored in locked in
their apartments.

2 Health and Wellness Director or designee will
spot check weekly for compliance.

3 All staff to monitor for medications that are not
kept locked up and notify Health and Wellness
Director

4 If residents are found to be out of compliance
community will take over medication
administration

5 Health and Wellness Director to monitor for
compliance.
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