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Surveyor: 25921

The following deficiencies were cited as a result
of an annual survey conducted cn June 18, 2008
for the Life Safety Code portion of the New
Mexico Regulations Governing Requirements for
Adult Residential Care Facilities 7.8.2 NMAC.

A23 7 NMAC 8.2.23 Fac, reports, Recs., P & RS & A23

Rules %
78223  FACILITY \ O
REPORTS/RECORDS/POLICIES AND n \

PROCEDURES/ AND RULES:

A. REPORTS AND RECORDS: Each
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
three (3) or fewer residents are not required to
have fire inspection reports.

(2) Copy of the last survey conducted by
the Licensing Authority, adverse actions or
appeals thereto, and complaints.

(3) Copy of the |atest survey from
Environmental Health Autherity {if applicable)
regarding kitchen and food management and, if
private sewage disposal, and private waste
disposal. EXCEPTIONS: Adult residential care
facilities with three (3) or fewer residents are not
required to be inspected by Environmental Health
Authority. Facilities exempted by the
Envirocnmental Health Authority having
jurisdiction, are not required to have a survey on
I file provided the exemption letter is on file.

(4) TB test results of staff or any of their
family members living in the facility.

(5) One (1) month of menus planned
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and as served.

(6) Record of fire drills: A record of all
fire drills conducted at the facility,. EXCEPTION:
Adult residential care facilities with three (3) or
fewer residents are not required to hold or record
fire drills,

(7) Written emergency plans and
policies and procedures for medical
emergencies, power failure, fire or natural
disaster. Such plans shall include evacuation,
persons to be notified, emergency equipment,
evacuation routes and refuge areas,
responsibilities of personnel.

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

(9) Custodial Drug Permit: A valid
Custodial Drug Permit issued by the State Board
of Pharmacy for those facilities licensed pursuant
to these regulations. EXCEPTION: Adult
residential care facilities with only one (1) resident
are not required to have a custodial drug permit.

(10) Vaccination of pets in the facility.

(11) Staff training.

(a} At orientation and on-going.

(b) Appropriate to staff responsibilities.
(Assistance with medications, dietary,
environmental...)

{c) Fire safety.

(d) First aid.

(e) Safe food handling practices.

(f Confidentiality of records and
resident information.

(9) Infection control (including universal
precautions and iinen handling).

(h) Resident rights.

(i) Providing Quality Resident care
based on current resident need.

(i) Reporting requirements for Abuse,
Neglect or Exploitation,

a
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(12) A copy of License.

{13} Employee personnel records,
including an application for employment, TB
certificates, training records, and personnel
actions.

(14) A copy of all WAIVERS/VARIANCES
granted by the Licensing Authority.

(15) A copy of the floor plans as approved
for licensure.

B. RULES: Prior to placement in or
admission to a facility, a prospective resident or
hisfher representative shall be given a copy of the
facility rules. Each facility shall have written rules
pertaining to but not limited to the following:

{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
property.

(6) Meals.

{7) Use of common areas.

(8) Electric blankets or appliances used

by residents.

C. POLICIES AND PROCEDURES: All
facilities shall have written policies and
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
sheets).

(3) The handling or resident's funds, if
the facility provides such services.

{4) Reporting of incidents, including
abuse, neglect, and exploitation.

(5} Handling of complaints.

(6) Staff and resident fire and safety
training.
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(9)
(10)

(11)

Admission agreement.
Admission records.
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
advance directives.

(14) Personnel policies.

{15) Identifying and safeguarding resident
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,
1-11-80, 4-7-97; 7.8.2.23 NMAC -Rn & A7
NMAC 8.2.23, 8-31-00]

This REQUIREMENT is not met as evidenced
by
Surveyor. 25921

Based on documentation reviewed and
interview, the facility failed to keep a record of the
monthly testing of the fire alarm system, fire and
disaster training records for the facility as
required by the Life Safety Code (NFPA 101},
potentially affecting all residents and staff
throughout the facility. At the time of survey, the
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Grounds

7.8.243 MAINTENANCE OF BUILDING AND
GROUNDS: The building(s) must be maintained
in good repair at all times. Such maintenance
shall include, but is not limited to, the folowing:
A. All electrical, fire protection signaling,

mechanical, telephone, water supply, heating, fire
protection, and sewage disposal systermns
maintained in a safe and functioning condition,
including regular inspections of these systems,
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licensed capacity of the facility was 24 and the
census was 20. The findings are: be Conp beted 6? =9
EXR Cutand d e e , A0
OnJ 18, 2008, betw 9:00 d Lot 17 CGFGVL o
n June 18, , between 9:00 am an
11:00 am, during a tour of the facility with the % He rmen . 12 Erdund
Executive Director, the surveyor observed the C& sy N
following: P leney.
E Hf_ > /
1. From May of 2007 through December of et (1608
2007, no documentation of a fire drill was in
evidence.
2. The documentation of the fire drill from
January of 2008 to June 2008, did not indicate
the
sighatures of the fire drill participants.
3. No documentation of a monthly testing of
the fire alarm system was in evidence for the last
twelve
{12} months.
4. The Executive Director stated, that she
was generating a new document to address
these matters.
A43| 7 NMAC 8.2.43 Maintenance of Building & Ad3
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{(as applicable).

B. The building, furniture and furnishings,
storage areas, and grounds of the facifity must be
maintained in a safe, sanitary, and presentable
condition at all times.

C. Storage areas must be kept free from
accumulation of refuse, discarded furniture, old
newspapers, that create a fire hazard.

D. Floors shall be maintained stable, firm,
slip-resistant and free of tripping hazards.

[7-1-64, 9-15-70, 9-24-76, 7-11-86, 4-7-97,
7.8.2.43 NMAC - Rn, 7 NMAC 8.2.43, 8-31-00]
This REQUIREMENT is not met as evidenced
by:

Surveyor: 25921

Based on observation and staff interview, the
facility's practice failed to ensure that the
electrical system and its components are
maintained in accordance with NFPA 70 (National
Electric Code), potentially affecting patients and
staff throughout the facility. At the time of survey, 7 g Vi 4
the licensed capacity of the facility was 24 and &. .43
the census was 20. The findings are:

UL oloc tient Outlets

On June 18, 2008, between 9:00 am and 11:00 Lot Hhan 10O éu‘,t. waf
am, during a tour of the facility with the Executive "
Director, the surveyor observed the following: Lopplyg) e Loa? loeen
g¥ 27755 ) L et Jon o 1y
1. Within the Facilities east side Laundry ang Bea Lhop e
Room, behind the washer and dryer , there were e s
two(2) electrical outlets pleced cJeeh, ﬁ" Dwrd :
within two(2) feet. of the water supply that ﬁQ—u—D—* (4/L+E/I"u-p g Cercad
\gg&;gthFIC {Ground Fault Interrupt Circuit) Qec:/-fe =y, _,;Z,He e feu -7/95 &
' Execituid director coc
2.  Within the Facilities west side laundry room, A Al Comp [(_c;/r\.c,e_),

behind the washers, there were two(2) electrical
outlet within two{2)

feet of the water supply that were not
GFIC(Ground Fault Interrupt Circuit) protected.
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3. Within the Beauty Shop next to the sink,
was an electrical outlet within two(2) feet a water
supply that was not

GFIC(Ground Fault Interrupt Circuit)
protected.

4. The Executive Director stated that the
cutlets would be replaced with GFIC outlets.

Based on observation and staff interview, the
facility's practice failed to ensure Precautionary
signs, readable from a distance and be
conspicuously displayed where oxygen is being
administered in accordance with NFPA g9
(Standard for Healthcare Facilities) and the
Compressed Gas Association, potentially
affecting residents and staff throughout the
facility. The licensed capacity of the facility is 24,
the census during the survey was 20. The
findings are:

On June 18, 2008, between 9:00 am and 11:00
am, during a tour of the facility with the Executive
Director, the surveyor observed the following:

1.  The resident in the center room of Jardin
corridor was on oxygen therapy. There was no
posted signage outside

the room warning that oxygen is being
administered as required.
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2.  The resident in the center room of Suenos f)(ﬂc,u_z‘ou{ du;:ec,a @1 w‘""é At &
corridor was on oxygen therapy. There was no Compleanct g Frerl , JLgna
posted signage (ol b po:f&:p cohes . O G2
outside the room warning that oxygen is A .
AP bestia
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Continued From page 7
being administered as required.

3.  The resident in the center rcom of
Esperanza corridor was on oxygen therapy.
There was no posted signage

outside the room warning that oxygen is
being administered as required.

4.  The Executive Director stated that it is
standard practice to post signage at locations
where oxygen is being

administered. She did hot know why there
was not signage at these three locations.

7 NMAC 8.2.61 Automatic Fire Protection
(sprinkler) System

7.8.261 AUTOMATIC FIRE PROTECTION
(SPRINKLER) SYSTEM: Where an automatic fire
protection {sprinkler) system is installed for total
or partial coverage, the system shall be in
accordance with NFPA 13 or NFPA 13D as
applicable.

[4-7-97; 7.8.2.61 NMAC - Rn, 7 NMAC 8.2.61,
8-31-00]

This REQUIREMENT is not met as evidenced
by:

Surveyor: 25921

Based on observations and interviews, the
facility failed to assure that the building elements,
which are attached to the building, are equipped
with a sprinkler system and used by the facility
residents, staff and visitors, was installed and
maintained in accordance with the Life Safety
Code and NFPA 13. Roofing and Canopies that
extend more than 4 feet from the building and are
connected to the building must be equipped with
sprinklers. This practice potentially affects all
staff, residents, and visitors throughout the

A43

AB1
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facility. At the time of survey, the licensed
capacity of the facility was 24 and the census was
20. The findings are:

On June 18, 2008, between 9:00 am and 11:00
am, during a tour of the facility with the Executive
Director, the surveyor observed the following:

1. Atthe south west and south east exits of the
facility used by residents, staff, and visitors were
canopies that

measured 5 feet by 4 feet and were not
protected by a sprinkler system.

2. Atthe Northwest and Northeast exits of the
facility used by residents, staff, and visitors were
canopies that

measured 5 feet by 4 feet and were not
protected by a sprinkler system.

3. Atthe main entrance to the building used by
all resident, staff, and visitors was a canopy

measuring 20 feet by 15 feet and was not
protected with a sprinkler system.

4. Atthe Smoking area at the north side of the
facility used by residents, staff and visitors was a
canopy the

measured 35 feet by 35 feet and was not
protected by a sprinklers system.

5. The Executive Director acknowledged these
findings at the exit conference.

Based on observations and interviews, the
facility failed to assure that the building was
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equipped with

a sprinkler system which was installed and
maintained in accordance with the Life Safety
Code and NFPA 13, which requires sprinklers in
all common living areas. This practice potentially
affects alf staff, residents and visitors throughout
the facility, the licensed capacity of the facility
was 24 and the census was 20. the findings are:

On June 18, 2008, between 9:00 am and 11:00
am, during a tour of the facility with the Executive
Director, the surveyor observed the following:

1. Within the bathrooms of Jardin, Santos,
Esperanza and Suenos corridors no sprinklers
were in

evidence.

2. Within the Central supply rooms of the
Jardin, Santos, Esperanza and Suenos corridors
no

sprinklers were in evidence.

3. The Executive Director acknowledged these
finding at the exit conference.
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