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F 253 : 483.15(h)(2) HOUSEKEEPING/MAINTENANCE
SS=E

: The facility must provide housekeeping and
i maintenance services necessary to maintain a
I sanitary, orderly, and comfortable interior.

!

F 2531
, ~31(dr

. Items A 1,5,6, 7, B3 and 4.
Paint chips, sheet rock
damage, and wallpaper were
repaired August 31,2005.

This REQUIREMENT is not met as evidenced
by:I

; Basedonobservationand interviewthefacility
i failed to maintain all areas of the facility in good
i repair.

i Thefindingsare:

iA. On 7/26/05 during the tour of the facility
! starting at 9:00 to 11:30 AM the following items in
i needof repairwereobserved:

1. The Northwest soiled utility room door had
multiple areas of chipped paint on the right side of
the door.
2. The nursing station desk located at "Quail
Haven Crossing II revealed an exterior layer of
laminate chipped off with wood exposed on the
right side corner.
3. The laundry room to the left side of the first
washing machine contained an area of broken
linoleum with the cement floor exposed.
4. Resident room #125 door jam facing is loose.
5. The wall to the right of resident room #116
contained an area of torn wallpaper.
6. Room 132 contained a gouge in the wall with

; thesheetrockexposed.
! 7. Room137containeda gougeonthewallwith II
the sheetrock exposed. .
8. The East shower room had an approximately
4" X 8" area of floor tile missing at the doorway
threshold.
B. On 7/27/05 beginning at 9:00 AM the following
was observed in the Alzheimer's Unit:

. For paint chips, gouges and I
wallpaper of other residents, i
maintenance will do a room I

assessment and make
I corrections one week after
finding.

Maintenance will continue

room(s) evaluation and
!schedule corrections as
I

I necessary.

Monitoring by maintenance
will achieve continued

compliance.

Q.A. will do a random room
Review quarterly starting
November 2005

. Item A2. Did not affect any
one resident. The repair was
completed August 25, 2005

Other residents were not

directly affected

: lj~i(Ht

I

I,

Maintenance will perform a
monthly inspection of
nursing stations and make
any corrections.

Q.A. will perform quarterly
nurse station assessments
starting November 2005.

Any deficiency statement ending with ~sk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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~ F253 : 483.15(h)(2) HOUSEKEEPING/MAINTENANCE i
SS=E F 2531 Pfr/tJr

The facility must provide housekeeping and
: maintenance services necessary to maintain a
. sanitary, orderly, and comfortable interior.
i

!
i This REQUIREMENT is not met as evidenced
by:

i

Based on observation and interview the facility
i failed to maintain all areas of the facility in good
i repair.

: The findings are:

;A. On 7/26/05 during the tour of the facility
starting at 9:00 to 11:30 AM the following items in
need of repair were observed:
1. The Northwest soiled utility room door had
multiple areas of chipped paint on the right side of
the door.
2. The nursing station desk located at "Quail
Haven Crossing" revealed an exterior layer of
laminate chipped off with wood exposed on the
right side comer.
3. The laundry room to the left side of the first
washing machine contained an area of broken
linoleumwith the cement floor exposed.
4. Resident room #125 door jam facing is loose.
5. The wall to the right of resident room #116
contained an area of tom wallpaper. I

i 6. Room 132 contained a gouge in the wall with!
: the sheetrock exposed. i
i 7. Room 137 contained a gouge on the wall with I. I
i the sheetrock exposed. '

i8. The East shower room had an approximately
I 4" X 8" area of floor tile missing at the doorway
I threshold. .

I B. On 7/27/05 beginningat 9:00 AM the following.

i was observed in the Alzheimer I s Unit L
lABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Will be repaired by October
14,2005. No other residents
are affected by this finding.

The laundry supervisor will
do a quarterly examination
of laundry floors starting
November for compliance.

I
!
I

i

!

! 1(l'I/tJS"'

This is room specific and no I

other residents are affected

by this finding.

Maintenancewill do a semi- I
annual inspection of door
jams startingJanuary 2006

Q.A. will evaluate door
jams annually starting
November 2005.
Item A8. The floor tile
threshold of the east shower

,

.

room was repaired August I
24, 2005.

I ,j.tflt"

This does not affect any
other resident.

Maintenancewillevaluate I

shower room floors monthly
\startin~ November 2005.

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused ffom correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disciosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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, Q.A.~ll evaluateshower
room floors quarterly
December 2005.
Items Bland C. the
lmoleum/Formicawas
replaced by wood trim
August 25,2005.

(XS)
COMPLETION

DATE

The facility must provide housekeeping and
: maintenanceservices necessary to maintain a
sanitary, orderly, and comfortable interior.

i
!

i This REQUIREMENT is not met as evidenced
; by:
Based on observation and interview the facility I

i failed to maintain all areas of the facility in good I
i repair. :I

! The findings are: I

;A. On 7/26/05 during the tour of the facility

I

i

; startingat 9:00 to 11:30 AM the following items in
, needof repairwereobserved:
1. The Northwestsoiled utility room door had I
multiple areas of chipped paint on the right side of
the door.
2. The nursing station desk located at "Quail
Haven Crossing" revealed an exterior layer of
laminate chipped off with wood exposed on the I

: right side comer. I
I 3. The laundry room to the left side of the first
!washing machine contained an area of broken

I linoleumwiththecementfloorexposed.

1

4. Resident room #125 door jam facing is loose.
5. The wall to the right of resident room #116

!contained an area of tom wallpaper.
i 6. Room 132 contained a gouge in the wall with
. the sheetrock exposed.
: 7. Room 137 contained a gouge on the wall with
the sheetrock exposed.
8. The East shower room had an approximately
4" X 8" area of floor tile missing at the doorway
threshold. .

B. On 7/27/05 beginning at 9:00 AM the following
i was observed in the Alzheimer I s Unit:

~//lf"~

Any other rooms affected
will have wood
replacements.

. Maintenance will do

monthly window seat
inspections and correct
within one week after

finding.

Q.A. will inspect window
seats quarterly starting
November 2005.

r . Item B2. Entrance and
bathroom door jam
protectors were repaired
August 25, 2005

i ~f()$"

Other resident rooms were
not affected

Maintenance will do a
monthly door guard/jam
inspection starting October
2005.

!
Q.A. will inspect door !

I

' guard/jam quarterly starting I
November 2005. I

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XB)DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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F 253 , Continued From page 1I

! 1.Areasof missinglinoleumstripsonthewindowI

seats in rooms 102, 103, 104, and 109 with wood
exposed.

, 2. In room 107 the entrance door jam facing is
loose. The bathroom door jam contained a hole in
the plastic guard approximately nickel size.
3. Room 106 had 3 areas of plaster repair that
were white and not painted the mauve color of the

:surrounding wall.
~4. Room 101 contained on the right side wall
: beside the bed a gouge and areas of chipped

paint in the bathroom.

C. Room 139 contained two strips of duct tape
holding the facing onto the end of the bathroom
door.

D. On 7/27/05 at 9:30 AM the maintenance
, supervisorwas interviewed.The maintenance
Supervisorstated, "The linoleum in the laundry
hasn't been ordered. It hasn't been on a priority
list. When asked about the other areas in need of
repair stated, " We have the supplies, just don't
have the man power to get to all of it. "

F 282 i483.20(k)(3)(ii) COMPREHENSIVE CARE
SS=D ! PLANS

The services provided or arranged by the facility
must be provided by qualified persons in
accordancewith each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by:
Based on observation, record review and

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 67Y011

PRINTED: 08/25/2005
FORM APPROVED

OMB NO. 0938-0391

(X3) DATE SURVEY
COMPLETED

(X2) MULTIPLE CONSTRUCTION

A BUILDING

B.WING

ID

PREFIX ITAG,

I

F253!

07/28/2005
STREET ADDRESS, CITY, STATE, ZIP CODE

2221 DILLON STREET

CLOVIS, NM 88102
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

(X5)
COMPLETION

I DATE
.

,--'--"

F 282 I

F2821COMPREHENSI~ CARE PLANS I

1. Per observatIOnJuly 28, 29 I
and ongoing resident # 10

I
glasses were noted to have
cushion on both sides. i
Oxygentubing noted to have i
cushion in place. Resident '

I

with dressing on both ears I
per Dr. order. However, I;
resident continues to pull ! i
dressings from ears and scalp I, ;
area. ' !

1/Bid S'
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F 282 , Continued From page 2

t interview the facility failed to follow the care plan
! for wound care and monitoring for cancerous

lesions for one (Resident # 10) of 21 sampled
residents.

The findings are:

A. On 7/26/05 Record review of resident# 10 ' s
care plan dated 12/27/04 reads,

, "alterations in skin integrity related to recurrent
! openareasto nose,cheeks,pinnasbilaterally
(ear lobes) Utilize ear cushions when oxygen in

i use.Areasofears,nose/cheekwill remainfree
! from infection.Treatment to ears as directed,
, H202,bacitracin,Band-Aid,monitorfor declineor
change in condition. Cushion & cover both
posterior earlobes with gauze."
B. Observationon 7/26/05 at 11:00 AM Resident
# 10 had glasses on with the sides of the glasses
earpieces pressed against a wound on the right
side of the scalp. There was no cushions or
covers on the earlobes or the scalp wound.
1. The same observation occurred at intervals
from 3:00 PM to 5:00 PMon 7/26/05andon

I

'

7/27/05 at intervals from 9:00 AM to 10:30AM

withtheglassesearpiecepressedagainsta I

! wound on the right side of the scalp with no I
! pressure-relievingdevice.

I

'

iC. On 7/27/05 at 10:30 AM Licensed Practical I
Nurse (LPN) #1 was asked about the lack of

I! cushions and if the care plan was followed, LPN
, #1 stated, "No." I
D.On7/27/05 at 5:00 PM an interviewwith the I
Director of Nurses (DON) occurred. The DON

,was told the ear cushions had not been used and.
pressure was on the scalp wound, when asked if I
the care plan had been followed, the DON stated,

I

"No." .

E.Observationon 7/26/05at 1100AM Resident# I
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F282
Per evaluationof wound care II

regimenby nursing staff and:
physicianit has been l'i

determinedthatthe resident I 'causestraumato healthy ,

tissueby removingthe i
dressingsITomhis ears and i
that the wounds fare better
without dressings.New
orders are to apply ointment
only and to apply dressings I
only as needed.
Wound care to the ears and

scalp is done on a dailybasis
and the woundsllesionsare
observed/monitoredat this
time. The wounds/lesionsare i
on the wound assessment
sheet and are monitored for :
size, improvement/decline, i
change in condition,and
signs/symptomsof infection.

2. Resident number# 10 is the
only resident that has
cancerousllesionson ears
and/or scalp. Therefore, no
other residentswould be

affected by this same practice
or lack of

3. A mandatorynursing meeting
was held on August 19,2005
in which the importance of
followingthe care plan and

FacilityID: 340437810303 If continuation sheet Page 3 of 8

_uu _u --_u_""



DEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF IJEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDERlSUPPLIERlCLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

NAME OF PROVIDER OR SUPPLIER

325078

RETIREMENT RANCHES INC.

I
(X4) ID '
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

F 282 .Continued From page 3i
i 10skinwasobservedto haveopen
. wo~nds/lesions on both outer aspects of both ear
i lob~s, the posterior aspects of both ear lobes and
an ppen area on the lateral right scalp in the
location of the resident's glasses ear stem.
F. q:,n7/26/05 Record review of resident # 10 ' s
meClicalrecord revealed one wound assessment
ctodume-ntdated2121/03: -.- .. ... --. ... - . ... - .. ..!-

G. Interviewwith the Director of Nurses (DON) on
7/2V/05 at 5:00 PM when asked for wound
as~essments and documentation for resident
#10, the DON stated, "There is none. " The
DON was asked howwounds are monitored and

I
stated, "We only assess & measure weekly the
pre~sure ulcers and venous stasis ulcers. When
asked if other types of wounds were assessed,
the looN stated, "Not on the weekly assessment
sheets, only in the nurse notes, I don't know how
we'd measure those areas on his ears, there are
mul~ipleareas."
H. ~ecord review on 7/27/05 of the nurse's notes

andlnurse's monthly summaries for June and July
2005 contain no information on the wound located
on the right side of the scalp just above the ear
lobe.
I. Or 7/28/05 at 9:00 AM Licensed Practical
Nurse #2 gave the surveyor a "Weekly Skin

CO~ditionProgress Report" that reads, 'Date
ideFltified2004, updated 7/28/05.' "The

assrssment contains 3 areas assessed; both
earlobes and the right scalp wound area."

.~._.

F 3241 483~25(h)(2)ACCIDENTS
SS=E

The.facility must ensure that each resident
receives adequate supervision and assistance
devi~es to prevent accidents.
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monitoringwounds/lesiohs
was emphasized. I

An admissionpressureul!cer
verificationform has beeh

I

updated to includeother

wounds/lesions.This forrp
will remind staff to place I

wounds /lesions on the

monitoringform and rep~rt
such to the wound care n~rse.

4. CQI and/or nursingpersqnnel
will perform random
observationsmonthlyfor
followingof the care plan
and monitoringfor I

woundsLlesions.forone. I

month and again in 6 months
for one week starting Oc~ober
2005.

5. Date of completion for Fi282
is September2,2005.
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IThis REQUIREMENT is not met as evidenced
, by:

i Based on observation and interview the facility
failed to lock the therapy room which contained a
Hyi:lrocollator containing hot water and left the
rodm unattended on two occasions.

Th.~ fj~cjip~__?!r~__- -----------

A. On 7/26/05at 11:30AM and at 3:30 PM the
therapy room door leading to the physical therapy
office and the door then leading to the therapy
gym was unlocked. There was no staff in the
therapy area. A Hydrocollator containing hot
packs and hot water was accessible in the
therapy gym on the right side of the gym.
S. The PhysicalTherapy Supervisor was
interviewedon 7/26/05 at 4:00 PM when asked if
thelgym should be locked if no one was in the
gyn;1,the PT Supervisor stated, "We lock the gym
at the end of the day. The door on the other side
of the gym is locked, onadoor is unlocked."
When asked if a resident could get in the gym the
PT Supervisorstated, "This door is hard for them
to dpen. Someone could open it if they were
strqng enough." When asked if the Hydrocollator
sho~ld be left unattended the PT supervisor
stated, "The nurses use the hot packs. We had it
locl<edbut the nurses wanted to use it so we put it
out ~ere (in the gym)."
C. 1J"heHydrocollatorwater temperature was
taken and was 160 degrees Fahrenheit.
D. The PT Aide and the PT Supervisor were
interviewedagain on 7/27/05 at 10:00AM. The
PT Aide stated, "When were out of the gym
walking someone, we have to keep the door to
the gym locked. We don!t have a (written) policy
for locking the gym or taking daily temperatures.
The,Hydrocollatorshould be locked up. It also
get~ hot on the outside." The PT Supervisor
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F324 No specific resident is
affected by this finding. The
Hydrocollator unit was
moved into an area that is

out of the way of residents
and in locked area.

No other residents are

affected by this Finding.

The Hydrocollator was
moved from the therapy
gym to a locked
environment

Each workday Monday thru
Friday the therapy
supervisor will check to see
if security of the
Hydrocollator is maintained.
Q.A. will observe security
quarterly starting in
November 2005.

Facility 10: 340437810303
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F 324 i Continued From page 5
i stated, "We should lock the gym when we're not
:here."

F 426
1

1 483.60(a) PHARMACY SERVICES -
SS=E ; PROCEDURES

----- AJacil~musLp[OVlde- phsImaceutical services
(including procedures that assure the accurate

!acquiring, receiving, dispensing, and

I administering of all drugs and biologicals) to meet
the needs of each resident.

This REQUIREMENT is not met as evidenced
by:
Based on observation of the facilities medication
rooms (2) and treatment carts/cabinets (2), and
staff interview, the facility failed to ensure expired
supplies and medications were removed on or
before expiration date.

The findings are:

A. On 7/27/05 , beginning at 4:30 pm,
observationof the Station (2) medication room
with the Director of Nursing (DON) revealed (5)
hemocult cards with an expiration date of 6/05.
Observationof the Station (1) medication room
with the DON revealed (7) hemocult cards with an
expiration date of 6/05. An interview with the
DON was conducted on 7/27/05 about policy for
checking expired drugs/supplies. The DON
stated, "the ward clerk checks these items and
supplies the medication room."
B. On 7/27/05 observation of the treatment
cart/cabinet for Station (2) with Quality Assurance

, Nurserevealed2 halffull bottlesof PrepSolution
i with expirationdate of 2/04. Three (3) 75ml
I
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F4261 PHARMACY SERVICES
PROCEDURES

1. All expired items have been
discarded,most of which
were not being used.

2. No residentswillbe affected
by the above as all these
items have been discarded.

3. A form has been developed
to assist in checkingeach
storage area that contains
items with expirationdates.
This check systemfor
expired items willbe
performed ona monthlybasis
by nursingpersonnel.
A mandatorymeetingwas
held on August 19, 2005 to
remind staff of importanceto
discard itemswhen they
expire.

4. CQI and/or nursingpersonnel
will perform random
assessmentsof items with
expirationdates in storage
areas in November 2005 and
again in May/June 2006 time
frame.

5. Date of compliancefor F-426 I
is September2. 2005, i
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F 426 ! Continued From page6
, bottles of Sterile 0.9% Sodium Chloride with
expirationdate of 3/01 and seven (7) hemocult

, cards with the expiration date of 2/03.
C. On 7/27/05 observation of the treatment
cart/cabinet for Station (1) with the DON revealed
twenty (20) yellow top vacu-tainer tubes with
expiration date of 6/05 and two (2) with expiration
date of 2/05. Three (3) 75 ml bottles of Sterile
0.9% Sodium Chloride with expiration date of
3/01. One Jar of 1% Silver Sulfadiazine Cream

I withnodateto showwhenopenedandno
; expiration date. One (1) aerosol can labeled
I Granul-Derm for a resident with expiration date
i 4/27/05. InterviewwiththeDONstated"this
residentwas no longer in the facility."

F 514 i 483.75(1)(1) CLINICAL RECORDS
SS=D

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized. I
The clinical record must contain sufficient I
informationto identify the resident; a record of the IIresident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
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F-514 I

CLINICALRECORDS i

I. Resident #12now has a i

history and physical(H&P) i

in her medical record dated \
June 2, 2005. \ !

2. An audit of all active medical \ i
records will be performed to \ i, I

identifyany residents that I i

maynot havean H&Pintheirl
medical records. This will be I
done by September7,2005. I

3. A log willbe maintainedto I

assist in keepingH&P's i
current in each active medical!

I

record.

4. CQIand/ornursingpersonnel! i

will perform random audits
monthlyfor H&P's in the
active medicalrecords for
one month and again in 6
months for one week starting
October 2005.

5. Date of compliancefor F-514
is September7, 2005.
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F 514 . Continued From page 7 i:by: I
I

, Based on record review and interviews the facility
, failed to have complete medical 'records for 1
! (#12) of 21 sampled residents.

The findings are:

A. On 7/28/05 a record review of Resident#12 's .

clinical record contained no history and physical
I(H&P). The admission date was 6/2/05,

B. LPN#1 was interviewed on 7/28/05 at 9:45 AM !
and after searching the record stated, "I don't i
see it. Let me call the hospital and get one here. " I
1. Medical record supervisor was interviewed
7/28/05 at 10:10 AM. When asked if there should
be a H&P in the medial record stated, "They
should have one (H&P) that comes from the
hospital.
B. The Medical record supervisor gave a list of
the facility's required documents that reads, "
The following items should remain in the active
record." # 5. History and Physicals - 2 years
for continuedstay, "

i
I
I

I
i
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