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8000 Inittal Comments 8 000
The following deficiencies were cited during a
complalnt survey completed on 09/13/24 for the
State requiraments of NMAC 8.370.14,
Regutations for Assisted Living Facilities for
Adults.
-Mls investigated and found not in
compliance
Census: 14 '
8025 8 NMAC 370.14.35 Medication 8035 - — : \0 -,pe—au!
Administratar/designee will
Administration of medications or staff assletence conduct a record review of
with :Mmm‘x"a:;wm“;gb‘ In all resident files to ensure
accordance ] X
medications, including over-the-counter that medjoations with end
medicatons, PRN (when needed) medications, ar dates are given within the
treatment shall be started, changed Orm - time frame requested by the
discontinued by the facilty without an order . : I &
the physician, physiclan essislant or nuiree physician. Administrator/dealgnee
MW and with entry Into the restdent's will notify physician to obtain
a new order for those medications
A s"" W'p:::’ "“""I‘ﬂ licansed or ?I;ﬁf?rdthe they wish to continue, on a
health care ‘888i0nals are rasponsl , .
sdminlatration of medications. Administration N N
may only be performad by these Individuals.
B. Facility steff may sasist a resident with the Administrator/designee will enter new
'*“TL’;";:“M of :;”:;u:‘":, ':':"m or changed medications and add
consen reside s
administrator of the facllity or the administrator's appropriate end date to MAR to ensure
designee. if the resident Is Incapable of glving medications are not logged as missed
consen, the surrogats decision maker named in dose. Admin|strator/designee will work
w“m"' ummh ;mnzl:wmmy give with consulting pharmacist quarterly to
self-admistration of medications. Afl staff that determine medications have and and date
asslst with sel-adminiatration of madications and new orders are obtained
shall have succassfully completed a state in & timely manner.
approved assistance with self-administration of
Division of Hoalth Impovement :
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Continued From page 1

medication training progrem or be licensed or
certified by the state board of nureing.
C. PRN (pro re nada)} medication:

{1) Physician or physiclan extender's orders for
PRN medicationa shall clearly indicste the
circumstances in which they are to be used, the
number of doses that may be given in a 24-hour
period end indicate under what circumstances the
primary care practitionar (PCP) Is to ba nolified.

{2) The utilization of PRN medications shall be
reviewed routingly. Fraquent or escalating use of
PRN medicationa shall be reportad to the PCP.
D. Only a licensed nurse (RN or LPN) shall
adminigter any madications or conduct any
invasive procedures provided by the following
routss: intravenous (IV), subeutaneous (3Q)),
intramuscular (IM), vaginal or rectal. Only a
licensed nurse shall administer nm-premlxod
nebudizer traatments.

E. The facility shall have medication mMnoe
matarial that contains infarmation relating to deug
interactions and side effacts on the premises,
Staff that asslet in the self~administration of
medicalions shail know interactions or possible
side sffects that might oceur.

F. Medications prescribed for one rasident: shal
not be usead for another resident. .

G. Medication assleiance record (MAR): For
residents wha are not independent and require
assistance with self-administration, the facility
shall have a MAR that documents the details of
the residents' medication, including PRN and
over-the-counter madication that ls assisted wih
self-administration by qualified staff or i
adminjstered to the rasident by licensed or |
certified staff. The Information in the MAR ehall
include:

(1) the reaident’s name,

{2) any known allergies to medication that the

8035
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Continved From page 2

resident has;

(3) the name of the resldent's PCP or the
prescriver of the medication;

(4) the diagnosis or reason for the medication;
(6) the name of the medlcation, Including the
drug product brand name and the generic nams;
{8) notation If the medication s a schedule IV

drug;

{7) the doaage of the medication;

{8) the strength of the medication;

{9) the fraquency or how often the medication is
1o be taken or given;

{10) the route of delivery for the medication
(mouth, eye, ear, ather);

(11) the method of dallvery for the madcaﬂon
(pile, drops, IM injection, other):

(12) the date that the medication wasa shned or
discontinued; ;

(13) any change in the medication arder;

(14) pre-medication Information (i.e., pulse,
respiration, blood pressure, blood sugar) as
required by the mecication order;

{15) the date and time that the medication ls
seif-administered, administered with assistance
or is adminiatered;

{16) the initlale and signature of the person
assisting with or adminletaring the madication;

{17) the desired results obtalned from or
problems encounterad with the medication (pmn
refleved, allargic reaction, elc.);

{18) any refused dose of medication;

{19) any miased dose of medication; and

(20) any medication error,

H. No medication shall ba stopped or stmed
without spetific orders from the primary care
physician,

I. If aresident refuses to take & presciibed
medication, it shall be documented and Iho facllty
shall report it to the prescriber.

8035
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Conlinued From page 3

J. Asuspected adverse reaction to a medication
shall be documentad on the MAR and reported
immedialely ta the PCP and the resident's
sumrogate declslon maker. |f applicable,
emergency medical treatmant shall be arranged.
Documentation of the event shall be kept in tha
rasident's record,
K. Prescription medication, other than bllster
packs and unit dose containers, ghall be kept ko
the original container with a pharmacy label that
includes the following: :

{1) the resident's name;

{2) the name of the medication;

(3) the date that the prescription was Iswad

(4) ihe prescribed dosage and tha [nstructions
for adminlatration of the medication; and .

(8) the name and title of the prescribear.

L. Any medication thet s removed from the
pharmacy container or bllster pack shall be glven
immediately and documanted by the staff that
assisted with the medication delivery. i
M., The facllity shall report all medication emors to
the physlcian, documentation of medication.
errors and the prescribar's response shall be kept
In the rasident's recond.

N. The facility shall develop and follow a written
policy for unused, outdated, or recalied -
medications kept in the facillty in accordance with
18,19.11.10 NMAC. ,
[8.370.14.35 NMAC - N, 7/1/2024)

This REQUIREMENT (8 not met as avidenced
w; |
8.370,14.36 G (19) (20) (M)

Based on record review and Intarvisw, the facility
falled to ensure all medications listed on the
Medlcation Assistance Record (MAR) for 1(R #2)
of 1(R #2) resident:

- Had been administerad within the umeframe

8035
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8 035 | Continued From page 4 2035
ordered by the physician.
- Had been documented as a missed dose of
maedication.
Thesa deficient practices coutd likely rasult to be
at risk of harm, litness, or injury if the rasldents
ware not administered and medicationa was
provided for longer periods of ime than ordered
by the physician.
The findings are;
A. Record review of R #2's medication change
{orm, signed by R #2's provider end dated
08/12/24 revealsd the following:
B. Record raview of R #2's MAR dated 08/30/24
Oivislon of
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C. On 09/13/24 at 12:11 PM, during an interview,

the house managar confirmad the following

madicatians wera listed on the MAR and had not

bsen discontinued in the timaframe prescribed by
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D. On 08/13/24 at 1:10 PM, during an interview,
the administrator stated she was ot aware the
following medications listed on R#2's MAR had to
ba discontinued afler the apecified ime on the
physicians order and had still been listed as a
8036 8 NMAC 370.14.38 Nutrition 8036
The facility shall pravide planned and nutritionally
Division of Health Improvement
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Continued From page 7

balanced meals from the basic food groups In
accordance with the "recommended dally dietary
allowance"® of the American dletetic association,
the food and nutrition board of the national
resoarch coundli, or the nationsl academy of
sclences. Mesls shall meet the nutritional needs
of the residants in accordance with the "2005
USDA dietary guidelines for Americans.” Vending
machines shall not be considered a source of
snacks.
A. Dietary services policies and procedures: The
{aclity will develap and implement written policies
and procedures that are maintained on the
pramises and that govem the following
requiraments.

(1) Meal secvice: The facility shal:

(a) serve at ieast three meals or thelr equivalent
each day at regular times with no more than 16
hours between the evening meal and moming
meal with snacks freely available;

(b) provide anacks of naurighing quality and post
on the daily menu;

(o) devalop menus enjoyed by the residents and
served at normal intervals appropriste to the
residents’ preferences;

(d) post the weekly menu, including snacks
where residents and famllies are able to view it
posted menus shell be followed and any .
substitution shall be of squivalant nutritional vatue
and recorded on the posted menu; Identical
menus shall not be used within a one week cycle,

{e) have speclal menus or meal items following
guidslines from the reaident's physician for
residents who have medically prescribed special
diets;

() serve all residents in a dining room except
for resldents with a temporary [iness, or with
documented specific parsonal preferencs to have
meals in their room;

8038

Administrator edited and posted
menus to ensure anacks were listed
on the menu, Aweskly manuand a
substitute manu were posted
together on & bulletin board in the
dining room where residents and
tamilies could $ee the menu and
have tha freedom to choose
meals and consume nutritious
meals.

Cooks will post the menu and
substitute menu weekly. Manager
wilt follow up and Inidat menu to
onsure appropriate menus
are posted weeakly.

io7-4
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Continved From page 8

{9) allow sufficient time for meals to enable
rasidents to eat at a lelsurely pace and to
soclelize; and

{h) contact the resident's PCP within 48 houra if
a resident consistenily refuses to eal,

(2) Staff in-service training: The facllity shall
provide an In-service tralning program for ataff
that are involved In food preparation at orlentation
and ai least annually and that includes:

(a) Instruction In proper foed slorage;

{b) preparetion and serving food,

(¢) sufaty in food handling;

(9) approprists personal hygiens; and

{e) infectious and communicable disaase
control.

B. Dietary records: The facility shall maintain the
following documentation onsita:

{1) a aystematic record of ail menus and
ravisions, inciuding snacks, for a minimum of
thirty

{30) calendar days;

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

(3) a copy of the most racant licenaing ingpection
and for faciiiiea with 10 or more residents, a copy
of the New Maxico environment depariment
inspection with notations mads by the facllity of
action taken to comptly with recommendations or
cliatfons; and

(4) a dally log of the recorded temperatures for
all facitity refrigarators, freezers and sleam tables
maintained and avallable for Inspaction for 30
calendar days.

C. Clean arvl sanitary conditions; Al| practicas
shall be in accordance with the standards of the
stats environment depariment, pursuant fo 7 8.2

NMAC.

(1) Kitchen sanitation:

{a) Equipment and work areas shall be dean

6L0/Z2L0'd

Division of Health Improvement
STATE FORM

£0062EbSL5(XY4)

xzTun

¥ continuetion theel 9ol 16

aAlyaag opiobowe|y0d:ZL  SZOT/TZT/LO



ofH

BTATEMENT OF OEFICIENCIES
AND PLAN OF CORRECTION

ment

PRINTED: 08/25/2024

FORM APPROVED

1) FROVIDERVBUPPLIER/CLIA

2083

(2) MULTIPLE CONSTRUCTION
A BUILDING:

. WING

(X3) DATE BURVEY
COMPLETED

c
oehvgess 3

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

1108 BAN CRIBTO
ALAMOGORDO, NM 88310

BEEHIVE HOMES OF ALAMOGORDO

4) 1D
PREFIX
TAG

SUSMARY STATEMENT OF DERICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
AEQLLATORY OR LSC IDENTIFYING INFORMATION)

L] PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD ag
TAG
DEFICIENCY)

CROS8-REFERENCED TO THE APPROPRIATE

x8)
COMPLETE

Continuad From page 9 ;

and In good repair. Surfaces with which food
baverages come Into contact shall be of smooth,
Impervious material free of open seams, not
readily comodible and easily accassible {or
cleaning. i

(b) Utenslis ehal be stored in a clean, dry plece
protected from contamination, ‘

{¢) The walls, ceilng and floors of all rooms that
food or drink Is stored, prepared of served shall
be kept clean and In good repair.

(2) Washing and sanitizing kitchenware: .

{s) All reusable tableware and kitchenware shall
be cleansd in accordance with procedures that
inglude separate staps for prewashing, washing,
rinsing and senitizing. :

(b) Proper dishwashing procedures and
techniques shall be utilized and understood by
{he dizhwashing steff.

{¢) Perladic monltoring of the operation of the
detergent dispensar, washing, rinsing and
sanitizing temperstures shall ba performed and
documentad. ;

(d) When a dishwashing machine is utllized,
cleaniiness of the machine, its jets and Ite
hermostatic controla shall be monitored and
documanted by the facility. A monthly log of the
recorded temperature of the dishwasher shall be
maintained in the faciity and available for
Inspectian. |

(3) Sinks for hand washing shall include hot and
cold unning water, hand-washing soap and
disposable towels, :

{4) Al gasbage and kitchen rafuse that is nol
diaposed of through a garbage dispoeal unit shall
be kept in watertight containers with close-fitting
covers and disposed of dally In a safe and
sanhtary manner.

{8) Cooks and food handlers shall wear clean
outer garments and hair nets or caps and shall

[
[
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8036 | Continued From page 10 8036

keep their hands clean at all times when engaged
in handiing food, drink, utenslls or equipment in
accordance with the locat heaith authority.

Disposable gloves shall be uaed In accordance
with the locs! health authorlty.

D. Food mansgement: The facllity shall store,
prepare, distribute and sarve food under sanitary
congitions and In accordanca with the cegulations
goveming food establishments of jocal health
authority having Jurtadietion,

{1) The facility shall ensure that @ minimum of a
thres calendar day supply of parishables and a
five calendar day supply of non=perishables or
canped foods is available for the residents.

{2) The facliity refrigerator and freezer shall have
an accurate thermometer which reads within or
not more than plus or minug thrae degrees
{ahrenhel of the required temperature, located In
the wanmest section of the refrigerator and
freezer and shall be accessible and easily read.

{a) Tha temperature of the rafrigerator shall be
35 - 41 degrees fahrenheit.

{b) Freozer {emperatures shall be maintained at
2810 degraas fahrenheit or below.

{3) Refrigerators and freezers shall be kept clean
and sanitary at all tmes. Food stored in |
rafrigerators end freazers shak be coverad, dated
and labsied. Unused leftover food shall be -
discardad after threa calendar days.

[4) Steam tables, hot food tables, slow cockers,
crock pots and other hot foed holding devices
shall not ba used in heating or reheating food.
Hot food tamparatures shall be checked
periodically to insure that @ minimum of 140
degress fahrenhait is malntained.

(8) Medication, blological spactimens, poleonn,
detergents and cleaning supplies shail not be
kept In the sema storage areas usad for storage
of foods. Medications shall not be storad in the

1
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rafrigarator with food; an alterate refrigerator for
medication shall be used.

{6) Canned or prasarved foods shall ba procured
from sources that process the food under
regulated quality and sanitation controls. This
does not preciude the use of local fresh produce.
The facility shall not usa home-canned foods.

(7) Dry or staple food itema shall be stored at
least six inches off the floor In a ventilated room
that is not subject to sewage, waste water
back-fiow or contamination by condensation,
leakage, rodents or vermin.

(8) The facility shak ensure the following: |

(a) all perishable food is refrigereted and the

temperature is maintained no higher than 41
degreas fahrenheit;

(b) the temperature for all hot foods Is
maintained at 140 degrees fahrenhaeit; and |

(¢) all displayed or transported food ls protectod
from enviranmental contamination and
maintained st proper temperatures in ¢lean
containers, cablinels or serving carts.

E. Milk:

(1) Rew milk shall not be used.

(2) Condensed, evaporated, or dried milk
products that are nationally recognized may be
employed a5 “additives” in cooked food
preparation but shall not be substituted or served
to residents in place of milk,

F, Collateral requirements: Compllancs with this
rule doas not relleve a facility from the
rasponaibliity of mesting mora stringent municipal
regulatians, ordinances ar other requisements of
state or federai laws goverming food aervice
sstablishments. Local health authority having
jurisdiction means municipal, county, siate or
federnl agency(s) that have laws and regulations
goveming food eatablishments, liquid waste
disposal, freatment facilities and private welis,

8038
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{8.370.14.38 NMAC - N, 7/1/2024)

This REQUIREMENT is net met as evidenced

8.370.14.38 A (1) (d)

Banad on observation and interview, the facility
failed to ensure:

1. Waekly manus were posted where residents
and famtllas are able to view them. |

2. Menus identify the snacks available and eny
meal subgiltution offerings. :

Thesa deficient practices could likely result in the
14 (R #2 1-14) resldents listed on the census
provided by the Administrator on 08/12/24 to be at
risk of not being aware of what meels or snacks
are aveilable during the week to ansure realdents
are provided nutritious meals/anacks. meet:their
dielary needs, and have a freedom of choice In
what foods thay want to eat.

The findings are:

A. On 06/12/24 a 8:05 AM, during an obssrvation
of the facility common areas and reskient dining
area, tha weekly menu was not gosted.

B. On 09/12/24 at 8:15 AM, during an lmorvbw
Caregiver #1 confirmed the weakly menu was not
posied, :

C. On 09/12/24 a1 10:15 AM, during an inlerview,
Chef/Cook confirmed the weekly menu was not
posted for realdenta and families, but wers,
hanging In the facility kitchen.

D. On 09/12/24 at 10:20 AM, during an
observation of the facility kilchen, the weekly
menu: ;
Division of Health improveiment
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(1) Was displayed in the kitchen and not In view
for regident’s or famllles.

(2) Pid not Identiy snacks avallable for residents
(3) Did not identify substitutions avallable for each
megl

E. On 09/12/24 at 10:26 AM, during interview,
Chef/Cook slated she was not aware that snacks
and meal substitutions were supposad {0 be
identified on the weskly menu, and that snacks
are given to residents upon requast.

F. On 09/12/24 at 11:07 AM, during Interview, R
#4 statod he doas not know what Is baing served
each day for meals. R #4 was unaware there
were subatitution cholces for every meal, and
dpas not racall enacks baing provided to
residents at any time during the day or night.

8 037) 8 NMAG 570.14.37 Laundry Services

A. General coquiremanta: The facility ahall
provide laundry services for the residents, elther
on the premises or through a commerclal Iaundry
and {inen service.

(1) On-site laundry facilitias shall be located in
areas separate from the resident unite and shall
be provided with necessary washing and drying
equlpment.

(2) Solied laundry shall be kept separate from
¢leen laundry, unless the laundry facility is
provided for resident use only.

(3) Staff shall handle, store, process and
transport linens with care (o prevent the spread of
infactious and communicable disease.

{4) Solled laundry hall not be stored in the
kitchen or dining areas, The buliding desigh and
layout shall ansure the separation of laundry
room from kitchen and dining areas. An exterior

8037

1

An in-service will be conducted to
traln/retrain staff on the Importance
of keeping the laundry reom door
locked In resldent safety.

Administrstor/designee will place signage
on the laundry room door stating
“This Door must be locked at all times.”
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route to the laundry room Is not an accepiable
slternative, unless It |s completely enclosed.

(8) In new construction or newly licensed
facfities with more than 15 residents, washers
ehall be in saparate rooms from dryers. The
rooms with washers ahall have negative air
prassura from the olhar facllity rooms. ;

{8) All linens shall be ¢changed as nesded and at
least waekly or when a new resident is 1o occupy
the bed.

(7) The mattress pad, blankets and bedspread
shall be launderad as needed and at least once
per month or when a new resident is to occupy
the bed.

(8) Bath linens conslisting of hand towael, bath
fowel and washeloth ehall bs changed as needed
and at loast weekly.

(9) There shail be & claan, dry, well ventilated
storege ares provided for clean linen. .

(10) Fagility laundry supplies and cleaning
supplies shail not be kept In the sama storage
areas usexd for the siorage of focds and clean
storage and shall be kept in @ secured room or
cabinet. :

B. Residents may do their own laundry, i it

their preference and they are capable of doing so,
or if it s part of thelr skill-building for Indepéndent
iiving and Is documentad as part of their ISP,
[8.370.14.37 NMAC - N, 7/1/2024]

This REQUIREMENT is not met as evidenced
by: |
8.370.14.37 A (10)

Based ox) observailon and interview, the facility
falled to ensure cleaning supplies and hazardaus
chemicala were stored In secured areas and ware
not accassible to the residents.

8037
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(R #s 1-14 ) residents listed on the resident
census list provided by the Administrator on
08/12/24 to be at risk of harm, liness, or injury i
the residents were to spilil chemlcala on
themselves or ingest (teke food, drink, or ancther
substance In the body by awallowing or absorbing
it.) the cleaning supplies or hazardous chemicals
(any chemical which can cause a physical or @
health hazard).

The findings are:

A, On 08/12/24 gt 0:40 AM, during an
observation of the facllity's laundry room located
at the northwest haliwey, the faundry room was
unlacked. The following chemicals were
accessible to rasidents:

1. Two (2) bottles of multipurpese cleaner

2. One (1) bucket of laundry detergent

3. Ona (1) can of Ajax powder

4, Qne (1) container of Draino

B. On 08/12/24 at 9:45 AM, during an Interview,
Caregiver #2 confimed the cleaning suppiles end
chemicals locatad In the laundry reom were
unaecured and accesalble to residents.
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