2ND SET
Divisi f Im em nt

STREET ADDRESS, CITY, STATE, 2P CODE
503 LOS LENTES ROAD NE
LOS LUNAS, NM 031

NAME OF PROVIDER OR SUPPLIER
SIERRA SPRINGS ASSISTED LIVING

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

A Initial Comments A 000

The following deficiencies were cited during a full
on-site survey completed on 08/11/15 for the New
Mexico Requirements for Assisted Living for
Aduits, 7.8.2 NMAC. Complaints NM #29703 and

7

A016] 7 NMAC 8.2.16 Staff Qualifications A018 Tzd-{a?‘/m
STAFF QUALIFICATIONS: A facility shall employ D/AW‘ Yl o -
staff with the following qualifications. . 4 2 7 o7
A. Administrator, director, operator: an assisted &« W .
living facility shall be supervised by a ful-ime U aqpneH eoidifi Dy
administrator. Multiple facilities that are located a7 ﬂ”’ Wd .
within a forty (40) mile radius may have one i <
* ima adminigtrater. The administrator shall:

o
> Fhe agsicatwtey

ta st least twentycrie (1) yearsof -
b - akigh schecl diploma or its equivalent;

Y

comply i the remaids ci ire Maw OW (amy
xico C sers Ol Histery Screening . d/ @ f
L7450 1A UGN ONL
2
oo a state approved certification s e fté H/ISI
’ for assisted living administrators; Z/ //// 5. Jlie . b/
) be able to communicate with the residents in COonpleten <o ol
the language spoken by the majority of the '
residents; et ,’w azvu
(6) ot work while under the influence of alcohol Ao coneerT2e/
or illegal drugs; - . .
(7) have evidence of education and experience to -ﬂw 'él/ .
prove the ability to administer, direct and operate ‘g S0 otz
an assisted living facility; the evidence of ‘s
education and experience shall be directly related o Al Sy
to the services that are provided at the faci ; 540%%7{%‘%,0@
(8) provide three (3) notarized letters of reference : :i, Qb w
from unrelated to the applicant; and
(8) comply with the pre-employment requirements /MWM WW' :
Wbﬂn Empioyee Abuse Registry, 7.1.12 DO Ip Ly
B. Direct care staff: ) /
(1) shall be at least eighteen (18) years of age; 9/ /is
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vi f Health im emen

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION
IDENTIFI  TIONNUMBER: A BUILDING:
2039 B. WING
STATEMENT OF DEFICIENCIES PROVIDERS  OF CORRECTION
(EACH DEFICIENCY MUST BE PRECEDED BY FULL (EACH CORRECTIVE ACTION SHOULD BE
REGULATORY OR LSC IDENTIFYING INFORMATION) CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

A018 Continued From page 2 p '7 ol A28,
This REQUIREMENT is not met as evidenced Yt o 22 s0f -
by: .
7.8.2.16 A(4), B (3) (B) ij Qe e g
Based of record review and interview the facility SV Al 2iel
failed to ensure that:

1. the Administrator (Admin) had completed a e ZVK pueht
state approved certification program for Assisted ol Lo
Living Administrators. S 22 ¢

2. the facility complied with the pre-employment
uirements pursuant to the Employee Abuse v
:;’gisuy (EAR) 7.1.12 NMAC. WW o /9 Y
3. the facility complied with the requirements of Z .ﬁ
the Caregivers Criminal History Screening c b4 decee
(CCHSP) 7.1.9 NMAC within 20 days !

employment. ' : WM@

if the Admin has not completed and received 0 2, 9' ) A

certification from an Assisted Living

Administrators course and direct care staff have W _MZ/

not received EAR/CCHSP clearances in the <

required time frames,  all 15 (R #1-15) Cluots She oo .
, identified on the resident census,

provided by the Admin on 08/04/15 are at risk of ap? ALy @’ e

being provided care by an administrator who is :

not ified and direct care staff who had a WWW'é

previous history of abusing, neglecting, or

exploiting individuals under their care or be esrptizpocy ;@%

convicted felons. The findings are. . . .
S o Nosirtey

Findings related to the Administrator's . .

A. Record review of requested documents N

led no Certificate of Completion from a state 5 7)) ,4:/%(&@
approved for assisted living _ .
administrators for the Admin, 021/%1/14’/(/

B. On 08/07/15 at 1:50 pm, during interview T wcin 204
with the Admin she confirmed that she did not
have a Certificate of Completion of a state /%W T4

Division of Health Improvement
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

A016

Division of
STATE FORM

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

Continued From page 3

approved program for assisted living
admini . Admin stated that she is just now
doing the program for certification, is on module

, and should complete the course by this
weekend, which Is "probably why | do not know all
this stuff.”

C. On 08/11/15 at 4:45 pm, during interview
Admin confirmed that she had not yet completed
the program for Assisted Living Administrators.

Findings related to the EAR/CCHSP:

A. Record review of staff files revealed that
staff (S #3) had a hire date of 12/05/08, however,
her EAR dlearance summary was dated 07/18/07,
and her CCHSP clearance letter was dated
09/20/07.

B. Record review of staff files revealed that S
#4 had a hire date of 11/22/08 (per Admin),
however, her EAR clearance summary was dated
02/05/08, and her CCHSP dlearance letter was
dated 01/22/07.

C. Record review of staff files revealed that S
#5 had a hire date of 05/14/15, however, her EAR
and CCHSP application was not submitted by the
facility until 08/04/15 after the administrator was
informed by the Licensing Authority and directed
to contact CCHSP for direction.

D. Record review of staff files revealed that S
#7 had a hire date of 07/02/15, however, her EAR
and new CCHSP application (previous clearance
for different employer was dated 04/25/15 was
not submitted by the facility until 08/04/15 after
the administrator was informed by the Licensing
Authority and directed to contact CCHSP for
direction.

Improvement

NVR411

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

1t continuation shest 4 of 74
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
503 LOS LENTES ROAD NE
LOS LUNAS, NM 87031

SUMMARY STA OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION
(EACH DEFICIENCY MUST BE PRECEDED BY FULL (EACH CORRECTIVE ACTION SHOULD BE
REGULATORY OR LSC IDENTIFYING INFORMATION) CROSS-REFERENCED TO THE APPROPRIATE

SIERRA SPRINGS ASSISTED LIVING

A016 Continued From page 4 Ao16

E. Record review of staff files revealed that S
#8 had a hire date of 07/19/15, however, EAR
was not submitted by the facility until 08/04/15
after the Admin was informed by the Licensing
Authority and directed to contact CCHSP for
direction. Her CCHSP Authorization to Release
Information was not signed until 08/06/15.

F. Record review of staff files revealed that S
#9 had a hire date of 07/15/09, however, his EAR
summary has adate 05/15/11, and his CCHSP
clearance letter has a date of 03/24/11.

G. On 08/07/15 at 12:31 pm, during interview
with Admin, she confirmed that the EAR d
CCHSP had not been completed as required by
regulation.

AO1 7 NMAC 8.2.17 Staff Training ATl el o
STAFF TRAINING: ZQW /
A. Training and orientation for each new

employee and volunteer that provides direct care gpdiete
shall include a minimum of sixteen (16) hours of

supervised training prior to providing e U0y

unsupervised care for residents.
B. Documentation  orientation and subsequent WWJ
ngs shall be kept in the personnel file at the
i, Serve Jgugfer SfOU
C.Tréi shall be provided at orientation and at /Wp/ﬂot
least tweive (12) hours annually, the orientation, WV
training and proof of competency shall include: M
(1) fire safety and evacuation training: © s
(2) first aid; M“ﬂm
(3) safe food handling practices (for persons . y
involved in food preparation), o ude: V7 Ltillsd
(a) instructions in proper storage; : %A :
(b) preparation and serving of food; (24
Division of Health Improvement .
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

A017

Division of
STATE FORM

Continued From page 5

(c) safety in food handling;

(d) appropriate personal hygiene; and

(e) infectious and communicable disease control;
(4) confidentiality of records and resident
information;

(5) infection control;

(6) resident rights;

(7) reporting requirements for abuse, neglect or
exploitation in accordance with 7.1.13 NMAC;

(8) smoking policy for staff, residents and visitors;
(8) methods to provide quality resident care;

(10) emergency procedures;

(11) medication assistance, including the
certificate of training for staff that assist with
medication delivery; and

(12) the proper way to implement a resident ISP
for staff that assist with ISPs.

D. If a facility provides transportation to residents,
employees of the facility who drive vehicles and
transport residents shall have training in
transportation safety for the elderly and disabled,
i ng vehicle operation.

[7.8.2.17 NMAC -Rp, 7.8.2.17 NMAC,
01/15/2010]

This REQUIREMENT is not met as evidenced

by:
Refer to paragraph 7.8.2. 17 C (9)

Based on record review, observation and
interview, the facility failed to ensure that
caregivers were properly trained to perform an
appropriate 2 person transfer for 1 resident (R
#8) of 1 (R #8) reviewed for skin injuries during
transfers. This deficient practice resulted in actual
harm to R #8 in the form of bruising, skin tears,
and wounds. The findings are:

A. Record review of Home Health Agency
Im
com NVR411

PROVIDER'S PLAN OF CORRECTION

(X3) DATE SURVEY
Cco

Cc
08/11/2015

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

DEFICIENCY)

%
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NAME OF PROVIDER OR SUPPLIER

SIERRA SPRINGS ASSISTED LIVING

04) 1D
PREFIX
TAG

A017

fH alth| t

STREET ADDRESS, CITY, STATE, ZIP CODE

503 LOS LENTES ROAD NE

Continued From page 6
Records revealed the following.

1. A note written by Home Health Nurse #1
(HHN #1) dated 06/29/15 states, "Administrator
made aware of writer's concern regarding
pressure ulcer to elbow as well as proper
positioning of patient in her wheeichair. Patient
was found to also have large skin tear to left
upper extremity. Patient, spouse, and
administrator were educated on proper transfer
techniq to try to promote safe transfers and
decrease risk of injury.”

2. A note written by HHN #1 dated 07/16/15
states, "Writer viewed assisted living facility (ALF)
staff transferring patient improperly. Writer
discussed with staff, patient, and spouse safe
transfer techniques to try to minimize further skin
tears to upper extremities.”

3. A note written by HHN #1 dated 07/20/15
states, "Patient was found to have a large skin
tear to her right posterior upper arm. Writer
discussed previous concems regarding staff
knowtedge and skill set when caring for a more
acute patient who requires 2 person transfer
and more care than the average ALF patient.
Administrator aware of writer's concems. This is
the 5th skin tear writer has begun seeing
patient. Writer multiple concems with the
quality of care as well as the lack of staff training
and supervision at the ALF facility. Writer
attempted to discuss concems with
administration but no changes have been made
that writer can see.”

4. A note written by HHN #1 dated 08/01/15

. "Witer is concemed as patient is a 2
person fransfor with  assistance needed. ALF
staff is using small sliding to help transfer.

Division of Health improvement

STATE FORM

LOS LUNAS, NM 87031

NVR411
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
203
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
503 LOS LENTES ROAD NE
ERRA NGS ASSISTED LIVING
s SPRI LOS LUNAS, NM 87031
SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE

A017 Continued From page 7
Writer discussed with ALF staff proper transfer
techniques as patient cannot support her core
and upper body to properly transfer on sliding
board. Patient is otherwise stable and doing well
at the time of the assessment.”

B. On 08/04/15 at 10:00 am, during interview,
Home Health Nurse #2 (HHN #2) stated,

* nurses and therapists have expressed
concern that when they go to see the residents,
there are no staff around. [Name of HHN #1 )
visits her 3 times per week on Monday,
Wednesday, and Friday. The staff is incorrectly
transferring her. That is what is causing skin
tears. The facility does not have a nurse.”

C. On 08/04/15 at 11:00 am, during interview,
caregivers S #3 and S #4 stated that up until a
month ago, they were transferring R #8 without
the board. R #8 would rub against her wheelchair
or the tires, and that would cause skin tears. S
#3 stated, "We always use a 2 person

with a transfer board. The skin tears are caused
when she pinched between the arm rest and
the back of the . The wheelchair was
theuse the board, the firemen's carry was
used to transfer her. The nurse wanted to ensure
that no one touches her aims. We have been
trying to order a new wheelchair but have been
unsuccessful.”

D. On 08/04/15 at 1:30 pm, during observation,
the surveyor noted that transfer from wheelchair
to bed was performed by 2 caregivers. The
wasputintoa =~  perpendicular
to the bed and brought up against the bed. One
caregiver moved behind her. The other caregiver
moved a board under her legs. Together, the
caregivers moved her from the wheeich to her
Division of Health Improvement
STATE FORM faaad NVR411 i continuation shest 8 of 74
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STATEMENT OF DEFICIENCIES (X3) DATE SURVEY
AND PLAN OF CORRECTION COMPLETED
c
08/11/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
503 LOS LENTES ROAD NE

SIERRA SPRINGS ASSISTED LIVING LOS LUNAS, NM 87031

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

A017 Continued From page 8
bed without grabbing her arms.

E. On08/05/15 at 10:15 am, during interview,
HHN #1, stated, "One of the concerns is that R
#8 has 6 tears on her arms. We were initially
called for a skin tear on her right elbow. In reality,
it was a stage 3 pressure ulcer. The dressing is
covering the pressure ulcer. Right above that is
another dressing that covers an additional skin
tear. This is the 5th or 6th skin tear in the past 2
months. The Administrator assured me that they
were transferring her correctly. That is not frue,
because half the time | have been there | satin
the room and watched 2 of the aides transfer R
#8 by picking her up by the arms, the wrong way
to transfer someone. There are no dinical people
here to train the caregiver staff.”

F. On 08/05/15, HHN #1 submitted a witness
statement form attesting to what he observed
regarding the nature of R #8's wounds and the
facility process of transferring her.

G. On 08/10/15 at 1:30 pm, during interview,
HHN #1 said thathedid not  n the facility staff
to use the transfer board that they use. He said
that he felt that the board was inappropriate. He
said that the proper way to transfer R #8 is to first
remove the wheelchair arm. Then, one

would get behind her and hold her under the

arms while the other " would hold her
under her legs. Together they would move R #8
onto the bed.

H, On08/10/15at2:20 pm,d ng interview, the
Administrator, she stated that the staff of the
nursing home from R #8 came to the ALF
showed her how to transfer, | resident
from under herams and legs  getting her on
her bed. She did not like that of transfer.

Division of Health Improvement
STATE FORM NVR411 If continuation shest 9 of 74
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE

SIERRA SPRINGS ASSISTED LIVING

A017

Division of
STATE FORM

503 LOS LENTES ROAD NE
LOS LUNAS, NM 87031
PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

Continued From page 9

HHN #1 did not like this method either. He
wanted her to be transferred without holding her
armms. The Administrator then taught the
caregivers how use the sliding board. The
process is as follows. 1. Take off the arms of the
wheelchair. 2. Slide the board undemeath R #8's
bottom and cross onto the bed. 3. One caregiver
would be on the right side holding her sweats.
The other would be on the left side holding her
sweats. Then they would slide her across the
bed. The Administrator said that she trained all
caregivers in this method. She stated that the
skin tears occured when R #8 became angry and
would a tantrum. She would move forward
and backward and slam her body against the
wheelchair. She would also lean from one side to
the other. Her pressure ulcer was caused by her
elbow rubbing against a metal plate on the
wheelchair. R #8 had received the wheeichair
when she arrived at the facility. The Administrator
agreed that this was an inappropriate admission
from the start.

I:  On 08/10/15 at 3:40 pm, during interview,
Caregiver (S #5) stat , “We used to pick her up
with one hand on her and the other under
her . Then we would transfer her. We were
told we had to transfer her a different way
because by picking her up by the arms, her skin
was tearing. What we do now is get the board, fift
one side of her butt, and slide the board under
her. The would be half under her and half
on the chair. Then with 1 caregiver on each side
of her, wepickherupby  pants at the seam
and slide her around. The skin tears have
stoppedsineetﬂspmcessugasimplemetﬂed.
The pillow helps with the uicer. After
her transfer to the wheeicha , we picked up her
am, put  arm rest down, and put a pillow on
the am 80 her anm would not be in d

Improvement
o NVR411 if continuation shest 10 of 74
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AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

{X2) MULTIPLE CONSTRUCTION

A. BUILDING:

STREET ADDRESS, CITY, STATE, ZIP CODE

503 LOS LENTES ROAD NE

SIERRA SPRINGS ASSISTED LIVING

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

A017 Continued From page 10

contact with the chair, under pressure. | was not
given formal training in patient transfer
techniques but was trained by other caregivers.”

A021 7 NMAC 8.2.21 Resident Records

RESIDENT RECORDS:

A. Record contents. A record for each resident

shall be maintained in accordance with the

specific requirements of this section. Entries in

each resident’s record shall be legible, dated and

authenticated by the signature of the person

making the entry. Resident records shall be

readily available on site and organized utilizing a

table of contents. Each resident record shall

include:

(1) the admission agreement records, as set forth

in 7.8.2.20 NMAC;

(2) the resident evaluation form, that is to be

completed within fifteen (15) days prior to

admission updated at a minimum of every six

(6) months;

(3) the current ISP, that is to be completed within

ten (10) calendar days of admission and updated

at a minimum of every six (6) months;

(4) the physical examination report; the physical

examination report shall have been completed

within the past six (6) months, by a primary care

physician, a nurse practitioner or a physician's
and be on file in the resident *

record within ten (10) days of admission;

(5) personal and information for the

resident, to include:

(a) curent names, addresses, relationship and

phone of family members, or surrogate

decision makers updated as necessary;

(b) resident's name;

(c) age;

(d) recent photograph;

Division of Health Improvement
STATE FORM

LOS LUNAS, NM 87031
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PREFIX
TAG

A021

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

Continued From page 11

(e) marital status;

(f) date of birth;

(9) sex;

(h) address prior to admission;

(V) religion (optional);

() personal physician;

(k) dentist;

(1) social history;

(m) summogate decision maker or other emergency

contact person;

(n) language spoken and understood;

(o) legal documentation relevant to commitment

or guardianship status;

(p) current medications list; and

(q) required diet;

(8) unless included in the admission agreement,

a separate written agreement between the facility

and the resident relating to the resident’s funds,

in accordance with the facility’s policy and

procedures;

(7) entries by direct care staff, appropriate health

care professionals and others authorized to care

for the resident; entries be dated and signed

by the person making the entry and shall include

significant information related to the ISP;

(8) entries that provide a written account of all

accidents, injuries, iI esses, medical and

appointments, any problems or improvements
in the resident, any condition that would

indicate a need for alternative placement or

medical attention and entries reflecting

appropriate follow-up; the maintenance of such

written documentation in the resident record may

be by copy an incident or accident report, if the

original incident or accident report is maintained

elsewhere by the facility;

(9) the medication assistance record (MAR); the

MAR is the document that details the resident’s

medication; the MAR shall include all of the

Division of Health Improvement

STATE FORM

(X2) MULTIPLE CONSTRUCTION

A. BUILDING:
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

A021

Division of
STATE FORM

Continued From page 12

information pursuant to Subsection G of 7.8.2.35
NMAC of this rule;

(10) progress notes completed by any contract
agency (e.g., hospice, home health); the progress
not shall include the date, time and type of
health services provided;

(11) copies of all completed and signed transfer
forms from the accepting facility when a resident
is transferred to a hospital or another health care
facility and when the resident is transferred back
to the facility; and

(12) upon the death or transfer of a resident,
documentation of the disposition of the resident’s
personal effects and money or valuables that are
deposited with the assisted living facility.

B. Resident records maintenance.

(1) Current resident records shall be maintained
on-site and stored in an organized, accessible
and permanent manner.

(2) The facility shall estabfish a policy to maintain
and ensure the confidentiality of resident records,
including the authorized release of information
from the resident records.

(3) Non-current resident records shali be
maintained by the facility against destruction
and unauthorized use for a period of not less than
five (5) years from the date of discharge and
readily available within twenty-four (24) hours of
request.

(4) There shal be a policy and procedure in place
for record retention in the event of facility closure.
(5) Failure to follow facility policies is grounds for
sanctions.

(7.8.2.21 NMAC - Rp, 7.8.2.22 NMAC,
01/15/2010)

This REQUIREMENT is not met as evidenced
by:
Improvement
e NVR411

DATE
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION MBER: A. BUILDING:
2039 8. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
503 LOS LENTES ROAD NE

ERRA NGS ASSIS vt
s SPRi TED NG LOS LUNAS, NM 87031

oWy ID SUMMARY STATEMENT OF DEFICIENCIES PROVIDER’'S PLAN OF CORRECTION %)

(EACH DEFICIENCY MUST BE PRECEDED BY FULL (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) CROSS-REFERENCED TO THE APPROPRIATE DATE

A021 Continued From page 13

This deficiency refers to paragraph 78221 A
and B

B on record review and interview, the facility
failed to maintain complete, organized, and
accessible records for 5 (R #2, 3,5, 7and 8) of 5
sampbdresidentsidenﬁﬁedbymeAdnﬁniwator
(Admin)onoaM15frommeresldentcensus.as
receivinghomehealﬂnsewloesandlor\Nadarin
(blood-thinner) use. If resident records are not
accurate, complete, organized, and accessible
then needed critical medical information required
bystaﬂandhealﬂmwaprofessiomlsmaynotbe
avalilable when medication and heaithcare
decisions need to be made. The findings are:

A. Record review of resident files for R #2, 3, 5,
7,8revealedmatmefadlitydoesnothave
individual resident charts with all the required
documents.

B. Record review of resident files for R #2
revealedthefo  ng:

1. Per admission agreement, R #2 was admitted
on 03/17/12. Resident's Individual Services Plan
(ISP)  an admission date of 0701/11,a
completion date of 10/15/11, three months after
adm , and reviewing nurse signed and dated
on 11/07/11.

2. The resident evaluation has evaluation dates of
10/15/11, 05/09/12, 12/28/12, and 08/01/13. The
first evaluation was not completed prior to
admission and the last evaluation date was 2

years ago.

3. There were no entries by healthcare
professionalsoc'oﬁmsaum«izedtowefor
resident.

Division of Improvement
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4. There were no written accounts of any
accidents, injuries, ilinesses, medical and dental
appointments, any problems or improvements
observed in the resident, any conditionthat  id
indicate a need for altemative placement or
medical attention and entries reflecting
appropriate follow-

5. There were no progress notes completed by
any contract agency (e.g., hospice, home health).

C. Record review of resident files for R #3
revealed the following:

1. Per admission agreement R #3 was admitted
on 08/08/14, with an evaluation date of 08/08/14.
The evaluation was not signed by the reviewing
nurse. There were no further documented
evaluations.

2. There was no ISP in resident file.

3. There were no entries by healthcare
professionals or others authorized to care for
resident.

4. There were no written account of any
accidents, injuries, ilinesses, medical and dental
appointments, any problems or improvements
observed in the resident, any condition that would
indicate a need for altemative placement or
medical attention and entries reflecting
appropriate follow-up.

5. There were no progress notes completed by
any contract (e.g..hospice, home health).

D: Record review of resident files for R #5
revealed the following:
Division of Health Improvement
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1. Per admission agreement, R #5 was admitted
on 06/29/12. Initial evaluation was dated
06/29/12, the last evaluation was dated 03/10/14.

2. There was no ISP in file.

3. There were no entries by healthcare
professionals or others authorized to care for
resident.

4. There were no written account of all accidents,
injuries, ilinesses, and

appointments, any problems or improvements
observed in the resident, condition that would
indicate a need for alternative placement or
medical attention and entries reflecting

appropriate follow-up.

5. There were no progress notes completed by
any contract agency (e.g., hospice, home heaith).

E. Record review of resident files for R #7
revealed the following:

1. Admission agreement was not completed until
08/04/15. Per admission agreement R #7 was
admitted on 03/06/15.

2: There was no evaluation or ISP in the file.

3. There were no entries by healthcare
professionals or others authorized to care for
resident.

4. There were no written account of all accidents,
injuries, ill , medical and dental
appointments, any problems or improvements
observed in the resident, any condition that would
indicate a need for altemative placement or

Division of Health improvement
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medical attention and entries reflecting
appropriate follow-up.

5. There were no progress notes completed by
any contract agency (e.g., hospice, home health).

F. Record review of resident files for R #8
revealed the following:

1. Per admission agreement R #8 was admitted
on 01/02/15. Initial and only evaluation was
completed untii 01/03/15 after admission.

2. There were no entries by hea
professiona or others authorized to care for
resident.

3. There were no written account of all accidents,
injuries, illnesses, medical dental
appointments, any problems or improvements
observed in the resident, any condition that would
indicate a need for alternative placement or
medical attention and entries reft

appropriate follow-up.

4, 'lherewerempmgtassmteseompletedby
any contract agency (e.g., hospice, home health).

G. On 08/05/15 at 10:50 am d interview
with Admin. she confirmed that there are no
progress notes in any of the residents charts.
Admin saysshedid  know the Home

H etc shouid be charting
visits. They (providers) just tell her or staff what is
going on with residents. Staff does not document
conversations.

H. On 08/05/15 at 2:30 pm, during interview with
Admin, she confirmed that all the resident files
records are incomplete and do not include

Division of Health improvement
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required documents are not maintained in an
organized, accessible, and permanent manner.
Admin confirned that the copies provided were
what was in their charts, and an accurate account
of what had/had not been done for the resident.
Admin stated that she has had a hard time
keeping up or staying organized the last few
years as the residents acuity and care needs
increased.

. On08/11/15 at 8:08 am, during interview
with R #5's physician he stated that there needs
to be some kind of flity by the facility.
They need some way of getting orders processed
comectly. ldeally, having a resident chart with
duplicate forms for doctors and providers to
complete when visiting. Currently, when he visits
he does not have access to the residents’
chart/medical records and leaves new orders with
staff or in the mailbox on Admin's door, but is not
sure if they get processed correctly.

J.  On 08/11/15 at 11:22 am, during interview
with Phammacist, stated that when she
does her » she does not have access to all
the residents information or resident charts.

A 7 NMAC 8.2.25 Resident Evaluation L Oted 2 T

RESIDENT EVALUATION: ZA j zﬁnq , 7~
A. A resident evaluation be completed by an 0/ @'

appropriate staff member within fifteen (15) days %e »zea/'
prior to admission to determine the level of 8 . .
assistance that is needed and if the level of 4 el oo
sewicesrequkedbythemsiderﬂmbemetby

the facifity. Smwﬁ?

8. The initial resident evaluation shall establish a

baseline in the resident' s status and LTI 1P Leeell

thereafter assist with identifying ° p

changes. The resident eveluation shall be e neotdly

reviewed and updated at a minimum of every six dugFrn Lo
Division of Health Improvement
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(6) months or when there is a significant change
in the resident ' s health status.

C. The resident ' s evaluation be
documented on a resident evaluation form and at
a minimum include the following abilities,
behaviors or status:

(1) activities of daily living;

(2) cognitive abilities; reasoning and perception;
the ability to articulate thoughts, memory function
or impaimment, etc;

(3) communication and hearing; ability to
communicate needs and understand instructions,
etc; -

(4) vision;

(5) physical functioning and skeletal problems;
(6) incontinence of bowelbladder;

@ well-being;

(8) mood and behavior;

(9) activity interests;

(10) diagnoses;

(11) health conditions;

(12) nutritional status;

(13) oral or dental status;

(14) skin conditions;

(15) medication use and leve! of assistance
needed with medications;

(16) special treatments and procedures or special
medical needs such as hospice; and

(17) safety needs/high risk behaviors; history of
falls agitation, wandering, fire safety issues, etc.
D.'lherasldentevaluaﬁonshalindudeamstay
and and an evaluation
report by a physician or a physician extender
with  six (6) months of admission. A resident
shafl have a evaluation by a physician or
a physician extender at least annually.

E. The resident evaluation shall be reviewed and
if needed revised by a practical nurse,
mgistuednumorphysidmwenderatmeﬁm

Division of Health Improvement v
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the individua! service plan is reviewed, at a
minimum of every six (6) months or when a
significant change in health status occurs.
[7.8.2.25 NMAC - Rp, 7.8.2.25 NMAC,
01/15/2010}

This REQUIREMENT is not met as evidenced
by:
78225Aand B

Based on record review and interview the facility
failed to ensure that resident evaluations were:

1: Completed within 15 days prior to
admission to determine the level of assistance
that is needed and if the level of services required
by the resident can be met by the facility.

2: Reviewed and updated at a minimum of
every 8 months or when there is a significant
change in resident’s health status.

3: Reviewed and if needed bya
licensed practical nurse (LPN), registered nurse
(RN), or a physician extender (PE) at the the
Individual Service Plan (ISP) is reviewed. If the
evaluations are not completed prior to admission
or at a minimum of every 6 months by a
LPN, RN, or PE thenall 5 (R#2, 3, 5, 7, and 8)
sampled residents identified by the Administrator
(Admin) on 08/04/15 from the resident census, as
(blood-thinner) use are at risk of the staff not

being able to the level of nce
needed after , adjust care provided as
residents level of gesistance needs change, and
provide improper if level of assistance

needed has  been reviewed by a LPN, RN, or
PE. The findings are:
Improvement

LOS LUNAS, NM 87031
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A. Record review of resident evaluation forms a2 oL’ N2 MM -

for R #2 and 8 revealed that the initial evaluations
were not completed prior to admission.

B. Record review of resident evaluation forms
for R #7 revealed no documentation of an
evaluation being completed prior to admission.

C. Record review of resident evaluations
revealed that six month evaluation reviews had
not been completed for all 5 sampled residents.

D. Record review of resident evaluation
forms for R #2 and R # 8 revealed the reviewing
nurse staff (S #2) is not a LPN/RN/PE.

E. Record review of resident evaluation form for
R #3 revealed the initial evaluation dated
08/08/14 was not signed by a reviewing nurse.

F. Record review of resident evaluation form for
R #5 revealed only a partial (missing pages)
evaluation form, the reviewing nurse signature
page was missing.

G. On 08/04/14 at 1:50 pm, during interview with
Admin she stated that the the contracted person
S #2 who has been reviewing the resident
evaluations and I1SP’s for the facility for
approximately the last 2 years has a 4 year
Nursing Degree from University of New Mexico
but is not a ficensed nurse.

H. On 08/04/15 at 2:00 pm, during interview with
themviewingnmsesn,sheconﬁunedthatshe
is not a licensed nurse

I. On 08/05/15 at 2:20 pm, during interview with
Admin, she confirmed the evaluation findings for

E
:

Dur woabuattzons ‘3/35/5
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aSsampledresidents.matmeresidentﬁleswere
d incomplete. Admin stated that
she has not been keeping up and staying
organized the last few years as the resident's

A 7 NMAC 8.2.26 Individual Service Plan

INDIVIDUAL SERVICE PLAN (ISP): An ISP shali
be developed and implemented within ten (10)
calendar days of ission for each resident
residing in the facility.

A. The ISP shall address those areas of need as
identified in the resident evaluation and through
staff observation.
(1)TheISPshalldetaiw\eservicesmatare
providedbymefadlityaswellasﬂ\esewicesto
be provided by other agencies.

(2) The resident evatuation the ISP shall be
reviewed and if needed revised by a licensed
practical nurse, registered nurse or a physician
extender.
(3)The|SPshallbereviewedandorrevisedata
minimum of every six (6) months or when thereis
asigniﬁcantd\angeintheresident'sheelth
status.

B. The ISP shall include the following:
(1)adewipﬁonofidmﬁﬁedneedsasnotedin
the resident evaluation;
(2)awﬁttendesaipﬁonofallsewicestobe
provided;

(3) who will provide the services;
(4)wtnnorhowoﬂentheservioeswillbe
provided;

®) how the services will be provided;
(6)whemthesetvbeswilbeprovided;
U)expededgoabandouwomesofﬂ\esewices;
(8) documentation of the facility * s determination
that it is able to meet the needs of the resident,

Division of Heatth Im
STATE FORM
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A0268 Continued From page 22 A028 - el so -
(9) the level of assistance that the resident will , J
require with activities of dally living and with .%?,,%%4/ W
medications;
(10) a crisis preventionfintervention plan when “ho A,
indicated by diagnosis or behavior; and
(11) current orders for amedication , including BYZ| 2l ot
those authorized for PRN usage. o .
[7.8.2.26 NMAC - Rp, 7.8.2.26 NMAC, zeell po
01/15/2010] -
pveied 25 ciefines
ap ZP i :

This REQUIREMENT is not met as evidenced

%.2.28 A(), @) (3) " Sy 0L

Based on record review and interview the facility . ~

failed ensure: W‘ o, .

1. That Individual Service Plans (ISP) were being bﬁhmdﬂfza CoNes?

developed and im ed within 10-days of R -

admission. ZQW&//)L%/W

2. That the ISP details the services that are <

T fecp St e

. is a v

by a licensed practical nurse (LPN), registered MM She

nurse (RN) or a physiclan extender (PE). - N

4. That the ISP are reviewed or revised ata Oiiees r proldlel

minimum of every 6 months or when there is a \

significant change in the resident’s health status. e

If the ISP's are not developed or reviewed as m LA M g2/

required by regulation, then the 5 (R #2, 3, 5, 7,

mmumm)mw%zmm W%&L
istrator on 08/04/

resident census, as receiving home health WWZ/ 52

services and/or Warfarin (blood-thinner)  are 4, 51&)7@

atrisk the staff not knowing what resident care 22

is needed on admission, able to adjust care when

resident change, or provide the wrong care W% 'W)

if the ISP has not reviewed every six ¢

Division of Improvement
STATE FORM %00 NVR411 I continuation shest 23 of 74



vi f

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X3) DATE SURVEY
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
C
2039 08/11/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
§03 LOS LENTES ROAD NE
SIERRA SPRINGS ASSISTED LIVING LOS LUNAS, NM 87031
SUMMARY STATEMENT OF DEFICIENCIES xs)
(EACH DEFICIENCY MUST BE PRECEDED BY FULL COMPLETE
REGULATORY OR LSC IDENTIFYING INFORMATION) DATE
A028 Continued From page 23 WVZZ d '

months by a LPN, RN, or PE. The findings are:

AL 490 7722¢)

Findings related to ISP's and coordination of care

A. Record review of resident files for R #2 »

revealed: %?W \74@

1. R#2 was admitted on 07/01/11. An initial ISP

was not completed | 10/15/11. e ozt

2. The ISP for R #2 did not reflect the home

health services that sheis ~ ng from an O 1oL mplodl v

outside agency or what type of care or services

?ﬁm?wbyM(Sﬂ)mhm WW@* .
a LPN/RN/PE ﬂdﬁ/’lMJ, MM
rovealog o o oekrt fls for R 43 web g0 adg AL

1. R#3 admitted on 08/08/14. There

nodowmentaﬁonm of an ISP in her file. v W% W&QW ‘Z .
2. The ISP for R #3 did not reflect the home

health services that Is receiving from an % W
outsideorwhattypeofmorservicesmeyam p

providing. ‘M‘%ﬂﬂw a

C. Record review of resident files for R #5

1. R#s:wasadmiltedonoelzsﬂz.however. Lty & Propier L

there was no documentation of an ISP in her file. —

2. The ISP Review sheet that an ISP donPrald

was last reviewed 09/15/14.

3. The ISP Review sheet was signed by S #2, 7 N A0 W

who is not a LPN/RN/PE. . é
/4

D. Record review of resident files for R #7 ol L

revesiod e po2 70

1. R#T's was admitted 03/06/15, however, there . '

was 1o ISP found in file. oy /% 2

2. There was no documentation of coordination %W

ofcamwimmewtsidehornehealﬂmgmcymat g
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is providing her home health services.

E. Record review of resident files for R #8
revealed:

1. R #8 was admitted on 01/02/15 however, an
initial ISP was not completed until 01/14/14.

2. The ISP does not identify resident as a
2-person transfer.

3. The ISP has not been updated to reflect the
home health services that she is receiving from
an outside agency or what type of care or
services they are providing.

4. There was no documentation of any ISP
reviews since 01/14/14.

5. The person, S #2, who signed the ISP's is not
a LPN/RN/PE.

F. On 08/05/15 at 2:20 pm, during interview with
Admin, she confirmed ISP findings for each
sampled resident, that the resident were
disorganized, and incomplete. Admin stated that
she has not been keeping up and staying

ized the last few years as the resident’
acuity has increased.

Findings related to non-licensed nurse.

A. Record review of staff files revealed no
documentation that S #2, the person hired by the
facility to review resident evaluations and ISP's
was a licensed practical nurse, registered nurse,
or a physician extender.

B. On 08/04/15 at 1:50 pm, d interview with
Admin she stated that S #2, the person who has
been reviewing the resident evaluati  and ISP's
at the for approximately the last 2 years

has a 4 year Nursing Degree from Un of
New Mexico, but is not licensed at this time.

C. On 08/04/15 at 2:00 pm, during interview, S

Improvement
ol NVR4 11

DATE
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A028 Continued From page 25
#2 confirmed that she is not a licensed nurse.

D. Record review of resident files for R #2
revealed that the person signing as the reviewing
nurse on the for ISP Review Sheet for dates of
01/31/13, 08/07/13, 03/10/14, 09/15/14. and
02/10/15 is not a Licensed Practical Nurse (LPN),
Registered Nurse (RN), or Physician Extender
(PE).

E. Record review of the ISP Review Sheet for R
#5 for review dates of 01/31/13, 08/07/13,
03/10/14, and 09/15/14 revealed that the person
signing as the reviewing nurse is no a
LPN/RN/PE.

F. Record review of resident files for R #8
revealed that the person signing the ISP dated
01/14/15 as the reviewing nurse is not a
LPN/RN/PE. There was no documentation that
the ISP had been reviewed since 01/14/15.

Finding related to ISP’'s  being reviewed ata
minimum of every 8 months.

A. Record review of ISP Review Sheet for R #5
revealed the last review date was 09/15/14.

B. Record review ISP for R #8 revealed the last
documented ISP review was on 01/14/15.

C. On 08/05/15 at 2:20 pm, during interview with
Adm ,she each of the ISP findings for
each resident and that the files were
disorganized and incomplete. Admin stated that
she has not been k up and staying
organizedthe fewy 8s the resident's

Division of improvement
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7 NMAC 8.2.33 Resident Rights

RESIDENT RIGHTS: 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 the legal rights of the resident,
translated into ancther language, if necessary, to
meet the resident ' s understanding.
B. If the resident has no legal 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
responsible party in the fol g 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) a person who has been caring for, or paying
benefits on behalf of the resident;
(7) a placing agency;
(8) resident advocate; or
(9) the ombudsman.
C.The rights shall be posted in a
conspicuous public place in the facility and shall
include the telephone numbers for the incident
management hotfine and for the state
ombudsman program.
D. To protect resident rights, the facility shal:
(1) treat all residents with courtesy, respect,
dignity and compassion;
(2) not discriminate in admission or services

on gender, sexual orientation, resident's
age, racs, religion, physical or mental disability, or
nationality;
(3) provide residents written information about al
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services provided by the facility and their costs
and give advance written notice of any changes;
(4) provide residents with a safe and sanitary
living environment;

{(5) provide humane care for all residents;

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

(7) protect the confidentiality of the resident's
medical record;

(8) protect the right to personal privacy, including
privacy in personal hygiene; privacy during visits
with a spouse, 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
comrespondence; and the right to receive visits
from family, friends, 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
neglect and misappropriation/or exploitation;

(b) are free from financial abuse and
misappropriation by facility staff or management;
(c) are free to participate in religiou , 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 fifteen (15) calendar day, written
notice before room transfers or discharge from
the facility unless there is inmediate danger to
self or others in the facility;

(f) have an environment that fosters social
interaction and avoids social isolation;

(g) or surrogate decision makers, are
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informed of and consent to the services provided
by the facility;

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

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

(i) have the right to participate in the development
of their care plan/ISP;

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

(0 have the right to participate in medical
treatment decisions and formulate advance
directives such as living will and powers of
attomey;

{m) have the right to keep and use personal
possessions without loss or damage;

(n) have the right to manage and control their
personal finances;

(o) have the right to freely organize and
participate in a resident association 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 sha not be restricted
uniess this restriction is for the health and safety
of the resident, agreed to by the resident or the
resident ' s surrogate decision maker and
outiined in the resident ' s individual service plan.
[7.8.2.33 NMAC - Rp, 7.8.2.34 NMAC,
01/15/2010)

This REQUIREMENT is not met a evidenced
by:
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7.8.2.33 D (11) (a) 1iolat ’ o ,
On 08/11/15 at 9:34 am, an Immediate Jeopardy . _Shad e
(1J) was called for 1 (R #5) of the 4 (R #2, 3, 5, 8) ‘
sampled residents for Warfarin/Coumadin 2 Lozt
medication use, identified from the resident * ~
census, provided by the Administrator (Admin) on wey) et s&'é“a‘
08/04/15 for neglect due to the facility not
ensuring that she was getting her PT/INR (blood of Rsedy. Choplod T3
level checks) as ordered. the facility knew that R .
#5 was taking Warfarin/Coumadin (blood A Bloay Yeennion
thinning) medication. Because R #5 did not have wae
her blood levels checked as ordered her Primary . .
Care Physician (PCF) was not able to make A o7 4O s 40
medication adjustments, based on the test results * .
which increased her risk for excessive bieeding w‘ﬁ/%ﬂﬁ/m/%zﬁ @
or stroke. The findings are: S She «
YY)

On 08/11/15 at 4:16 pm, a plan of removal was ot bloay Sty -
accepted from the facility Administrator, which /azm o)) Ve 2/
included the following: )

A. When a resident is prescribed a biood 7W2rxe, 4
thinner they will be fisted on the "Resident on e Hlop
Blood Thinner” form. -

B. The formwi list the person's name, the g WW
agency performing the blood thinner draws, there /ddﬁ
phone number, the current dose/date, and the Adnter” Aoce, /
date the INR must be rechecked. Yo AT Yup IR

C. The form will be reviewed every
Wednesday by the administrator. A2 4(MM/ .

D. the administrator will verify that the current , -
blood thinner orders are in the resident's charts. eelll O ULl

E. The administrator will verify that the
resident had transportation o the get the blood M Aol reto
draw. ‘a L .

F. No changes will be made to the medication Nt .
reorders without a signed doctors order v/

G.lfahomehealﬂlcarenurseisperfomﬂng 34
the draws, she will be required to document in the WU/WW
residents under "Outside Agency Services” P H ot A
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the services provided. Home healthcare nurses
are also to write in the new blood thinner orders
on the Coumadin Orders sheet and sign.

H. Faxed orders and orders that are brought
in will be documented on the resident's Coumadin
Orders sheet Allorderswilbek in the
resident’s chart.

Basedonwcordmviewandinherviewhefacimy
failed to ensure the health and safety of 3 (R #2,
3, 5) of 4 (R#2, 3, 5, 7) residents sampled for
Warfarin/Coumadin medication use, identified on
the Resident Census, by the Administrator on
08/04/15. If residents who are taking
Warfarin/Coumadin do not have their blood check
regularly and the medication adjusted based on
the test results, puts them at risk of harm or
possibly death due to excessive bleeding or
clotting causing a stroke. The findings are:

A. On 08/11/15 at 11:22 am, during interview
with Consultant Pharmacist, she stated that for
residents taking Coumadi itis
important that blood levels are checked
regularly because if the resident's blood level is
too high they are at risk of bleeding, if the blood
level is to low they are at risk of clotting and
possible stroke.

Findings related to R #2.

A. Record review of Coumadin/Warfarin Dosing
Order's form revealed no documentation of
medication changes for R #2 from 01/31/15 to
07/14/15.

B. On08/04/15 at 11:20 am, during interview ////
wiihR#Zshestatedmathomheam\wasdoing
her PT/INR blood checks, then they stopped, now
they are doing them aga .
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C. On 08/10/15 at 3:05 pm, during interview with
Admin, she confirned that R #2's PT/INR blood
checks's did not get done after Home Health
discharged the resident and discontinued doing
the testing.

D. On 08/11/15 at 8:08 am, during interview with
Primary Care Physician (PCP), he confirmed that
according to his records, R #2 went from January
2015 to July 2015 without having her PTANR
blood checks done. A home health agency is now
doing R #2's PT/INR blood checks.

Finding related to R #3.

A. Record review of resident files for R #3
revealed no documentation that R #3 had been
having her PT/INR blood checks done.

B. On 08/04/15 at 2:32 pm, during interview with
Admin, she confirmed that there was no
documentation that R #3 had been having her
PT/INR blood checks done. Admin stated that
hospice/home health was doing the testing, then
stopped in August 2014 when resident was
discharged from services and then R #3's
daughter was taking her in March 2015. Daughter
i no longer able to take resident so resident has
been placed on palliative care services and home
health is now coming to do the blood checks.

C. On 08/05/15 at 9:43 am, during interview with
R #3's daughter, she stated that she did not
realize that when her mother went off hospice
services, that no one was still coming to the
facility to do the blood checks. Daughter says she
did not know that Warfarin/Coumadin needed to
be monitored.
D. On 08/05/15 at 12:10 pm, during interview
Division of Improvement
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Hospice nurse (HN #1) she reported that Hospice
has no record of R #3's PT/INR blood checks
being done since August 2014 and restarted at
Coumadin dlinic on 3/25/15. She feels that the
facility should have been aware that the PUINR's
needed to be checked and aware of the potential
harm.

E. 08/10/15 at 3:05 pm, during interview with
Admin, she confirmed that R #3's PT/INR's blood
checks did not get done after Hospice/Home
Health discharged resident and discontinued
doing the testing.

Findings related to R #5.

A. Record review of physician's orders for R #5
revealed a standing order for PT/INR blood
checks dated 01/16/15 thru 01/16/16 to be
completed for Warfarin (blood thinner) monitoring
as needed based on test results.

B: Record review of resident’s file revealed no
documentation that R #5 had received any
PT/INR blood checks.

C: Record review of the Coumadin/Warfarin
Dosing Orders form revealed that last order
change for R #5 was documented was on
04/07/15 and read 4mg every day.

D. On 08/10/15 at 1:37 pm, during interview with
R #5 she stated that she was getting blood
checked regularly, but not in a long time. She
guessed they stopped it all together. When asked
if she knew why they were checking her blood; R
#5 said they would check her blood to make sure
her levels were ok.

E. On08/10/15 at 1:47 pm, during interview
with the Registered M | Assistant (RMA) for
Division of Health Improvement
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PCP she reported that the last recorded PT/INR
blood checks at the PCP's office for R #5 was
05/04/15 which should have been rechecked in 2
weeks. In addition, she stated that the facility
failed to respond to requests for a current
medication [ist for R #5.

F. On 08/10/15 at 3:05 pm, during interview with
Admin, she confirned that facility failed to
coordinate care with the home health agency in
May 2015 when the resident was discharged from
services and the home health agency
discontinued doing the PT/INR blood checks.
Admin confirmed that R #5's PT/INR blood
checks did not get done after home health
discharged resident. Admin stated that she did
not realize that home health had been
discontinued until surveyor brought it to her
attention.

G. On8/11/15at8:08 am,d ng interview with
PCP, he stated that R #5 should have been
having PT/INR blood checks done bi-weekly or
weekly depending on the readings. Not having
blood checks as ordered, puts the resident at risk
for excessive bleeding or clotting causing a
stroke. The facility failed to communicate with R
#5's PCP in July 2015 when resident had
bleeding and bruising incidents.

7 NMAC 8.2.34 Custodial Drug Pemmits

CUSTODIAL DRUG PERMITS: A facility with two
(2) or more residents that is licensed pursuant to
this rule and that assists with self-admini

or safeguards medications for residents shall
haveawmmasstodialdrugpennitissuedby
the state board of pharmacy.

A. Procurement, labefing gnd storage. The facility
shall provide assistance to the resident in
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obtaining the necessary medications, treatment
and medical supplies as identified in the ISP. The
facility shall procure, label and store medications
for residents who require assistance with
self-administration of medication in compliance
with state and federal .

(1) medications, including non-prescription
drugs, shall be stored in a locked compartment or
in a locked room, as approved by the board of
pharmacy and the key shall be in the care of the
administrator or designee.

(2) Intem medication shall be kept separate
from extemal medications. Drugs to be taken by
mouth shall be separated from all other delivery
forms.

(3) A separate, locked refrigerator shall be
provided by the facility for medications. The
refrigerator temperature shall be kept in
compliance with the state board of pharmacy
requirements for medications.

(4) medications, including non-prescription
medications, shall be stored in separate
compartments for each resident and all
medications shall be labeled with the resident's
name.

(5) A resident may be permitted to keep his or her
own medication in a locked compartment in his or
her room for self-administration, if the physician's
order deems it appropriate.

(6) The fadility shall not re the residents fo
purchase medications from any particular
phammacy.

(7) Medical gases (oxygen) and equipment used
for the administration of inhalation therapy and for
resuscitative purposes comply with the
national fire protection association (NFPA) 99.

(8) A proof of use record be maintained
separately for each schedule Il through IV drug
(controlled substances). The proof of use sheet
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shall document:

(a) the type and strength of the schedule Il
through IV drugs;

(b) the date and time staff assisted with
self-administration;

(c) the resident ' s name;

(d) the prescriber * s name;

(e) the dose;

() the signature of the person assisting with
delivery of the medication; and

(9) the balance of medication remaining.

(9) Any remaining medication discontinued by a
physician’ s order, or upon discharge or death of
the resident shafl be inventoried and moved to a
separate locked storage container. Such
discontinued medications sha be destroyed
upon the next quarterly visit by the consulting
pharmacist in accordance with 16.19.11.10
NMAC.

(10) The record of medication destruction shall
be signed by the administrator or designee and
the pharmacist and shall be kept on file at the
facility.

B. Consulting pharmacist. The facility shall
maintain records demonstrating that the
consulting pharmacist provides the following
oversight and guidance.

(1) Reviews the medication regimen as needed,
but at least quarterly/every three (3) months, to
determine that all medications and records are
accurate and current. All imegularities be
reportedto the a  inistrator of the facility and
these irregularities shall be resolved by the
administrator within seventy-two (72) hours.

(2) A system of records of ipt and disposition
of all drugs in sufficient detail to enable an
accurate reconciliation.

(3) Consuttation shall be provided on all aspects
of phamacy in the facility, including
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reference information regarding side effects and,
when needed, physician consultation in cases
involving the use of psychotropic medications.
(4) The consulting pharmacist will be responsible
for assuring that the facility meets all
requirements for storage, labeling, destruction
and documentation of medications as required by
the state board of pharmacy, 16.19.11.10 NMAC
and 7.8.2 NMAC.

[7.8.2.34 NMAC - Rp, 7.8.2.35 NMAC,
01/15/2010]

This REQUIREMENT is not met as evidenced
by:
78234 A(4)(5)(7)(9), B (1)

Reference NFPA 99, 1999 Edition

Section 4-3.1.1.2 Storage Requirements
(Location, Construction, Airangement).

(a) * Nonflammable Gases (Any Quantity;
In-Storage, Connected, or Both)

1. Sources of heat in storage locations shall
be protected or located so that cylinders or
compressed gases shall not be heated to the
activation point of integral safety devices. in no
case shall the temperature of the cylinders
exceed 130°F (54°C). Care shall be exercised
when handling cylinders that have been exposed
to freezing tem or containers that
contain cryogenic liquids to prevent injury to the
skin,

2, * Enclosures shall be provided for supply
systems cylinder storage or manifold locations for
oxidizing agents such as oxygen and nitrous
oxide. Such enclosures shall be constructed of an
assembly of building materials with a fire-resistive
rating of at least 1 hour and shall not
communicate directly with anesthetizing locations.
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Other nonflammable (inert) medical gases may
be stored in the enclosure. Flammable gases
shall not be stored with oxidizing agents. Storage
of full or empty cylinders is permitted. Such
enclosures shall serve no other purpose.

3. Provisions shall be made for racks or
fastenings to protect cylinders from accidental
damage or dislocation.

4, The electric installation in storage
locations or manifold enclosures for
nonflammable medical gases shall comply with
the standard of NFPA 70, National Electrical
Code, for ordinary locations. Electric wall fixtures,
switches, and receptacles shall be installed in
fixed locations not less than 152 cm (5 ft) above
the floor as a precaution against their physical
damage.

5. Storage locations for oxygen and nitrous
oxide shall be kept free of mmable materials
[see also 4-3.1.1.2(a)7].

6. Cylinders containing compressed gases
and containers for volatile liquids shall be kept
away from radiators, steam piping, and like
sources of heat.

7. Combustible materials, such as paper,
cardboard, plastics, and fabrics, shall not be
stored or kept near supply system cyfinders or
manifolds containing oxygen or nitrous oxide.
Racks for cylinder storage shall be permitted to
be of wooden construction. Wrappers shall be
removed prior to storage.

Exception: Shipping crates or storage cartons for
cylinders.

8. When cylinder valve protection caps are
supplied, they shall be secured tightly in place
unless the cy nder is connected for use.

9. Containers shall not be stored in a tightly
closed space such as a closet [see 8-2.1.2.3(c)].

Based on record review, observation, and
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the facifity failed to for 4 (R 43,

5,7 8)of5(R#2,3,5,7,8) residents, . :4‘7
by the (Admin) on s?
08/04/15, from census  for Corze Qe
Warfarin (biood-thinner) . " r
of medication that: Tl regl2d r Lecedl
1. medications including over-the-counter
(OTC) labeled with the resident’ é,(
residents who store e 027 f
medications had physician's orders y
mltapproprlate. ° 74 ﬁ? M
3. oxygen tanks are stored in com with 2 m\

were removed the medication box. '
That consulant pharmacist WW&(
Jmedication Quarterdy "ﬁ
7/
This practice has the potential to for ) ; 5
M b not labeled to / ﬂ
. b are ensure
are to the resident they were
2. taken incorrectly by a
iswho  not been deemed to and
medication by a physician. .
Oxygen over, break, and start @t Jos-
leaking.
4 is given in emor after @ %0
by the because it ia was
not removed from the
5. Resident ons are not reviewed
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A. On 08/11/1  at 12:10 pm, during observation

Division of improvement
STATE FORM . o NVRA11 " shest 30 of 74



f ea | rov men

(X4) 1D
PREFX
TAG

A034 Continued From page 39

of R #5's medication box, a bottle of Tylenol
500mg (milligrams) was not labeled with the
resident’s name.

B. On 08/11/15 at 12:30 pm, during interview, the
House Manager (HM)verified that R #5's Tylenol
was not labeled with the resident's name.

C. On 08/11/15 at 1:35 pm, during observation of
R #3's medication box, a bottle of Tylenol 500mg
was not labeled with the resident's name.

D. On 08/11/15 at 1:50 pm, during interview, the
HM verified that R #3's Tylenol was not labeled
with the resident's name.

E. On 08/11/15 at 1:55 pm, during observation of
R #8's medication box, a bottle of Vit D3-1000
and a bottle of Robitussin was not labeled with
the resident's name.

F. On 08/11/15 at 2:08 pm, during interview, the
HM verified that R #8's bottle of Wit D3-1000 and

a bottle of Robitussin were not labeled with R #8's

Findings related to resident #7 storing and
self-administering her own medications.

A. On 08/05/15 at 8:15 am, during observation,
R #7 was observed with her box of medications
sitting on the table, in the dining room with a
group pills laid out. R #7 left the tabie for a
period of time, leaving her medications on the
table and in reach of other residents.

B. On 08/05/15 at 8:15 am, during interview,
staff (S #3) stated that R #7 takes her own
medications.

C. Record review of R #7's file revealed no
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documentation from the physician that the
resident had been deemed appropriate to store
and self-administer her own medications.

D. On 08/05/15 at 2:30 pm, during interview, the
Administrator confirned that there was not an
order from R #7's physician deeming her
appropriate to store and self-administer her own
medications. The Administrator stated she was
not aware that an order was needed. She stated
that would prefer to have staff assist the resident,
but the resident does not want assistance, and

the resident’s son said to let the resident take her
own medications.

Findings related to oxygen storage.

A. On08/06/15 at 8:31 am, during observation,
5 oxygen cylinder tanks were observed
unsecured in R #7's room.

8. On08/06/15 at 9:15 am, during observation
of the hall closet, oxygen cylinder tanks in a rack,
4-lg, 3-med, and 3-sm oxygen cylinder tanks not
in a rack (1-Ig in a plastic crate lying sideways
with a large weight scale lying on top of it). This is
a small storage closet which also houses a fire
extinguisher and other combustible items.

C. On08/06/15 at 10:40 am, during observation
with House Manager (HM) unsecured oxygen
cylinder tanks were observed in R #7°s room. In
addition, multiple and unsecured oxygen
cylinder tanks of various were observed
being stored in 2 unventilated closets.

D. On08/8/15 at 10:40 am, during interview with
HM, he confirmed that
1. there were unsecured oxygen cylinder
ks were in R #7's room. 2. that multiple
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secured and unsecured oxygen cylinder tanks
were  being stored in the dlosets and that the
closets are not ventilated.

HM stated that the oxygen cylinder tanks in the
closets were empty tanks from a former resident
and should be retumed to the oxygen company.
When asked how the oxygen cylinder tanks
should be secured his response was "In a rack”
and confirmed that the oxygen cylfinder tanks
were not secured properly. HM stated he was not
aware that the oxygen cyfinder tanks could not be
stored in the resident’s closet or in any
unventilated closet/space.

Finding related to discontinued medications.

A. On 08/11/15 at 12:10 pm, during observation
with HM of R #5's medication box it was observed
that Potassium 1 10 mg which had been d/cd on

08/01/15 was still in medication box.

B. On 08/11/15 at 12:30 pm, during interview the
HM confirmed that R #5's Potassium 1 10 mg
which had been dc'd on 08/01/15 was still in
medication box.

Findings related to Consultant Pharmacist
reviews.

A. Record review of the consultant pharmacist
review log revealed that pharmacist reviews were
not being completed q  erly, Review dates for
the current current consultant pharmacist were

12/08/14 and 06/15/15.

B. On08/11/15 at 11:22 am, during interview
with Consultant Pharmacist (CP), she confirmed
the review dates of 12/08/14 and 08/15/15.
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C. On 08/11/15 at 1:28 pm, during interview with
Admin and HM confirmed the CP review dates of
12/08/14 and 06/15/15 and that the reviews had
not been completed quarterly.

A 7 NMAC 8.2.35 Medication

MEDICATIONS: Administration of medications or
staff assistance with self-administration of
medications 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 practitioner and with entry into
the resident's record.

A. State board of nursing licensed or certified
health care professionals are responsible for the
administration of medications. Administration may
only be performed by these individuals.

B. Faciiity staff may agsist 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 surrogate 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
shall have successfully completed a state
approved assistance with self-administration of
medication training program or be ficensed or
certified by the state board of

C. PRN (pro re nada) medication.

(1) Physician or physician extender * s orders for
PRN medications shall clearly indicate the
circumstances in which they are to be used, the
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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 a
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 self-administration of
medications shall know interactions or possible
side effects that might occur.

F. Medications prescribed for one resident shall
not be used for another resident.

G. Medication assistance record (MAR). For
residents who are not independent and require
assistance with seif administration, the facility
shall have a MAR that documents the details of
the residents’ medication, including PRN and
over-the-counter medication that * 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 or reason for the medication;
(5) the name of the medication, including the drug
product brand name and the generic name;
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(6) notation if the medication is a schedule il-IV
drug;

(7) the dosage of the medication;

(8) the strength of the medication;
(Q)ﬂ\eﬁequencyorhowmmhemedlcaﬂon is
to be taken or given;

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

(11) the method of delivery for the medication
(pills, drops, IM injection, other);

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

(13) any change in the medication order;

(14) pre-medication information (i.e., 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;

(16) the initials and signature of the person
assisting with or administering the medication;
(17) the desired results obtained from or
problems encountered with the medication (pain
relieved, allergic reaction, etc.);

(18) any refused dose of medication;

(19) any missed dose of medication; and

(20) any medication efror.

H. Nomedicaﬁonshallbestoppedorstarted
without specific orders from the primary care

physician.
l.Ifatesidentmmsestotakeaprewibed
medication, it shall be documented and the facility
shall report it to the prescriber.
J.Asuspededadvemmdiontoamdieaﬁon
shalibedowmemedonﬂnMARandreponed
immediately to the PCP and the resident's
decision maker. if applicable,
emergency medical treatment shall be aranged.
Doamentaﬁonameevemshallbekeptinme

AQ035
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resident's record.

K. Prescription medication, cther 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 that 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
pharmacy container or blister pack shall be given
immediately and documented by the staff that
assisted with the medication delivery.

M. The facility shall report all medication errors to
the physici , 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 facility in accordance with
16.19.11.10 NMAC (AS AMENDED).

[7.8.2.35 NMAC - Rp, 7.8.2.35 NMAC,
01/15/2010]

el ordes +p CopNCer

This REQUIREMENT is not met as evidenced 2aten ";"50/‘“ i
by: Rern, Jue? aud
78235A, G (2) 4. o
Based on record review, observation and Wﬂm
int the facility failed to ensure for 4

residents (R #2, 3, 5, 8) of 4 (R #2, 3, 5, 8) altl 2

reviewed for Warfarin/Coumadin use: 2
1. had curent and correct physician L opeeld plocteto

for all medications, including over the counter - 7
(OTC) and PRN (when needed) med PUH o b ceeedl
2. that the Medication Administration Record Zl
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(MARS) was correct and included all required
documentation.

if there are not current and correct physician
orders on file and if the MAR's are not complete
with all necessary information then residents are
at at risk not getting the correct medications in
the correct doses. Staff, physicians, and other
health care professional will not have current or
correct information in case of an emergency or
when making changes to residents medication.
The findings are:

Findings related to physician orders for R #2.

A. Record review of physicians orders and
MAR's for R #2 revealed there were no
physicians orders for medications listed on the
August 2015 MAR.

B. On 08/07/15 at 3:00 pm, during interview with
Administrator (Admin), she confirmed the missing
physicians orders for R #2.

C. On08/11/15 at 12:45 pm, during observation
of R#2' medication box the medication bottle
read Cardvedilol 25 milligram, take one tablet by
mouth twice daily.

D. Record review of the the August 2015 MAR
states Cardvedilol 25mg, take 1/2 twice daily.

E. On 08/11/15 at 12:45 pm, during interview
with Admin confirmed there were no physician
orders for the change in dose.

F. On08/11/15 at 12:45 pm, during observation
of R #2's Butt Paste and Lactulose solution were
observed in R #2's medication box. There were
no physician orders for the medications.
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G. On 08/11/15 at 12:45 pm, during interview
with Admin confirmed there were no physician
orders for the Butt Paste and Lactulose solution.

H. Record review of Coumadin/Warfarin Dosing
Order sheet for R #2 revealed that R #2 should
be receiving 4 mg (Monday and Wednesday) and
2 mg (Sunday, Tuesday, Thursday, Friday, and
Saturday); there was no date or physician's

signature on the order sheet.

l.  On 08/11/15 at 1:28 pm, during interview with

Admin and House Manager (HM), Admin %
confirmed that she who is not a nurse or other

licensed health care professional and she has
been taking phone orders from the physicians
and documenting them on the MAR's. Both
Admin and HM confirmed the above findings.

Findings related to physician's orders for R #3.
A. Record review of physicians orders for R #3
revealed a physician' order dated 07/28/15
states Trazodone 12.5 mg, 1/2 tab 2x (times)'s
daily. The MAR's 50 mg, 1/2 tablet 2x's

ly. There were no physician orders found to
reflect the changes.

B. Record review of physician orders dated
08/15/14 states; Lorazepam 1 mg tablet 1/2 to 1
tablet every 2hrs (hours) as needed for anxiety.
The MAR's state; 0.5mg PRN (as needed), take 1
and 1/2 tablets twice a day for anxiety. There
were no physician to reflect the changes.

C. Record review of resident's physician orders
dated 07/29/15 state; Furosemide 10 mg, take
1/2 tablet every cther day. The MAR's state
Furosemide 20 mg, take 1/2 tablet every other
day. There were no physician orders found to
Division  Health Im
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reflect the changes.

D. Record review of physician's orders dated
08/15/14 and 07/29/15 revealed no order for the
POR-CHLORIDE 10meq (milliequivalent), take 1
tablet every other day that was listed on the
MARS.

E. Record review of R #3's August 2015 MAR
revealed that revealed she was receiving
POR-CHLORIDE 10meq (milliequivalent), take 1
tablet every other day.

F. Record review of physician orders dated
07/29/15 included Lactulose 20g (grams),
Calcium Carbonate, Asprin 325mg, and
Pyhto-Estrogen that were not listed on the MAR.

G. Record review of R #3's August MAR
revealed no documentation of Lactulose 20g
(grams), Calcium Carebonate, Asprin 325mg,
and Pyhto-Estrogen to match the physician's
orders.

H. On 08/11/15 at 1:45 pm, during observation a
bottie of Tylenol 500mg was in R #3's medication
box, Tylenol was not listed on the MAR or on the
physician’s orders dated 08/15/14 or 07/29/15.

I On 08/11/15 at 1:50 pm, during interview
with HM, he confirned the above medication,
physician orders and MAR's for R #3.

Findings related to physician ord  for R #5.

A. Record review of physicians orders for R #5
revealed a standing order for PT/INR (a biood
test used to monitor blood clotting factors) dated
01/16/15 thru 01/16/16 to be completed as
needed based on test results so the physician
Division of Health Improvement
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can make adjustments to her Coumadin/Warfarin
(blood thinner) medications.

B. Record review of resident's file revealed no
documentation that R #5 had received any
PT/INR labs tests.

C. Record review of the facility
Coumadin/Warfarin Dosing Orders form dated
04/07/15 revealed an order to take 4 mg every
day.

D. On08/10/15 at 1:37 pm, during interview with
R #5 she stated that she was getting blood
checks regularly, but not in a long time. She
guessad they stopped it all together. When asked
if she knew why they were checking her biood
she said to make sure her blood levels were ok,
“They need to know it is ok".

E. On08/10/15 at 1:47 pm, during interview
with the Registered Medical Assistant (RMA) for
R #5's Primary Care Physician "PCP", she
reported that the last recorded PT/INR checks at
the PCP's office for R #5 was 05/04/15, which
should have been rechecked in 2 weeks. RMA
stated that as of 05/15/15, R #5' Warfarin dose
was changed from take 4 mg every day to 3mg
and 6mg altemate days so she has been
receiving the incomect dose since 05/04/15.
F. On 08/10/15 at 3:05 pm, during interview with
Admin, she confimed that R had not been
having her blood levels checked since Home
Health discontinued services in May 2015. Admin
stated she was not aware that Home Health had
been dc'd until surveyor brought it to her
attention. Admin confirmed that she was not
aware thatre ° ent had a test done in May 2015
at which time Warfarin dosage was changed, and
she is currently receiving an incomrect dose.
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Findings related MAR's
A. Record review of R #2's July 2015 MAR's for
R #2 revealed:

1. there was no documentation of R #2's
allergies to Penicillin and Sulfa Drugs that were
documented on evaluation form and ISP.

2. there was no diagnosis or reason listed for
Timolol, Lisinopril, Latanprost, Mucinex, and
Multi-Vitamins.

B. Record review of R #3's August 2015 MAR
revealed:

1. there was no documentation of R #3's
allergy to Fosamax that was documented on the
evaluation form.

2. there was no name of resident's PCP listed
on the MAR.

3. resident has an order for PhytoEstrogen
and Tylenol that were not listed on the MAR.

4. there were no diagnosis or reason listed
for Trazodone, Warfarin, Furosemide, and
Pot-Chloride.

5. Loramepam was not noted to be a
scheduled -1V drug.

8. there were not signatures of the staff who
assist with medications on the MAR.

7. there was no documentation of desired
results obtained or problems encountered with
any medications including PRN Lorazepam 0.5
signed as given each moming 08/02/15 thru
08/10/15.

8. that on 08/03/14 and 08/04/15 resident's
MAR for Warfarin is blank and there is no
documentation as to whether resident received
the medication or not.

9. that on 08/05/15 and on 08/06/15 the
resident's MAR for Warfarin is signed as
not-given, but there in no reason noted.
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C. Record review of R #5's August 2015 MAR
revealed:

1. there was no name of resident's PCP listed

on the MAR.

2. there was no diagnosis or reason listed for
Warfarin, Amilodipine, Lovastatin, KLO-CON, and
Furosemide.

3. there no brand/generitc names for

medications listed on MAR. 4, there was no route

or method of delivery listed for Warfarin.

5. there were no signatures of staff who were
assisting with medications.

6. on 08/01/15 thru 08/03/15 the MAR's is
signed as not-given, but there  no reason noted.

7. on 08/04/15 the resident's MAR for
Furosemide is blank and there i not
documentation as to whether or not the resident
received the medication.

D. Record review of R #8's August 2015 MAR
revealed:

1. there was no physician’s name listed on
the MAR.

2. there were no diagnosis or reason listed

for Citalopram,  Haloperidol, Tabavite, Vitamin D,

Lovastin, Metoprolol, and Warfarin.

3. there no brand/generic names for
medication listed on MAR. 4. schedule II-IV
drug were not identified. .

5. there were no signatures of the staff who
were assisting with medications.

8. Tabavite was not given on 08/05/15, no
reason noted.

7 Metoprotol: Dosage changed or comrected,
no date of change or by whom.

8. Vit D: Not given on 08/2, 3, 4, 5 and 7/15.
No reason noted.

E. 08/11/15 at 2:06 pm, during interview with
HM, he confirmed the above MAR findi  forR
#2,3,5, 8.
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7 NMAC 8.2.43 Hazardous Areas

HAZARDOUS AREAS: Hazardous areas include:

Fuel fired equipment rooms (not a typical
residential kitchen), bulk laundries or laundry
rooms with more than one hundred (100) sq. .,
storage rooms more than fifty (50) sq. ft. but less
than one hundred (100) sq. . not storing
combustibles, storage rooms with more than one
hundred (100) sq. ft. storing combustibles,
chemical storage rooms with more than fifty (50)
sq. ft., garages and maintenance shops/rooms.
A. Hazardous areas on the same floor as, and in
or abutting, a primary means of escape or a
sleeping room shall be protected by either:
(1) an enclosure of at least one hour fire rating
with self-closing or automatic closing on smoke
detection fire doors having a three-quarter (3/4)
hour rating; or
(2) an automatic fire protection (sprinkier) and
separation of hazardous area with self-closing
doors or doors with automatic-closing on smoke
detection; or
(3) other hazardous areas shall be enclosed with
walls with at least a twenty (20) minute fire rating
and doors equivalent to one and three-quarter (1
3/4) inch solid bonded wood core, operated by
or automatic closing on smoke
detection.
B. Boiler, fumace or fuel fired water heater
rooms. For facilities with four (4) or more
residents: all boiler, fumace or fuel fired water
heater rooms shall be protected from other parts
of the building by construction having a fire
resistances rating of not less than one (1) hour.
Doors to these rooms shall be one and
three-quarter (1-3/4) inch solid core.
[7.8.2.43 NMAC - Rp, 7.8.2.44 NMAC,
01/15/2010]
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This REQUIREMENT is not met as evidenced

by:
Reference NFPA 99, 1999 Edition

Section 4-3.1.1.2 Storage Requirements
(Location, Construction, Arrangement).
(a) * Nonflammable Gases (Any Quantity;
In-Storage, Connected, or Both)
1. Sources of heat in storage locations shall
be protected or located so that cylinders or
compressed gases shall not be heated to the
activation point of integ  safety devices. In no
case shall the temperature of the cylinders
exceed 130°F (54°C). Care shall be exercised
when handling cylind  that have been exposed
to freezing temperatures or containers that
contain cryogenic liquids to prevent injury to the
skin.
2. * Enclosures shall be provided for supply
systems cylinder storage or manifold locations for
oxidizing agents such as oxygen and nitrous
oxide. Such enclosures shall be constructed of an
assembly of building materials with a fire-resistive
rating of at least 1 hour and shall not
communicate directly with anesthetizing locations.
Other nonflammabile (inert) medical gases may
be stored in the enclosure. Flammable gases
shall not be stored with oxidizing agents. Storage
of full or empty cyli is permitted. Such

shall serve no other purpose.
3. Provisions shall be made for racks or
fastenings to protect cylinders from accidental
damage or dislocation.
4, The electric installation in storage
locations or manifold enclosures for
nonflammable medical gases shall comply with
the standards of NFPA 70, National Electrical
Code, for ordinary locations. Electric wall fixtures,
switches, and receptacles shall be installed in
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A043 Continued From page 54

fixed locations not less than 152 cm (5 ft) above
the floor as a precaution against their physical
damage.

5. Storage locations for oxygen and nitrous
oxide shall be kept free of flammable materials
[see also 4-3.1.1.2(a)7).

8. Cylinders containing compressed gases
and containers for volatile liquids shall be kept
away from radiators, steam piping, and like
sources of heat.

7. Combustible materials, such as paper,
cardboard, plastics, and fabrics, shall not be
stored or kept near supply system cylinders or
manifolds containing oxygen or nitrous oxide.
Racks for cylinder storage shall be permitted to
be of wooden construction. Wrappers shall be
removed prior to storage.

Exception: Shipping crates or storage cartons for
cylinders.

8. When cylinder valve protection caps are
supplied, they shall be secured tightly in place
unless the cyfinder is connected  use.

9. Containers shall not be stored in a tightly
closed space such as a closet [see 8-2.1.2.3(c)].

Based on observation and interview the facility
failed to ensure that the medical gases (oxygen)

tanks for 1 resident (R #7) of 1 (R #7) resident

reviewed for oxygen use had an "Oxygen in Use"

waming sign posted, and that cylinders belonging

to former residents were stored in compliance

with the national  protection assodiation

(NFPA) 98. Oxygen cylinders are highly

pressurized vessels and mismanagement could

result in accidental di , which presents the

risk of potential harm to all 15 (R #1-15) identified

on the resident census, provided by the

Administrator (Admin) on 08/04/15. The findings

are:
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STATE FORM 200 NVR411 if continuation sheet 55 of 74



ivi on fHe ithim rov ment

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

E OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
503 LOS LENTES ROAD NE
LOS LUNAS, NM 87031

0%4) ID SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) CROSS-REFERENCEDTOTHE  ROPRIATE
DEFICIENCY)

SIERRA SPRINGS ASSISTED LIVING

A043 Continued From page 55

A. On 08/06/15 at 8:31 am, during observation,
5 oxygen cylinder tanks were observed
unsecured in R #7°s room.

B. On 08/06/15 at 9:15 am, during observation
of the hall closet, oxygen cylinder tanks in a rack,
4-lg, 3-med, and 3-sm oxygen cylinder tanks not
in a rack (1-lg in a plastic crate lying sideways
with a large weight scale lying on top of it). This is
a small storage closet which also houses a fire
extinguisher and other combustible items.

C. On 08/06/15 at 10:40 am, during observation
with House Manager (HM) unsecured oxygen
cylinder tanks were observed in R #7°s room. In
addition, multiple secured and unsecured oxygen
cylinder tanks of various sizes were observed
being stored in 2 unventilated closets.

D. On 08/6/15 at 10:40 am, during interview with
HM, he confirmed that

1. there were unsecured oxygen cylinder
tanks were in R #7'3 room. 2, that multiple
secured and unsecured oxygen cylinder tanks
were being stored in the closets and that the
closets are not ventilated.

HM stated that the oxygen cylinder tanks in the
closets were emply tanks from a former resident
and should be retumed to the oxygen company.
When asked how the oxygen cylinder tanks
should be secured his response was "in a rack”
and confirmed that the oxygen cylinder tanks
were not secured properly. HM stated he was not
aware that the oxygen cylinder tanks could not be
stored in the resident’s closet or in any
unventilated closet/space

E. On08/11/15 at 10:35 am, ring observation,

Division of Health Improvement
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it was observed that there was no "Oxygen in
Use" waming sign posted in the facility or on R
7's room door.

F. On08/11/15 at 12:05 pm, during interview
with Administrator and HM, they confirmed that
no "Oxygen in Use” waming signs were posted in
the facility or on R #7's room door.

A 7 NMAC 8.2.44 Heating, Air-Conditioning and
Ventilation

HEATING, AIR-CONDITIONING AND
VENTILATION:

A. Heating, air-conditioning, piping, boilers and
ventilation equipment shall be fumished, installed
and maintained to meet all requirements of
current state and local mechanical, electrical and
construction codes. All facilities shall have
documentation that fuel-fire heating systems
have been checked, tested and maintained
annually by qualfified personnel.

B. The heating method used by the facility shall
provide a minimum temperature of seventy (70)
degrees fahrenheit, measured at three (3) feet
above the floor, in all rooms used by the
residents.

C. No open-face gas or electric heater nor
unprotected single shell gas or electric heating
device shall be used for heating the facility.
Portable heating un’ shall not be used for
heating the facility. All heating appliances shall be
permanently anchored and kept away from
flammables such as curtains, bedcovering, trash
containers, or clothing. No heating appliance shall
be located where the unit or wiring is a tripping
hazard or presents danger from efectrical shock.
D. Fireplaces and open flame heating shall not be
utilized in sleeping rooms.

Division Health Im
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AT 2 Coreed
E. Gas fired water heaters shall not be located in
sleeping rooms, bathrooms, or rooms opening m
into sleeping rooms. %e 2/ 7
F. The facility shall be adequately ventilated at all
times to provide fresh air and the control of
unpleasantod by either mechanical or natural
means. % - /M/lw Y7917 r7}
G. All openings to the outside air used for
ventilation shall be screened for the control of W@%ﬂ
insects and rodents. Screen doors shall be
equipped with self-closing devices. £ M .&
H. The facility shall have a system for maintaining
the residents comfort during periods of hot %M,ﬂ
weather. Fans shall not be located where the unit /L/%%M
or wiring is a tripping hazard. Fans shall be
provided with protective shields when there is a :/QW
potential for contact by any individual, < s>
[7.8.2.44 NMAC - Rp, 7.8.2.45 NMAC, Na Ly cepotee)
01/1512010] Coreeps
\
This REQUIREMENT is not met as evidenced £ sewet %k”—f £
by: N
7.8.244A MOW L/}ZW%
Based on record review and interview, the facility %{
failed to ensure that the gas fumace was .
inspected annually. If the fumace is not M/YU M
inspected on an annual basis and either quits
working or develops a gas leak then all 15 (R LYY
#1-15) resident identified on the resident census, W
by the Administrator (Admin) on 08/04/15, are at
risk of being harmed or becoming ill. The findings % Ao W/?ZW
m: ‘ ‘g
A. Record review of maintenance records j 5
revealed no documentation that the gas fumace WM,
had been inspected annually. M W Z
B. On 08/11/15 at 4:18 pm, during interview with
Division of Health improvement
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Admin and House Manager, they confirmed that s m Z 4 :‘ )

the gas fumace had not been inspected annually.

< —_—
A 7 NMAC 8.2.45 Water &( W

WATER: Pursuant to the current New Mexico z Shke %& (B

drinking water requirements, 7.6.2.9 NMAC. ¢
A. The water supply system shall be constructed, 7 /%4 % %LZ/

protected, operated and maintained in
conformance with applicable local, state and 4/ .
federal laws, ordinances and regulations. W

aqa/ -

B. Where a facility is supplied by its own water myf///g Yoo / /D

system, the system shall meet the sampling and P
 Plnge L sl

construction requirement of a non-community <
water system as defined by the current New LURUA Y Lo Wéj .

C At ot et ety b @127 25

be fom an spproves soomee o shll alwte o ot
o i, o e P Sl
e vater Lot sstoins
gmmwmznim water, under pressure 74 MWM
mbr:dp:ldwthdei:‘eimmm:h are W&’m’ /lmﬁu
washed, sinks, lavatories, washrooms and y 474 A=
laundries. . 7/
B ey 2l

o 0 S wao auitid.c s

e St Hater

i ey o | ewecnd yo~

[7.8.245 NMAC - Rp, 7.8.2.48 NMAC, st W/ A2 Bt

-
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01/15/2010]

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview the facility
failed to ensure that the hot water temperatures
that is accessible to residents was maintained at
a maximum of 110 degrees Fahrenheit (F). If the
water temperature is above 110 degrees F, then
all residents (R #1-15), listed on the resident
census, provided by the Administrator (Admin) on
08/04/15 are at risk of being bumed. The
findings are:

A. On08/06/15 at 1:00 pm, during observation
the following water temperatures were recorded:
1. Shower roonvsink: 120 degrees F.
2. Shower/shower: 120 degrees F.
3. Dining room/island sink: 119 degrees F.
4. Room #3/bathroom sink: 118 degrees F.

B. On 08/11/15 at 10:25 am, during observation

the following water temperatures were recorded: 9 /7 //g
1. Shower roonvsink: 125 degrees F.
2. Shower roonvshower: 125 degrees F.
3. Dining roomAisland sink: 120 degrees F.

C. On 08/11/15 at 12:00 noon, during
observaﬁonwimmeHomaMmager(HM)itwas
observed the shower room sink water
temperature was above 120 degrees F.

D. On 08/11/15 at 12:00 noon, during interview
with HM, he confirmed that the water
temperatures in the shower room were above 120
degrees F. HM stated that the temperatures
could be adjusted which he would do to make
sure all the wat temperatures the residents
have access to are within the correct range.
Division of Improvement
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E. On8/11/15 at 12:05 pm, during interview with
Admin and HM regarding the dining room
island/sink, HM stated that the sink was on the
same water line as the kitchen sink which is set
at a higher temperature. Since the residents do
have access to the island sink, Admin and HM
stated they will consult with a plumber for a way

to control the hot water temperature.

A 7NMAC 8.2.60 Fire Clearence and Inspections ol B e
FIRE CLEARANCE AND INSPECTIONS: %W
A. Written documentation of a facility's
compliance with applicable fire prevention codes * W 20
shall be obtained from the state fire marshal‘'s 7
office or the fire prevention authority with L2 28> ce/ 20
jurisdiction and shall be submitted to the licensing ’
authority prior to the issuance of an initial license. > dw
B. The facility shall request an annual fire L. .
inspection from the local fire prevention L) /@W -
authorities. If the policy of the local fire ¢ ~
department does not provide an annual W% L 20
inspection of the facility, the facility will document
the date the request was made and to whom and A6 SHhio W
then contact licensing authorities. If the local fire o, W
prevention authorities do make annual %
inspections, a copy of the latest inspection must .
be kept on file in the facility. W. % &W
[7.8.2.60 NMAC - Rp, 7.8.2.59 NMAC, -

01115/2010] @l ghal eitde

Thi REQUIREMENT is not met as evidenced %
by: 7 Y

7.8.2:60 - e gocery, : /// S

Based on record review and interview the facility -
failed to ensure that fire inspections were

Division of Health Improvement
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conducted annually by the Fire Marshal's office or

a local fire prevention authority. This deficient
practice has the potential to affect all 15 (R
#1-15) residents listed on the resident census,
provided by the Administrator (Admin) on

08/04/15 as well as staff and visitors. If the facility

is not conducting annual fire inspections and
ensuring the facility is safe in the event of a fire
then all 15 residents are at risk for fire and smoke
related injuries or death if a fire occurs. The
findings are:

A. Record of the facility Fire Inspection records
revealed that the last Annual Fire and Life
Inspection was completed on 09/26/13.

B. On08/11/15 at 9:25 am, during interview with

Admin, she confirmed that the last Annual Fire
and Life-Safety Inspection was on 09/26/13.

A081 7 NMAC 8.2.61 Fire Alarms, Smoke Detectors
and Other Equip

FIRE ALARMS, SMOKE DETECTORS AND
OTHER EQUIPMENT:

A. Fire alarm system. Facilities with four 4) or
more residents shall have a manual fire alarm
system. The manual fire alarm shall be inspected
and approved in writing by the fire authority with
jurisdiction.

B. Smoke and heat detection. Approved smoke
detectors shall be installed on each floor that
when activated provides an alarm which is
audibleinalsleephgareas.l\reasofassembly.
such as the dining and living room(s) must also
be provided with smoke detectors.

(1) Detectors shalt be powered by the house
electrical service and have battery back up.

(2) Construction of new facilities or facilities

Jivision of Health Improvement
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remodeling or replacing existing smoke detectors ; -

shall provide detectors in common living areas Wﬂ/ oN e ﬂ b

and in each sleeping room. _

(3) Smoke detectors shall be installed in comidors bttt Mt @

at no more than thirty (30) foot spacing.

(4) Heat detectors shall be installed in all kitchens m " Lo Tt ?/9//

and also powered by the house electrical service.

[7.8.2.61 NMAC - Rp, 7.8.2.60 NMAC, W v/
01/15/2010) e .

PLALS

by:
7.8261A

This REQUIREMENT is not met as evidenced 22l 275

Based on interview and observation the facility ' m W

failed to:
1. be able to locate and identify the circuit breaker .
with lock-out switch for the fire alarm system.” /ﬂ/

2. ensure that all fire alarm strobe lights were 95 ﬁﬂW

flashing in synchronization.

3. ensure the reset key is readily accessible and <
al staff know where it is located. AL gt LGy
This deficient practice is likely to cause harm to . &

any of the fifteen (15) residents, identified on the

resident census, provide by the Administrator @
(Admin) on 08/04/15, staff, and visitors i .
1.medrwitbteakerformemeﬁmalannsystem .

does not have a lock-out switch in place and gets W e ot2oto
tumed off then the alarm system may not operate - .
properly in the event of a fire. /MM
2. the strobe lights do not flash in . >
synchronization, then residents may be at risk or ”WWL
having a seizure during  dill or actual

evacuation. ﬂi %

3. the fire alarm key is not readily available . i !

so staff can reset the alarms to ensure they are in Wdﬂ.ﬁ/&t,

working order in case actual fire. The findings
Division of Health Improvement
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Finding related to circuit breaker for the fire alarm
system.

A. On 08/06/15 at 9:15 am, during observation of
the circuit boxes the breaker for the Fire Alarm
System could not be identified.

B. On 08/06/15 at 10:40 am, during interview with
House Manager (HM) he was not able to locate
the circuit breaker for the Fire Alarm System in
either the North or South hall breaker boxes. HM
showed surveyor 3 locked boxes on the outside
of the building and stated that he has never
opened them since the facility opened, the fire
alarm circuit breaker may be in there, there may
be a key somewhere.

Findings related to Fire Alarm Strobe lights.

A. On 08/11/15 at 9:25 am, during observation of
the Fire Alarm Strobe lights being tested, it was
observed that the lights were not flashing in
synchronization.

B. On 8/11/15 at 9:27 am, during interview with
Admin, she confirmed that the Fire Alarm Strobe
lights were not synchronized and that the Fire
Alarm Systemn had not been inspected since
September 2013, and that no one checks them
monthly

Findings related to Fire Alarm reset key

A.  On 08/11/15 at 8:50 am, during observation
the Fire Alarm reset key was nat found.

B. On08/11/15 at 8:55 am, during interview with
staff (S #4 and 9) when asked where the reset
Division of Health improvement
STATE FORM
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key was located. S #4 stated that she resets the
alarm at the fire alarm panel in the laundry room
and does not know where the reset keyis. S#9
stated that the reset key is supposed to be in the
med closet, but when he looked it was not there.
He stated that someone must have put it in their
pocket and not put it back.

C. On 08/11/15 at 9:05 am, during observation,
S #9 searched for the fire alarm reset key and it
was eventually located in a kitchen drawer.

7 NMAC 8.2.62 Automatic Fire Protection
(Sprinkler) System

AUTOMATIC FIRE PROTECTION (SPRINKLER)
SYSTEM: Facilities with nine (9) or more
residents shall have an automatic fire protection
(sprinkler) system. The system shalf be in
accordance with NFPA 13 or NFPA 13D or its
subsequent replacement as applicable.

[7.8.2.62 NMAC - Rp, 7.8.2.61 NMAC,
01/15/2010)

This REQUIREMENT is not met as evidenced
by:
7.8.2.62

Reference NFPA 13

Section 1-5.1 Maintenance:

A sprinkler system installed under this standard
shall be properly maintained for efficient service.
The owner is responsible for the condition of the
sprinkler system and shall use due diligenca in

keepingmesystemhgoodopetaﬂngcondiﬂon.
Reference NFPA 25, 1-4.2

Division of Health Im
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ofH

The responsibility for properly maintaining a
water-based fire protection system shall be that of
the owner(s) of the property. By means of
periodic inspections, tests, and maintenance, the
equipment shall be shown to be in good operating
condition, or any defects or impairments shall be
revealed.

Inspection, testing, and maintenance shall be
implemented in accordance with procedures
meeting or exceeding those established in this
document and in accordance with the
manufacturer's instructions. These tasks shall be
performed by personnel who have developed
competence through training and experience.

Reference NFPA 25, 1-4.4

The owner or occupant promptly shall comrect or
repair deficiencies, damaged parts, or
impairments found while performing the
inspection, test, and maintenance requirements
of this standard. Corrections and repairs shall be
performed by qualified maintenance personnet or
a quallified contractor.

Based on observation, record review, and
interview, the facility failed to re that annual
and quarterly inspections of the automatic

sprinkler system were being completed. In the
event of a fire, the automatic sprinkier system

may fail, lead  to injury/death by fire to all 15 (R
#1-15) residents identified by the Resident
Census List provided by the Administrator
(Admin) on 08/04/15. The findings are:

A. On 08/06/15 at 9:15 am, during observation,
the inspection tag on the automatic sprinkler
system was dated September 2013 and that
there were no signatures indicating that quarterly
inspections had been completed.

Im

STATE FORM
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B. Record review of the fire sprinkler inspection
records revealed that the last annual inspection of
the automatic sprinkler system was conducted
09/26/13.

C. Record review of the fire sprinkler inspection
records revealed no documentation of quarterly
automatic sprinkler inspection being completed.

E. On 08/11/15 at 9:25 am, during interview with
Admin, she confirmed that the last Annual Fire
and Life-Safety Inspection was on 00/26/13.

Reference NFPA 98, 1998 Edition

8-2* Inspection.

An inspection and servicing of the
fire-extinguishing system and listed exhaust
hoods containing a constant or fire-actuated
water system shall be made at least every 6
months by property trained and qualified persons.

8-2.1

All actuation components, including remote
manual pull stations, mechanical or electrical
devices, detectors, actuators, and fire-actuated
dampers, shall be checked for proper operation
during the inspection in accordance with the
manufacturer’s listed procedures. In addition to
these requirements, the specific inspection
requirements of the ble NFPA standard
shall also be followed.

Based on observation, record review and
interview, the facility failed to ensure the kitchen's
range hood system was inspecled at
least every six months (semi-annual) as required
by NFPA 98 (Standard for Ventilation Control and
Fire Protection of Commercial Cooking

Division of Health Improvement
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
2039

A 062
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STATE FORM

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

Continued From page 67

Operations). Not inspecting the range hood at
least every six months could result in the
suppression system not activating in the event of
fire, which presents a risk of potential harm to all
15 (R #1-15) residents identified on the Resident
Census List provided by the Administrator
(Admin) on 08/04/15. The findings are:

A. On 08/06/15 at 9:15 am, during observation,
the inspection tag on the range hood suppression
system was dated September 2013,

B. Record review of the range hood inspections
revealed that the last inspection was performed
between 09/26/13

C. On08/11/15 at 12:05 pm, during interview
with Administrator and House Manager they
confirmed that the range hood had not been
inspected since 09/26/13 and that it was currently
not working.

7 NMAC 8.2.63 Fire Extinguishers

FIRE EXTINGUISHERS: Fire extinguisher(s)
must be located in the facility, as approved by the
state fire marshal or the fire prevention authority
with jurisdiction.

A. Facilities must as a minimum have two @
2A10BC fire extinguishers:

(1) one (1) extinguisher located in the kitchen or
food preparation area;

(2) one (1) extinguisher centrally located in the
facility;

(3) all fire extinguishers shall be inspected yearly
and recharged as needed; all fire extinguishers
must be tagged noting the date of the inspection;
(4) the maximum distance between fire
extinguishers shall be fifty (50) feet.

Improvement
o0 NVR411
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Divi H Im rovem
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
2039
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

503 LOS LENTES ROAD NE

SIERRA SPRINGS ASSISTED LIVING LOS LUNAS, NM 87031

SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S OF CORRECTION o5
(EACH DEFICIENCY MUST BE PRECEDED BY FULL (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
REGULATORY OR LSC IDENTIFYING INFORMATION) CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A083 Continued From page 69 A083
2014 and July 2015.
7 NMAC 8.2.65 Fire Drills A 085
FIRE DRILLS: All facilities shall conduct monthly wldvo ordets o
fire drills which are to be documented.
A. There shall be at least one (1) documented fire W *
drill per month and at a minimum, one & (5/ .
documented fire drill each eight (8) hours (day, ' r -
evening, night) per quarter that employs the use 0/547‘2,94/7 M
of the fire alarm system or the detector system in A
the facility. all _gatll /
B. A record of the monthly fire drills shall be WW
maintained on file in the facility and readily . ’
available. Fire drill records shall show: AN W“%
(1) the date of the dirill;
(2) the time of the dril; ond 2%
(3) the number of staff participating in the drill; . -
(4) any problem noted during the drill; and W
(5) the evacuation time in total minutes. ﬂ/ W
C. If applicable, the local fire department may be . . .
requested to supervise and participate in fire M LAl ll é{
drills.
[7.8.2.65 NMAC - Rp, 7.8.2.65 NMAC, %Z % / W
01/15/2010) L act 5
{ day ror
This REQUIREMENT is not met as evidenced tﬁ/ ﬂ\féf 7 7@%/
by:
7.8.2.65 A, B(1) gﬂm Db
Based on record review and interview, the facility
failed to ensure that there were documented fire mﬂ%/ .
drills conducted monthly and that at least 1
documented fire drill was conducted each 8 hours : )
(day, evening, and night) per quarter. This m Jeetd 2
deficient practice could result widespread harm to
all 15 (R #1-15) residents, identified on the W/ 2 Olew
resident census, provided by the Administrator
Division of Health Improvement
NVR411 It sheet 70of 74
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

SIERRA SPRINGS ASSISTED LIVING

(4 1D
PREFIX
TAG

A 085

A0

STREET ADDRESS, CITY, STATE, Z2IP CODE

503 LOS LENTES ROAD NE

Continued From page 70

(Admin) if staff is not being adequately prepared
to exercise their duties in accordance with the
facility’s fire plan in the event of a fire. The
findings are:

A: Record review of monthly fire drill records
dated August 2014 thru July 2015 revealed no
documentation that monthly fire drills were
completed for the months of October 2014,
November 2014, or December 2014.

B: Record review of the monthly fire drill
records dated August 2014 thru July 2015
revealed no documentation the fire drills had
been completed during the evening or night
hours.

C: 0On08/06/15 at 3:15 pm, during interview
with Admin and House Manager (HM), they
confirmed that the fire drills have not been done
on each 8 hr shift each quarter and they
confirmed that there was no documentation that
fire drills were done in October, November, and
December of 2014.

7 NMAC 8.2.70 Incorporated and Related Rules
and Codes

INCORPORATED AND RELATED RULES AND
CODES: The facilities that are subject to this rule
are also subject to other rules, codes and
standards that may, from time to time, be
amended. This includes the following:

A. Health Facility Licensure Fees and
Procedures, New Mexico Department of Health,
7.1.7 NMAC.

B. Health Facility Sanctions and Civil Monetary
Penalties, New Mexico Department of Health,
7.1.8 NMAC.

C. Adjudicatory Hearings for Licensed Facilities,
New Mexico Department of Health, 7.1.2 NMAC.
D. Caregiver's Criminal History Screening

Division of Health improvement

STATE FORM

LOS LUNAS, NM 87031
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
2039

NAME OF PROVIDER OR SUPPUER

503 LOS LENTES ROAD NE

SIERRA SPRINGS ASSISTED LIVING

AQ70

LOS LUNAS, NM 87031

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

Continued From page 72

on the resident census, by the Administrator
(Admin) on 08/04/15 by not obtaining pre-hire
clearances form the Employee Abuse Registry
(EAR) and not submitting applications for new
hires to the Criminal History Screening Program
(CCHSP) within 20 days from employment. This
deficient practice is likely to result in the facility
hiring a direct care staff person who has a
previous history of abusing, neglecting, or
exploiting individuals under their care or a
convicted felon. The findings are:

Findings related to the EAR/CCHSP:
A. Record review of staff files revealed that staff
(S #3) had a hire date of 12/05/08, however, her
EAR clearance summary was dated 07/18/07,
and her CCHSP clearance letter was dated
09/20/07.

B. Record review of staff files revealed that S #4
had a hire date of 11/22/08 (per Admin), however,
her EAR clearance summary was dated 02/05/08,
and her CCHSP clearance letter was dated
01/22/07.

C. Record review of staff files revealed that S #5
had a hire date of 05/14/15, however, her EAR
and CCHSP application was not submitted by the
facility until 08/04/15 after the administrator was
informed by the Licensing Authority and directed
to contact CCHSP for direction.

D. Record review of staff files revealed that S #7
had a hire date of 07/02/15, however, her EAR
and new CCHSP application (previous clearance
for different employer was dated 04/25/15 was
not submitted by the facility until 08/04/15 after
the administrator was informed by the Licensing
Authority and directed to contact CCHSP for
direction.

Division of Health Improvement

STATE FORM
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STATENENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
2039
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
503 LOS LENTES ROAD NE
SIERRA SPRINGS ASSISTED LIVING LOS LUNAS, NM 87031
0u4) D STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION 5
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
™ REGULATORY OR LSC IDENTIFYING INFORMATION) CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A N
070 Continued From page 73 @W 24 i J o
E. Record review of staff fil revealed that S #8 axe - g
had a hire date of 07/19/15, however, EAR was ZRK )
not submitted by the facifity until 08/04/15 after UGl —paier.

the Admin was informed by the Licensing
Authority and directed to contact CCHSP for

. Her CCHSP Authorization to Release
Infomationwas  signed until 08/08/15.

F. Record review of staff files revealed that S #9
had a hire date of 07/15/09, however, his EAR
summary has a date of 05/15/11, and his CCHSP
clearance letter has a date of 03/24/11.

G. On08/07/15 at 12:31 pm, during interview
with Admin, she confirned that the EAR and
CCHSP had not been completed as required by
regulation.

of Health Improvement
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B K A L A b 3207 MATTHEW AVE., NE oAt INVOICE

|
ALBUQUERQUE, NM 87107 /~s /17T 38737
) | | (00 comamno FAX 505 sso a7 SHESTEE

NM (800) 640-0724 \ o N
( ) CUSTOMER P.L. NO. \\ v'\""\'\

CONTACT AY Z¢N PHONE ( ) 9 WS —o 9')(1&

ad

A\
SOLD _S_-Q.LLR.F— S’K.sz}\r\&ss A(S'.gfh A SHIP
TO L \ TO
sz3 log/l enec NE
[,_as' Linbs 7 /\‘/m 8'\0_3[‘_

Qry. DESCRIPTION UNIT PRICE SALES SERVICE
SYSTEM SERVICE - TYPE L\ B0 — ¢ o
HEAT DETECTORS - RATING N R e -
DRY CHEMICAL HYDROTEST
ICE HYDROTEST (Co2)
RECHARGE / SERVICE / NEW 2 % Ibs.
DRY RECHARGE / SERVICE / NEW 5 Ibs.
CHEMICAL RECHARGE / SERVICE /NEW 10 Ibs.
FUNCTIONAL RECHARGE / SERVICE / NEW Ibs.
RECHARGE / SERVICE / NEW Ibs

ibs. ABC - STANDARD DRY CHEMICAL POWDER
INSPECTION & CERTIFICATION

PULL PINS

VALVES

( LABOR - HEURS.@ S v gaa S?\“_w& /QSA; b

— a2zl Q_éo_e&s_L_CAgj_agteﬁ(o‘t = (2

DISCLAIMER: The part 8s agree thal the proper forum for any kbgation involving any dispute concarming the 1erms, condit ons or performance of ths c

agreement will be brought n the State of New Mexico Brazas Fire & Safety Equipmant Co doss not guarantes or assuma responsibility for any citations, TO __Q'O £'®) I S/O OX_
lines or penalties mposed by any ndividuals or entit es ncluding but not limited to any state, federat or municipal entities tor any alleged safety violations

2t ifracuons that are al eged to have been commted by the Empioyer. The opinions expressed by Brazas Fira & Safety Equipment Co are | mited to SALES & SERVICE

Ihe condition of the Employer s prem ses at the tme of the nspaction and are not intanded lo encompass or nclude the Employers work site or work SUBTOTAL (@®Te)

Jace at a later date SHIPMILEAGE a

Please pay from this invoice
1 1/2% per month (18% per annum) f nance charge wil be added to any unpaid amounts over 30 days
n the gvent of defaut the purchaser wi be ble lor 8 ble attorney’s lee and all other costs of collechon

all returns will be subject to a 15 restockng fare SALES TAX t ‘ i 8
SUSTOMER . o .
3IGNATURE Q U \é\o;v\v;g\___ Tk You! L

S careman A




Report of Inspection & Testing

of Water Based Fire Protection Systems

Monthly Items To Be Reviewed
ALL QUESTIONS ARE TO BE FULLY ANSWERED AND ALL BLANKS TO BE FILLED

W Inspection tasks re included in this report.]
(THERE IS NOT ASCHEDULED MONTHLY TESTING TASK REQUIREMENT SEE THE QUARTERLY SCHEDULE) -
Inspecting Fim: (Contractor) _ Braras nee o Seled lnspecﬁonContmd#
Name of Property: <" o 5 3 Lng

Inspector Name' 1 T Laenie
Page ;of 3 : —
Inspection Frequency: QMONNV DQuanarfy ( (ﬁ R U Other:
; S e -
Wet Sprinkler SVstem lnspection ‘
A-t.1 Spkr Gauge ] psi (S N
A-12 Spir. System Gauge psi s A-9.1 FDCplahlyvis,ble:_
: : A-92 FDC easily accessile:
A-95 FDCswivels " rotation:
A-20 Systemin Serviceon . i’ A-9.6 FDC Caps/Plugsin
A-2.1 Spkr. Control Va. Locked/Tamper Open: A-9.7 FDC gaskets /signs in place:
A-22 StPips Control Va.Locked/Tamper Open: A-9.10 FDC check valve drip free:
A-2.3 Backflow Va. Locked Open/Tamper: * A-9.11 FOC balt drip drain drip free:
A-2.4 Anti-freeze sys. Va. - amper A-10.1 Exterior Alirms properly Identified:
opern: .. A-10.2 Exterior alanms appear operationak:
' A-10.5 Inteilor alarins appear operationak:

A28 T r switches appear operational:

A-3.1 Valve area accessibla: A-11.1 Extra Heads in Spare head cabinet:

A-11.2 Heads _ of proper temperature;

A-3.2 Control Valves : ‘
A41 P Hegufaﬂmvalvolsopem A-11.3 Héad Wrench for each type of Head:
A42 Pmﬂegtdaﬁu%-h - A-11.8Headln  appeiniesciice,
condition: | A-11.7 Head ' ars free of leakage or
A43 P RegValvohakm . A-11.8-Head appears free of paint:
A-4.4 Pressure Reg. Valve _ A-11.9 Heads appear  of non-approved coverings:
downstream pressure per critaria: A-12.0 Standird Hesd less 50 year:
A-5.1 Pressurd Va. in closed position A-13.0 Resideritial Head less than 20
e , whenopemfionat A-14.0 Wall Hydrant plainly visible:
A-5.2 Pressure Refief Va.ingood ‘ A-14.1 Wall accessible:
A-6.3 Pressure ReflefVa.  ftight . A-14.2 Wall Hydrant . inplace:
A-54 Pressure  Va.maintaining up- A-15.1 HosaMHydrant House free damage
slrasm . per design criteda; A-152 “" . House )
A6.1 MainChed(VaM pressure: A-153Hose/ﬂy¢mnmmh
A82 ANam Emdorfmot ge: A-16.1 Wetpipeareas  properly heatsd:
A-63 Water  swiich operationa: A-17.0 ALARM CLEAR
A-71 Tdm leak tight: A-18.0 SYSTEM LEFT IN SERVICE:
A-72 Retand driptight [ A200
A73 Alamdrain tightwhen not o
operational: .
A-8.1 “Trim valves in appropriate position:
A-8.2 Alarm Test fine vaive ciosed:
(A “NO" answers o be fully explained.) : (AFSA Form 94-1064)
INSPECTOR'S INITAL\_2  OWNERIDESIGNATED REP. INTIAL ___ DATES_Ju—( Page 1013




Report of lhspecti,qn & Testing
of Water Based Fire Protection Systems

Quarterly and Annual Items To Be Reviewed
ALL QUESTIONS ARE TO BE FULLY ANSWERED AND ALL BLANKS TO BE FILLED

Inspecting Firm: (Contractor] - DR ScQuet . inipecton Contract#
Nameé of Property: . ‘ Cn Vet
Inspector Name: /\_.—Z\A«LQA ' Dat'e:"%,_zjo,_(;"'
PN 3 T —
Inspection Fraquency: ~  UMonthly - . auarterly (RAnnually > O other:
QUARTERLY QUARTERLY
. OF .
WET SPRINKLER SYSTEM FOR WET SPRINKLER SYSTEM
Fora ’ leteall tems'  on FORM
g#immm?mkwpecmmm ltems To Be Reviswed” | Y{NA [N
AND the Rems listed below) . Y Tral n] | S+ ain Orain fow testwit\ 5 nch vave
. full open: -
.1 raulic
B-1.1 Hyd .narmplateauadle@t W T Gauge P
B-12 Strainers and Filters Cleaned: - Supply
— 2 C-22 Spkr. Supply Gauge ___ Main drain flow: psi
B-1.3 Exterior Alarms properly identified: . -
v | C-3.1 Spr. System Gauge psi
820 ALARMPANEL CLEAR v C-3.2 Spkr. Gauge with Main drain flow:
B3.0 SYSTEMLEFT IN SERVICE: 7~ 2 Spke. System Gauge : pst
B-20.0 COMMENTS: v IvA
C-4.1 Water flow alam devices activated: )
C-4.2 Interior Bldg. Alarms operating: - |, _}~
C-4.3 Exterior alams . 9%
C-5.1 Inspectors Test Flow: _ psi s
C-6.1 Time to ring Alarm from Alam
Check Vaive \er.

C-7.1 Time to ing Alanm from Flow Switch ~ min. sechs T
C-8.1 Time to ring Alarm from Pressure Swilch mim.__sec.
T N

Y [vA [N
9.1 _appear operating properly: v
C-10.1 Did alam Supervisory v
recaiva signal properly: L]
C-10.2 Did Alamn reset properly: A
C-11.0 ALARM PANEL CLEAR >
C-12.0 SYSTEM LEFT IN SERVICE: s
(AN “NO” answers to be fuily expiained.) (AFSA Form 94-106A)
INSPECTOR'S INMIAE”,_ 2 OWNERIDESIGNATED REP. —— . OAES Gy Page 20! 3




neponofhspecuon&refsmgo'fw ' "Bmdﬂreprdtecﬂén's'ysténs(euanenyumual

ltamstobe

ANNUAL ANNUAI. TESTING & MAINTEHANGE
. - OF. TASKS THAT ARE IN ADDITION TO
-1 - WET SPRINKLER SYS'I'ENI | OTHER FREQUENCY TASKS — FOR
’memmu::mh “ | WET SPRINKLER SYSTEM
2 e 2 e
h'ﬂmmm"ul:ymmﬂ:omd' E-1.1 _ Conirol vaive ' = o
)b_ for vieual in high - E21 Conrolvave  toClosed i
posiion and rstumed %0 Open LT
' . F1.1 Backflow Assembly Control Vaives N E
D-1.1 Prioriofreazing . Ownerls fes- Lubricated: ' L
: forBidg bbeinsecwe F12. Badflow Gperaied 7
condition and properly heated: and retumed to Open Positior: ¥
D21 ° Inspectfor G-1.1  indicator operatedwith . | :
" Bracing atizghed ‘number of tums recorded: 4
and . G12" Post valve retumed to open g
. piging in good condiilon: (Valves left 1/4 tum from wide operi) A
D32 Pipingappears | ofmechanical H-1.1  Solution checked to provide
D33 Pping  freeol (Protection Temp:____degree) . -
D-34 Piping appears free of cormosion: TEST FREQUENCY OF 5 YEARS OR GREATER
D38  Piping appesrs properly aligned: H20 intemal -~ Date(yearsk L1 K newn
D36 Piping free of axtemal loads: H21 Chock Vive: | N
1041 Spiidois  .tee.of comosion: H215 - Row /
D44 Spinkders  ©  olforeign H23  Modd
. . H24 Sue ~ - Date n
Sprinder spray pattomns appear free of H25 Check Vaive=”—
: H28 .
D-10.0 ALARM PANEL CLEAR H27 Fiters:
D-11.0 SYSTEMIN H28  Tim Orifices:
D-20.0 COMMENTS _ ] H29  oter 3
— H3.0 Gsuge Maintanznce: Dale Last Tosted (5 yoark,____._
W31 = RoplacedDater 5~y L
H32  Calbrated PE
J-10  Sprinider Maintenence Test
& . .
1.1 High Temp. — [ N
. (20yees then 10 year ' '
. — . 12 FastResponee Oate: . _ - L]
b mafnxwarytomdthe. J1.3 Head 20 year ]
Volame of Flow ___gpm, ) : (S0 yeag then 10year
(ANl “NO" answers %o be fully explained.) )
1.l  OWNERDESIGNATEDRERINTAL____ DATES 3o mmp,::;oﬁ




RANGE HOOD FIRE SYSTEM INSPECTION & SERVICE REPOR1

BRAZAS FIRE & SAFETY EQUIPMENT COMPANY

DATE OF SERVICE ARRIVAL TIME@M ,
3207 MATTHEW AVENUE N.E. FC—2g—15_ QLo
ALBUQUERQUE, NEW MEXICO 87107 PERMISSION TO SHUT DOWN APPLIANCE(S)
PHONE i505) 889.8999 ANNUAL SEMI-ANNUAL HE:bAiG:g INSTALLATION AENOVATION
UICENSE # 26
CUSTOMER INFORMATION ACCOUNT # LOCATION OF SYSTEM CYLINDERS
1]
\ c Sl K\ “(C-\/\Q/\/\
Name: G S FACTURER MODEL NUMBER WET CHEN( N UuL300 Y @
<Sg3 Los / oo s S v —\0 ), \Yy
Address: CYLINDER SIZE Z ‘ CYLINDER SIZE CYLINDER SIZE
ul (i ¥ Yo s &6
C'ty‘ ( -3 1 ’7 2 ! SERIAL NUMBER MANUFACTURE DATE |LAST HYDRO TEST DATE(LAST RECHARGE DATE
_ — O , WANR Q35§
Telephone: 65086 Fur FUSIBLE LINK TYPE 165° Date |212° Dafs * |280° Dale  |360° Dale |450° Date |500° Date
c.)wier N N\ FU| HUT-OFF |ELECTRIC GAS SIZE LOCATION
Alarmed: Yes _Ao Monitoring Co: \(v)/ N J—"
=2 Clean - Bare Metal Light 0-.002" Med .003-.078"  Heavy .079" plus
Alarm Disabled/Received by: ] 8 9 vy P
335 Plenum L P
Signal Rec'd: Yes No Phone #: Egg Duct ,
53
Panel Reset: Yes_y«—_No Time: b JFikers o
0 . = Acct #: Hood and Duct Pmtechon@ N Waterwash Hood Y @
POJBIOT: ’ Waterwash Hood connacted fo Rangehood System Y (\ NN
Cooking Appliance Locations: Left to Right
3 4 5
’; \ (1 v —H - Ru anle
6 N 7 8 ] 10
Conditions Found On Arrival Yes No NA  Service Performed Yes No N/A
1. Date Last Serviced / > 4 _‘lo (3 26. Tested Proper Operation from Remote/Manual/Pull Station........... \'/
2. Are All Tamper Seals Intact?...............cocomieereieciiiicieneninecasivanns \,/ 27. System Activated from Terminal Link Pl
3. Any Evidence of Tampering?. >) Check Operation of Micro-Switch(s) \
. Any Rangehood Filters Missing?.............ccccomeeerriorivessemncrenccns vz Does Exhaust Fan Continue to Operate after Actuation?............... (=
5. Any Rangehood Filters Broken? (Wnd 0, Does Make Up Air Shut Down? o
5. Do Filters Conform to NFPA 96 Current Standards?............ ......... vZ 31. Check Oper. of Gas Valve......... Mech | ....... Elect | B
’. s the Remote/Manual Pull Obstructed?....................... A 32. Gas Valve Reset-Relight Pilot Light(s) R
I. Is System In Accessible Area?.........cccoovrueneee Wad 33. Do All Gas & Electric Appliances Shut Down?........ " v/
). Is System Discharged? A 34, Agent Checked v
0. Is Pressure Gauge In Proper Range?..... h AW 35. Regulator tested / L \~
1. New Appl/Appl Moved Since Last Service?.......... Vo 36. Cartridge Weight Within 1/2 oz or Chack Gauge Pressure............. [\~
2. Are All Appl Properly Covered w/ Correct Nozzle?... om e 37. Clean Nozzles, Are All Tips Free of Greasa? N .4
3. Are Hood & Duct Penetrations Properly Sealed?.............. ......... P 38. Nozzle Covers/Seals In Place v/
4. s Distribution Piping Secured & Unobstructed?........... - 38. Replace Fusible Links & Check Integrity of Detection Line............ |2
5. Are Detectors & Conduit/Cable Secured & Unobstructed?...... .. 40. Clean Agent Tank, Mount, Enclosure & Control Box : . i
Check Regulator Date Code ( ) 41. AllFiiters Replaced . .............ccccceeiunraen. N4
7,) Cylinder Hydrostatic Test Due Date. / L 42. Remote Manual Pull Station, Set and Sealed............................. Z
8. Are Nozzle Covers/Seals MisSing?............cccoeeicimoveviioe ceeereen s |Vl 43. Reset System.... - e ST o SRR ov o st ame e eueenenenen e W
9. Are Nozzle Tips Plugged With Grease?... V- 44, Remove All Salety Devnces ......................... WL
0. Proper Clearanca Between Flame & Fryer? NFPA 96 | 45. Replace Systems Covers....................ccceueuunenen. L
1. Fryer/Salamander Flue To Filter 18" Min? NFPA 96 Il 46. System Operational & Seals ln Placa Z
2. Charbroiler Clearance Flame To Filter 3.5 ft. IMC........... 47. Exhaust Fan Warning Sign On Hood. 1 Wz
3. Are Links Covered With Grease...............cccoececcnirccrcnnns . 48. Kitchen FEX Svc'd Per NFPA 10. Type. K\ Wl
4. Recommend Service at more Frequent Intervals........................... \,/ P 49, Staff Instructed In Manual Oper. of System.... - N4 >
5. Recommend Service Frequency 4 50. System Installed According to Mfg. Spec.... ‘,/
51. Service Tag on System....... y A
OMMENTS:
S e
g -390 ex late ot B o vk /\"'\‘\_-Lm LO‘C’Q &-Qu\ ass A 10-n. CuaJ-'
A 2§ L Lonsuy S‘Msm WA A Ra N N0 A adny R LA v
-ir o Q( \c. N ?QA Tole,
A2\ X WS Tiknk Shauta &.R&;\\&Q@A \AG (o

The Service Technician On This Date Operated, Tested & Inspected This System in Accordance With Procedure of NFPA'17, 17A, 95 & The Manufacturer’s Manual.
Results/Conditions Listed Above.

Date

820\

arvice Technician-PLEASE PRINT

Time

NS

AM

PM

|_— | Customer’s Authorized Agent Signaturs

Py

I have been instructed on the manual operation of this system and portable fire extinguishers.

A’\ZG%\' S

White Conov: Customer

Note: Fire Code requires a copy of this report to be mailed to Authority Having Jurisdiction.
Yellow Coov: Distributor

Pink Coov: Authoritv Havina Jurisdiction

INEa AN 1\\
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@ MICROTEK Invoice
P.O. Box 93218
Albuquerque, NM 87199-321 § Invoice Date| Invoice #
11/3/2015 11033
: / Phone# | 505-822-9100
Bill To , Ship To
Sierra Springs Assisted Living Sierra Springs Assisted Living
503 Los Lentes Road NE 503 Los Lentes Road NE
Los Lunas, NM 87301

Los Lunas, NM 87301

P.O. Number Terms Rep Ship Via Project Name
Service Call Net 30 EDM 11/3/2015
Quantity Item Code Description Price Each | Serviced | Amount
1 Service Call Unit Service Call 484.50| 10/29/2015 484.50T
- Work Order 2696
Office Comments:
- This is a 7,000 sq ft assisted living facility. the strobes
are not sync'ed and the owner needs us to figure out a fix
to make them sync or replace the horn/strobes with
syncornized strobes
Tech Comments:
- Installed sync module and 4 11/16 box. Ran flex and wire
to panel from new sync module box. All notification
circuits synchronized succesfully
Total Time 4:45
Technicians: 1
Signature is available upon request
1 MDL3W Sync circuit module, 12 or 24 Vdc, white 101.25] 10/29/2015 101.25T
Thank you for your business.
Subtotal $585.75
Sales Tax (71 875%) $42.10
Total $627.85
Payments/Credits $0.00
Due Date 12/3/2015
Balance Due $627.85




Building: ation: 503 [, o< [esdes B ME Date: <} / !/ Is”

Equipment: [1)| [NAC ¢, m}-l-_g Manufacturer:

Other ID: File # : Prepared by: E/ KAz A, enl
.;/45_\1—&4

Condition Priority
Parameter OK | Not OK Notes | LMH

Outdoor Air Intake

Bird screen

Air flow unobstructed

No close-by pollutant sources
Mixing Plenum

Clean
Coils and Condensate Pans:

Clean, no corrosion

No odors
No microbial growth

NN K] NEN R

Pans draining, traps filled
Humidifiers

Clean

No standing water or overflow

No microbial growth or mineral
deposits

Controls

Set points

Functioning

Fans

Clean, no corrosion

No excess vibration

Belts

No excess noise or vibration

No leakage

Pressurization

Filters

General condition

Installed properly (no bypass)

< NS (S \xiii NAY

No odors/visible pollution



Village of Lés Lunas Fire Dept (NM)
465 Main St. SE
Ld$ Lunas, NM 87031

- Fire Dept Violation Notice

November 2, 2015
SIERRA SPRINGS ASSISTED LIVING

503 LOS LENTES RD
Los Lunas, NM 87031

An inspection of your facility on Nov 2, 2015 revealed the violations listed below.

ORDER TO COMPLY: Since these conditions are contrary to law, you must correct them upon receipt of this notice. An
inspection to determine compliance with this Notice will be conducted on Dec 2, 2015.

If you fail to comply with this notice before the reinspection date listed, you may be liable for the penalties provided for
by law for such violations.

Violations

407.2 Material Safety Data Sheets.

Note Safety data sheets shall be kept on file for all chemicals used in this facility. SDS shall be accessible to all
employees at all times.

907.20.2 Testing.

Note Provide a copy of the most recent fire alarm test. If test is older than 12 months have the system tested within 30
days.

Inspection Note Address the following as well:
1. Fire sprinkler Heads should be cleaned monthly to ensure proper operation.
2. A copy of NFPA 25 should be kept on file. The version kept should be the edition specific to the date

/trr,sprinkl}r system was installed.

vAdLN

OO?Klason Gonzales Henry Johnson
Inspector





