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8000 initial Comments

The foltowing deficiencies were cited during a
Complaint survey that was completed on
01/22/26 for the state requirements of NMAC
8.370.14, Regulations for Assisted Living
Facllities for Aduits.

Resident Census: 38

Complaint Intake NM-was investigated
and deficiencias ware not cited.

Complaint intake NM [JJiJves investigated
and deficiencies were not cited.
Complaint intake NM
and deficiencies weare not cited.

as investigated

8032 8 NMAC 370.14.32 Reporting of Incidents

A. The facility shall insure that all suspected
cases or known incidents of resident abuse,
neglect or exploitation are reported in accordance
with 8.370.9 NMAC.

(1) The facility shall aiso report any incident or
unusual accurrence which has or could threaten
the health, safety, or welfare of the residents and
staff to the licensing authority complaint hotline
within 24 hours or by the next business day, If it is
a weekend or a holiday.

{2) Thae facility shall not delay a report to the
complaint hotline while an internal investigation is
conducted.

B. The facility is responsible for conducting and
documenting the investigation of all incidents
within five business days and shall submit a copy
of tha investigation report to the licensing
authority. A copy of the report and the
documentation, including the date and time that it
was submitted to the licensing authority, shall be
maintained on file at the facility. The investigation
shall include the following:

8000

8 032
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(1) a narrative description of the incident;

(2) the result of the facility's investigation shall be
recarded on the stale approved incident report
form for the current year, pursuant to 8.370.9
NMAC; and

(3) plans for further actions in response to the
incident,

[8.370.14.32 NMAC - N, 7/1/2024)

This REQUIREMENT is not met as evidenced
by.
83701432 A(1) and B

REPORTING OF INCIDENTS:

A. The facility shall ensure (to make
cerlain that somaething shall occur or be the case)
that all suspected cases or known incidents of
resident abuse, neglect or exploitation are
reported in accordance with 8.370.9 NMAC.

(1) The faclility shall also report any
incident or unusual occunrence which has or
could threaten the health, safety, or welfare of the
residents and staff to the licensing authority
complaint hotline within twenty-four (24) hours or
by the next business day, if it is a weekend or a
holiday.

B. The facility is responsible for
conducting and documenting the investigation of
all incidents within five {5) business days and
shall submit a copy of the investigation report to
the licensing authority. A copy of the report and
the documentation, including the date and time
that it was submitted to the licensing authority,
shall be maintained on file at the facility.

Based on record review and interview, the facility
failed to ensure for 2 (R #2 and R #3) of 2 (R #2
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Continued From page 2

and R #3) residents that the facility report
incidents of suspected abuse that had or could
threaten the health, safety, or welfare of the
residents and staff to the Licensing Authority {LA)
within twenty-four (24) hours and conduct an
intemnal investigation and submitted an
investigation follow-up reparnt to the LA within five
{5) business days from when an incident
occurred.

These deficient practices could likely result in the
38 (R #s 1-38) residents listed on the resident
census provided by the facility's Director on
01/21/25 ta be at risk of ham, injury, or death if
an unusual occurrence, suspected abuse or
neglect is not investigated and reported o the
Licensing Authonty.

The findings are

A. Record review of Nurse #1's file revealed:

1. On 02/05/24, Nurse #1 was verbally
abusive to R#2 and R #3.

2. 0n 02/12724, following an investigation
performed by the facility’s Director, Nurse #1 was
terminated from empioyment due to a violation of
resident rights for emotional/verbal abuse.

B. Raecord review of the facility’s incident repart
dated 02/05/24, revealed the ingident was not
reparted to the LA.

C. On 01/22/25 at 10'21 AM, during an interview,
the facility’s Director confirmed the incident of
Nurse #1's emotionaifverbal abuse to R #2 and R
#3 was not reported to the LA,

& NMAC 370.14.33 Resldent Rights

8032

Responds to deficiency 8.370.14.32(A) (1) (B}

(2/3/25) In Service was implemented with

lead kgee including managment (Director

f8“:’ l?lu?sn;?. n Incident reporting and 5 day
OW-up.

An incident report and/or 5 day follow up has
been Implemented with Director & Nurse, to
make sura that no incident repornt or follow up
1o the Licensing Authority is missed.

g-‘.i%a Facility has impiemented a Catander
r incident reporting Including follow-ups in
the Nurses office for monitoring all reports.

8033
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All licensed facilities shall understand, protect and
respect the rights of all residents.

A. Prior to admission to a facility, a resident and
legal representative shall be given a written
description of tha legal rights of the resident,
translated into another language, if necessary, to
meel the resident’s understanding.

B. If the resident has no lega! representative and
is incapable of understanding his or her legal
rights, a written copy of the resident's legal rights
shall be provided to the most significant
responsibie party in the foliowing order:

{1) the resident's spouse;

{2) significant other;

{3) any of the resident's adult children;

{4) the resident's parents;

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

{6) 2 person who has been caring for, or paying
benefils on behalf of the resident;

{7) a placing agency,

(8) resident advocate; or

{9) the ombudsman.

C. The resident rights shalil be postedin a
conspicuous public place in the facility and shall
include the telephone numbers for the Incident
management hetline and for the state
ombudsman program.

D. To protect resident sights, the facility shall:

(1) treat all residents with courtesy, respect,
dignity and compassion;

{2) not discriminate in admission or services
based on gender, sexual orientation, resident's
age, race, religion, physical or mental disability, or
nationatity,

(3) provide residents written information about all
services provided by the facility and their costs
and give advance written notice of any changes;

(4) provide residents with a safe and sanitary

Division of Health Impravement
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living environment,;

(5) pravide humane care for all residents;

(6) provide the right to privacy, including privacy
during medical examinations, consultations and
treaiment;

(7} pratect the confidentiality of the resident's
medical record;

(8) pratect the right to personal privacy, including
privacy in personal hygiene; privacy during visits
with a spouss, family member or other visitor;
and privacy in the resident's own room;

(9) protect the right to communicate privately and
freely with any person, including private
telephone conversations and private
correspondence; and the right to receive visits
from family, fiends, lawyers, ombudsmen and
community organizations;

(10) prohibit the use of any and all physical and
chemical restraints;

(11) ensure that residents:

(a) are free from physical and emotional abuse
negiect and misappropriation/or explonation;

(b) are free from financial abuse and
misappropriation by facility staff or management;

(c) are free to participate in religious, social,
community and other activities and freely
associate with persons in and out of the facility,

(d) are free to leave the facility and retum
without unreasonable restriction;

(e) are given a 15 calendar day, written notice
before room transfers or discharge from the
facility unless there is immediate danger to self or
others in the facility;

(f} have an environment that fosters social
interaction and avoids social isotation;

(9) or their surrogate decision makers, are
infarmed of and consent to the services provided
by the facility;

(h) have the right to voice grievances to the
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facility staff, public officials, the ombudsmen, any
state agency, or any other person, without fear of
reprisal or retaltation;

{i) have the right to have their complaints
addressed within 14 calendar days or sooner;

{i) have the right to participate in the
development of their care plan/iSP;

{k) have the night to choose a doctor,
pharmacist and other health care provider(s);

{l) have the right to participate in medical
treatment decisions and formulate advance
directives such as living wills and powers of
attomey;

{m}have the right to keep and use parsonal
possessions without loss or damage;

{n) have the right to manage and contro! their
personal finances;

{o) have the right to freely organize and
participate in @ resident assaciation that may
recommend changes in the facility's policies,
services and management,

{p) shall not be required to work for the facility;
and

(q) are protected from unjustified room transfers
or discharge.

E. The resident’s rights shalt not be restricted
unless this restriction is for the health and safety
of the resident, agresd to by the resident or the
resident's surrogate decision maker and outlined
in the resident's individual service plan.
[8.370.14.33 NMAC - N, 7/1/2024]

This REQUIREMENT is not met as evidenced
by:

1 8.370.14.33.D (1), (11a)

Based on record review, interview, and
observation the facility failed to ensure for 2 (R #2
and R #3) of 2 (R #2 and R #3) residents were
treated with courtesy, respect, dignity and
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compassion and were free from emotional abuse,

This deficient practice could fikely place residents
at risk for developing long-term mentat heaith
damage and could contribute to the decline of
their physical health.

The findings are:
A. Record review af Nurse #1's employee file
revealed an undated letter of employment
separation for Nurse #1 and signed by the facility
Director that indicated the following:

1. Nurse #1's amploymeant was terminated
effective 02/12/24.

2. Nurse #1 was involved in a verbal
confrontation on 02/05/24 with two residents.

3. Nurse #1 was heard yelling and
threatening the residents on 02/05/24.

4. Nurse #1 viclated the two residents’ rights.

B. Record review of R #3's witness statement
dated 02/06/24 revealed the following:

1. On 02/05/24, Nurse #1 approached R #3
about dirtying the bathry with feces.

2. R#3 denied thﬂwad gotten feces
outslde of the tollet in the

Nurse #1 called R #3
nd threatened to "kick" R #3 out of the

facility.
4. R #2 stood up for R #3 when Nurse #1

began to yeali at and threa
ﬁ to "shut up” and tha
8. Nurse #1 told R #2 and R #3 he was going

to call the cops to get R #2 and R #3 out of the
facility.

C. Record review of R #2's witness statement
dated 02/08/24 revealed the following:
1. On 02/05/24, Nurse #1 entered R #2 and

8033

Responds to deficiency SNMAC 370.14 33
Residents Rights

On 2/5/2024 the nurse was immediatly removed
from the premisses, until investigation was
completed on 2/12/2024.

On 2/5/2024 both residents were reassusered
that the nurse was out of the facility and will
no longer be permitted to faicility until investation
was completed.

On 2/12/2024 Director spoke with both residents

1o ensure them that the nurse would no fonger

bbee retuf;ning to the facility and that they would
safe.

Divigion of Health Improvement
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R #3's room and yelled at R #3 stated R #3 dirtied
{gotten feces outside of the toilet) the bathroom
with bowel.

2. R#3 denied dirtied the bathroom
and Nurse #1 called R #3 “dirty”.

3. Nurse #1 threatened to separate R #2 and
R #3 and not aliow them to continue to live in the
same bedroom.

4. Nurse #1 told R #2 and R #3 that they
were "done™ and they "were out of here.”

0. Record review of Activities Director's typed
witness statement dated 02/05/24 revealed the
following:

1. On 02/05/24 at 1:25 pm, she overheard
Nurse #1 and a resident (R #2) yalling at each
other from down the hall,

2. She hearg Nurse #1 tell a resident (R #2)
to "shut up™ multiple times.

3 She went ta whera the yslling was and
Nurse #1 and R #2 were yelling at each other. R
#3 was not yelling.

4. She stated she could still hear Nurse #1
and R #2 yelling as she left the area to notify the
facility's Director.

5. She encouraged R #2 and R #3 to go to
thelr shared room to catm down and to avoid
Nurse #1 upen retuming to R #2 and R #3 rcom

6. R #2 and R #3 retumed to their room

7. Nurse #1 followed R #2 and R #3 back to
their room and Nurse #1 began yelling at and
threatening R #3 by sayingl N
Nurse #1 told both R #2 and R #3 | am done with
both of you and you are out of here"

8. On 02/05/24, R #2 was "mad, scared,
maybe even depressed"” and having anxisty due
to Nurse # ing R #2 that he (Nurse #1) was
going to geﬂf #2) out of the facility.

9. On 24, R #2 avoided any further
interaction with Nurse #1

i
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10.0n 02/05724, R #2 stayecff oom
more often than was usual,

11. On 02/05/24, R #2 was relieved once
Nurse #1 was no longer at the facility.

E. Record review of Direct Care Staff (DCS) #3's
written witness statement dated 02/05/249
revealed the following:

1. Nurse #1 raised his voice at one of the
residents (R #2}.

2. Nurse #1 was telling the resident {R #2)
repeatedly to "shut up” and “to get out of my
face.

F. Record review of Nurse #1's emailad
statement to the Director dateg 02/07/24 revealed
the following:

1. On 02/05/24, he went to R #3's room 1o
speak ta R #3 about fecas left outsi ot
in the bathroom. R #2 started yellin
{Nursse #1). Nurse #1 attempted “redirection
severatl times but without success”

2. Nurse #1 raised his voice to R #3 so that
Nurse #1 could be heard over R #2 who
continued "screaming.”

3. Nurse #1 told R #3 "they could be
separated into individual rooms because of not
adhering to behaviar modification agreement "

4. R #3 threatened Nurse #1 by stating "I will
kick your ass.”

5. Nurse #1 told R #3 that threats of bodily
hamm could resuit in law enforcement intervention.

G. On 01/21/25 at 10:37 am during an interview,
R #2 stated the foliowing:

1. On 02/05/24, Nurse #1 called R #2 and R
and
2. Nurse #1 told R
ing to "split" them up,
, because R #3 "didn't deserve

#3
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| e

3. Nurse #1 was "very rude and mean,” and
was threatening “to put us out, out on the street.”
it scared and angry following the
interaction with Nurse #1.
5. Nurse #1's actions made R #3 cry which
made R #2 upset.

H. On 01/22/25 at 10:20 am during an interview,
the facility's Director stated the fotlowing:

1. She investigated the allegations against
Nurse #1 and found sufficient evidence to
substantiate a violation of resident rights,

2. R #2 and R #3 sesmed nervous and
uncomfortable when Nurse #1 was on facility
premises to pick up his paycheck prior to being
discharged from employment.

3. R#2 and R #3 exhibited their normal
bshaviors when they learned that Nurse #1 was
discharged from employment.

I. On 01/22/25 at 11:00 am during an interview, R
#3 stated the faliowing:

1. On 02/05/24, Nurse #1 called R #3 "a {iar"
about having completed a shower stating "you
smell like shit,” “I'l fight you right now, and I'll kick
your ass.”

2. Nurse #1 threatenad R #2 and R #3 with

being"kickad out" of the facility
It scared following the interaction

with 1.

J. On 01/22/25 at 1:21 pm during an interview,
the Activities Director stated the following:

1. On 02/05/24, she overheard R #2 and
Nurse #1 yelling at each other.

2. She observed Nurse #1 following R #2
and R #3 into thelr room.

3 She separated R #2, R #3 and Nurse #1,
but Nurse #1 re-entered R #2's and R #3's room
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without permission, yelling at the top of his lungs
saying “they‘re outta herel"
4. R#2 was observed ta be quieter and
more withdrawn following the incident with Nurse
#1 R #2 was typically talkative.
8035 8 NMAC 370.14.35 Medication 8035

Administration of medications or staff assistance
with self-administration of mecications shall be in
accordance with state and federal laws. No
medications, including over-the-counter
medications, PRN (when needed} medications, or
treatment shall be started, changed or
discontinued by the facility without an order from
the physician, physician assistant or nurse
praciitioner and with entry into the resident's
record.
A. State board of nursing licensed or cettified
health care professionals are responsible for the
administration of medications. Administration
may only be performed by these individuals.

B. Facility staff may assist a resident with the
self-administration of medications if written
consent by the resident is given to the
administrator of the facility or the administrator's
designee. if the resident is incapable of giving
consent, the surregate decision maker named in
accordance with New Mexico law may give
written consent for assistance with
self-administration of medications. All staff that
assist with self-administration of medications
shalf have successfully completed a state
approved assistance with self-administration of
medication training program or be licensed or
certified by the state board of nursing.

C. PRN (pro re nada) medication:

(1) Physiclan or physician extender's orders for
PRN medications shall clearly indicate the

Division of Hesith Improvemeant
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circumstances in which thay are to be used, the
number of doses that may be given in a 24-hour
period and indicate under what circumstances the
primary care practitioner {PCP) is to be notified.
(2) The utilization of PRN medications shall be
reviewed routinely. Frequent or escalating use of
PRN medications shall be reported to the PCP.
D. Only a licensed nurse (RN or LPN} shall
administer any medications or conduct any
invasive procedures provided by the following
routes: intravenous (IV), subcutaneous (SQ),
intramuscular (IM), vaginal or rectal. Only a2
licensed nurse shall administer non-premixed
nebulizer treatments.
E. The facility shall have medication reference
material that contains information relating to drug
interactions and side effects on the premises.
Staff that assist in the seif-administration of
medications shall know interactions or possible
side effects that might occur.
F. Medications prescribed for one resident shalt
not be used for another resident,
G. Medication assistance record (MAR): For
residents who are not independent and require
assistance with self-administration, the facility
shall have a MAR that documents the datails of
the residents’ medication, including PRN and
over-the-counter medication that is assisted with
self-administration by qualified staff or
administered to the resident by licensed or
certified staff. The information in the MAR shall
include:

(1)} the resident's name;

(2} any known allergies to medication that the
resident has;

(3} the name of the resident's PCP or the
prescriber of the medication;

(4) the diagnosis or reason for the medication;
(5} the name of the medication, including the
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drug product brand name and the generic name;

(8) notation if the medication is a schedule IV
drug;

(7) the dosage of the medicalion;

{8) tha strangth of the medication;

{9) the frequency or how often the medication is
to be taken or given;

{10} the route of delivery for the medication
{mouth, eye, ear, other);

{11) the method of delivery for the madication
{pills, drops, IM injection, other);

(12) the date that the medication was started or
discontinued;

{13) any change in the medication order;

(14) pre-madication information {i.a., pulse,
respiration, blood pressure, blood sugar) as
required by the medication order;

(15) the date and time that the medication is
self-administered, administered with assistance
or is administered;

{18) the initials and signature of the person
assisting with or administering the medication;

(17) the desired resuits obtained from or
problems encountered with the medication (pain
relieved, aliargic reaction, etc.);

(18) any refused dose of medication;

(19) any missed dose of medication; and

(20) any madication error,

H. No medication shall be stopped or started
without specific orders from the primary care
physician.

I. Ha resident refuses to take a prescribed
medication, it shall be documented and the facility
shall report it to the prescriber.

J. A suspected adverse reaction to a medication
shali be documented on the MAR and reported
immediately to the PCP and the resident's
surrogate decision maker. If applicable,
emergency medical treatment shatll be arranged

Division of Heaith Improvement
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Documentation of the event shall be kept in the
resident’s record.

K. Prescription medication, other than blister
packs and unit dose containers, shall be kept in
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 thal the prescription was issued,

(4} the prescribed dosage and the instructions
for administration of the medication; and

(5) the name and title of the prescriber.

L. Any medication that is removed from the
phamacy container or blister pack shali be given
immediately and documented by the staff that
assisted with the medication delivery.

M. The facllity shalt report all medication errors to
the physician, documentation of medication
errors and the prescriber's response shall be kept
in the resident's record

N. The facility shall develop and follow a written
policy for unused, outdated, or recalled
medications kept in the facitity in accordance with
16.19.11.10 NMAC.

[8.370.14.35 NMAC - N, 7/1/2024]

This REQUIREMENT s not met as evidenced
by:
8.370.14 35

Based on record review and interview, the facility
failed to ensure for 1 (R #1) of 1 (R #1) resident
that the medications including over-the-counter
medications and PRN (as nesdad) medications,
ware administered with an order from the
physiclan, physician assistant or nurse
practitioner and with entry into the resident’s
medication record.

This deficient practice could (ikely result in the 38

i
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(R #s 1-38B) of 38 residents to be at risk of harm,
adverse reaction, or death if the medication
administerad Is not authorized by the resident's
physician and the medication is not recorded in
the medication record.

The findings are:

A. Review of Complaint ln!ak-revealed
Diract Care Staff (DCS) #1 reported:

1. An Licensed Practical Nurse (LLPN)
prescrited a medication ta give to the resident for
nausea that belonged to someone

el
I

8. Racord review of R #1's Medication
Administration Record (MAR) dated 12/2023

MAR did not contain a PRN
ications listed.

C. Record review of R #1's resident file revealed

Mcﬂntain a Physician's Orders for

D. On 01/21/25 at 4.21 PM, during an Interview
the Director confirmed.;

1. The facility has a "house stock" of
over-the-counter medications that she buys for
both residents and staff to use as needed.

2. Thers is no physicians orders for the
“house stock” over-the-counter medications that
she buys.

3. The "house stock” over-the-counter
medications are not listed on the Residents
MARS.

4. Administration of "house stock”
over-the-counter madications are not recorded on
the MAR,

5. There is no documentation of

Responds to deficiency 8 NMAC 370.14 35
Medication

A communication on 1/22/2025 between the
Physician, Director and Nurse has been
implemented on 1/24/2025 of gatting phystcain
orders for any over the counter medication

for any resident that requires OT frequently.
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administration of the *house stock"
averihs-courter mediosions; 112212025 Any over the counter medication is
©. When a resident is complaining of an on the MAR and all have labeled by the
issue, such as a stomachache, they call the phamacy.

house nurse and repart what issue a resident is
having and the house nurse will {ell the staff what
"house stock” over-the-counter medication to
administer as well as the dosage.
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