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Initial Commen'tSI
l

The following do#icienoy was cited during a
complaint.survayl completed on 01/23/25 for the
state requitements of NMAC-8.370.14,
Regulations for Assisted Living Fagilities for
Adults.

Census: .

Complaint Intake{N was Jnvestigated,
‘and deficiencies ywere not cited.

8 NMAC 370.14,36 Nutrition

The facility shall provide planned.and nutritionally
balanced meals ffom the basic food groups in
accordance with the 'tecornmended daily dietary
allowarice" of thelAmerican dietetic assdciation,

| the'feod and nutrttion board of the natichal

research council, jor the national academy of
sciences. Meals Bhail meet the nutrtional needs
of the residents in. accordance with the "2008
USDA dietary guitielines for Americans.” Vending
machines shall not be considerad a soyres f
shacks.

A. Dietary servicss policlas and procadures. The
facility will develap'and implement written policies.
and protedures that ara maintained on the:
promises and that govem the following

| requirements.

‘ (1) Meal service:| The facility shall:

(a) serve at leas} three meals or their equivalent
each day at regular times with no more thar, 16
hours between the evening meal and morning
meal with snacks freely available;

(b) provide snac 3 of nourishing quality and post
on the dally men L

() davelop menls enjoyed by tha residents and
setved at normsl (niervais appropriata ta the
residents' preferences;
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(d) post the weekly menu, including shacks
Wwhere residénts and families are able to view i,
posted menus Il be followed and any
substitution sh;lfl‘Ee of equivalent nutrtional value
and recordad on the posted menu; Identical
menus shall not be used within a one week cycle,

(e). have specia)|menus or nieal ltams following
guidelines from the resident’s physician for
rasicents who have medically prescribed special
diets;

(f) serve all razkents in a dining room except
fat residents with ja temporary illness, or with
dosumented specific' personal preference to have
meals in their room;

(9) allow sufficieht time for meals to enabla
residents to eat a{: lisurely pace and to
soclalee; and |

(h) contact the résjderit's PCP within 48 hours if
aresident consistently refuses to eat.

(2) Staff in-sarvide training: The facilty shall
provide.an in-seryice training program for staff
that are involved infoad preparation at orientation
and atleast annually end that includes:

(2) instruction if jproper food storage;

(b) preparation gnd serving food;

(¢) satety in food handling:;

(d) appropriate personal hygiens; and

(¢) infectious and commuiiiceble disease

control,

B. Dietary records: Tha.facility shall maintain the
following documentation onsite:

(1) a systematic 3 of all menhus and
revisions, including snacks, for-a minimum of
thirty:

(30) calendar da

(2) a systematic record of therapeutic diets as
prescribed by &

(3) a copy of thoptmt recent licensing inspection
and for facilities with 10 or more residénts, a copy
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of the New MexI¢o environment department
Inspection with natatiohs made by the facility of
action taken to comply with recommendations.or
citetlons; and

(4) 4 caily log ofithe recorded temperatures for
all facility réfrigatators, freezers and steam tables
‘maintained andflvajlable for ihspaction for 30
calendar days.

C. Clean and santtary. conditiong: Al practices
shall be In accordance with the standards of the:
state anlmnmeqt department, pursuentto 7,62
NMAC.

(1) Kitchen sanitgtion

(a) Equipment dnd work areas shall.be clean
and in good repal. Surfaces with which Tood or
beverages came |intg contact shall he of smooth,
impesvious rmatesial free of open seams; not
readily. corrodi ¥ and easily accessible for
cleaning.

(b} Utensils.shall be stored in a-clean, dry place
protected from cantamihation,

.(¢) The walls, eelling and floors of all roomsthat
food or drink is slpred, prepared or served shall
be kept clean and in good repair,

(2) Washing and;sanitizing. kitchenwatre:

() All reusahle fablewars and kitchenware: shall
be cleaned in acdordance with procedures that
include separate.steps for prewashing, washing,
rinsing and sanit lng

(b) Proper dishwsshin
tachniques shall bé {ttiized and understood by
the dishwashing staff,

{c) Periodie moriitering of the operation of the
detergent dispenser, washing, rinsingand
sanitizing temperatures shall be performed and
documentad,

(d) When a dishwashing machine is ulilized, the
cleanliness of the; machine, Its Jets and its
thermostatic oontrla shall be moriitored and
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documented by the facllity. A monthly 16g-of the
recorded temprature of the dishwasher shall be
malntained in thei.faciliw and avallable fer
inspection,

() Sinks for hnnh- washing: ghall include hot and
cold runhing water, hand-washing scap and

{4) All gabage apd kitchen refusa that is not
disposed of throuph a garbage disposal unit shall
be kept in watertighit containers with close-titting

i of daily in a-safe and

sarijtary manner,
(5) Cooks and fopd handlers shall wear cledn
outer garments and hair néts.or capsé aind shall
keep their hands clean at all times. when engaged
In handling foad, glrink, utensils or equipment in
accardance with the lecal health authority.
Disposable gloveg shall be used i scsordance
with the local heq:h authority.

D. Food management. The facility shall store,
prepere, distribute and sarve food under sanitary
conditions and in gecordance with the ragulations:
governing food e%tablis,hments of local health
authority having ju

(1) The.faciity shall. ensure that a minimum of a
three calendar day. supply of perishables and a
five. calendar day supply of non-perishables or
canred foods is ’idlable for the reskients

(2) The facility refrigerater and fieezer shal have
an accurate th r which reads within or
not more than plus or minus three degrees
fahrenhett of the requiréd taimiperaturs, locatad in
the wammest mE of the refrigarator and
freezer and shall be accessible a@nd easily read.:

(8) The temperature of the refrigerator shall be
35 - 41 dagrees fahrenhett.

(b) Freézer tempieratures shall be maintained at
2ero degrees fahrgnheit or below.

(3) Refrigerators bind freezers shall be kept clean
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and sanitary at all times. Food stored in
refrigerators and jraezers shall be covered, dated.
and kbelad. Unysed leftover food shall be
discarded aftet thyee calendar days.

(4) Stearn tables, hot food tables, slow cookers,
crock pots and other hot food holding devices
shall not be used;n heating or reheating food.
Hot food ﬁenv.af:lgme;s.shaﬂ be checked
periodically to inshire that a mintmurn of 140
degress fahrenhelt is maintaingd.

(6) Medication, blological specimaris; poisons,
detergents and clpaning supplies shall not be
kept in the same storage aress used for storage
of foods. Medlcations shall nat bastored inthe.
refrigarator with food; an alternale refrigerator for
medication shall ke used,

(6) Canned or préserved foods shall be procurad
from sources that{procass the food under
regulated quality and sanitation controls; This
does not preclude the use of local fresh preduce.
The facility shall not use home-canned fosds.

{7) Ory or staple food tems shill be stored at
least six inches oiTthe fioor in & ventilated room
that is not.subject/to sewage, waste water
back-flow or contamination by condensation,
léakage, rodents or yarmin,

(8) The facllity shall ensure the following!

(a) all perishable food is refrigerated and the
temperature is maintalried no higher than 41
degrees fahrenhelt;

(b) the temperatyra for all hotfoods Is
maintained at 140 degrees fahrenheit; and

() all displayed driransported food s protected
from environtiéntgal contamination and
maintained at proper temperetures in.clean
containers, cabinets' or serving cans.

E Milk:
(1) Raw milk shall not be used, _
(2) Condensed, T«apomfnd. or dried milk

8038
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procucts thet arejnationally recoghized may be
employed &s “additives" in cooked food
preparation but shall not be substituted or served
to residents in pldce of milk.

irermants; Compliance with this
ieve.a facility from the

e .t1ng more stringént munjcipal
regulaticns, ordinances or other requnrements of
state or federal laws goveming food servics
ectablishments. 1ecal health authority having
jurisdiction meané municipal, county, state or
federal agency(s), that have laws and regulations
goverring food establighments, liquid wasie
digposal, treatmat facilties and private wells,

~ N, 7/112024)

T is not met as avidencad

83701438 D

Baged on observation and interview, the Tacility
failed to ensure the dried food was stored sl (6)
inches above thefloor,

This deficiént pragtice coukd likely cause harm to
residents.if they were to [ngest fosd that'was
unsanitary and. csltised foodbomae iliness (illness
resulting In the consurnption of contaminated or
toxic food).

The findings are:

A. On.01/23/25 at 12:00 pm, during an
observation of the emall outside shed, thére was
an openand unsdoured, twenty (20) pound (|b)
tightly woven megh bag of uncooked pinto beans
on the shed floor,|

B On 01/23/25 e 12:10 pim, during an iriterview,
Tha Administrator confirmed the bag of pinto

8:038
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products that are nationally recognized may be
employed as "additives" in cooked food
preparation but shall not be substituted or served
to residents in place of milk.

F. Collateral requirements: Compliance with this
rule does not relieve a facility from the
responsibility of meeting more stringent municipal
regulations, ordinances or other requirements of
state or federal laws governing food service
establishments. Local health authority having
jurisdiction means municipal, county, state or
federal agency(s) that have laws and regulations
governing food establishments, liquid waste
disposal, treatment facilities and private wells.
[8.370.14.36 NMAC - N, 7/1/2024]

This REQUIREMENT is not met as evidenced
by:
8.370.14.36 D (7)

Based on observation and interview, the facility
failed to ensure the dried food was stored six (6)
inches above the floor.

This deficient practice could likely cause harm to
residents if they were to ingest food that was
unsanitary and caused foodborne illness (illness
resulting in the consumption of contaminated or
toxic food).

The ﬁndings are: Little Roses Home Care of the SW immediately addressed
the deficiency by:

A On 01/23/25 at 12:00 pm, during an ) ) .
observation of the small outside shed, there was an :;i:fézrzinf Sibo o uneegkedptniCeanstivpiarelaced,
open and unsecured, twenty (20) pound (Ib) tightly
woven mesh bag of uncooked pinto beans on the
shed floor.

Ensuring the bin is sored off the floor in accordance with
proper food storage protocols.

Specialty bins have been ordered and will arrive on
B. On 01/23/25 at 12:10 pm, during an February 7, 2025. 02108725
interview,

The Administrator confirmed the bag of pinto
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! baans was hot gecurad or
{ () inches abowe the flocr.
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\

{
!
{

stored on & shelf 8ix

The defiiarit pratlice hee the potentia to affect cther radidents
and stff by conteminaiing the food and meking the tood nan
edible end paasibly contaminata if thare-ara rodants which
would cause hegith lsaues,

The measres WMnm“m*ﬂpehﬁn
have orééled @ chartthat wil be checked by alaff dallyto
wnsure faf sl food tame are wal storsd, covered, Ih hasihy
condiions and food Xeme are:already dated end rofatad.

We wil moniior that shle noncompliance dosent happan again
by following the: instruction. aboye, continué thaiting, checking
and varifying by al stelf diring shift ohange fo.aweid any future
ron compliance tsnies,
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