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A19! Continued From Page 1

i excluding infections such as the common cold.

i {58) Any condition requiring either

| physical or chemical restraints.

| (8) Nasogastric tubes / gasiric tubes.
(7) Tracheostomy care.

| (8) Individuals presenting an imminent

| physical threat or danger to self or others.

(9) Individuals whose physician certifies

~ that placement is no ionger appropriate.

C. ADMISSION/RETENTION
EXCEPTIONS: If a resident requires a greater
degree of care than the facility would normally
provide, or is permitted to provide, and the
resident wishes to be re-admitted or to remain in
the facility, and the facility wishes to re-admit or
retain the resident, the facility must:

(1) Convene a team, comprised of;

{a) The facility director.

{b) The resident.

{c) The resident's agent, guardian or
surrogate decision maker.

(d) The resident's advocate, such as
the resident's case manager, Ombudsman, or
social worker.

(e) If the treating physician is unable to |

meet with the team, then consultation and
recommendations via phone is acceptable.

{f) Other appropriate heaith care
professionals.
. (2} The team shall jointly determine if
! the resident should be admitted or allowed to
remain in the facility. The team must approve a
individual service plan that meets the specific
needs of the resident. Such team approval must
be in writing, signed and dated by all team
members, must be maintained in the resident's
record, and must;

. and addresses the manner that such needs will
be met.

(a) Be based upon a individual service |
plan which identifies the resident's specific needs
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- would normally provide. The findings are:

| A. On 9/11/07 at 9:30AM during review of the
' resident records, there was no documentation

. a5 determined by the Fire Safety Equivalency

. the health, safety and well-being of the other

| Based on record review and interview, the facility |
. failed to convene the required meeting for 2

{b) Ensure that the facility has and will
maintain an evacuation rating of prompt or slow

System (FSES).
{c) Be based upon an assessment of

facility residents.

(d) Assess the impact that meeting the !
specific needs of the resident as set out in the
individual service plan will have on the staff and
on the other residents.

(3) Notify the Licensing Authority within
five (5) days of the completion of team approval.
Such notification of team approval must be
submitted in writing and include evidence of the
team's consideration of items 7.8.2.19C2(a)
through 7.8.2.19C2(d) above.

[9-24-76, 7-11-86, 1-11-90, 4-7-97;7.8.2.19
NMAC - Rn. 7 NMAC 8.2.19, 8-31-00]

This Requirement is not met as evidenced by:

Refer to 7.8.2.19(C}{1} - Admission/Retention
Exceptions

facility residents (Resident's #1 and #2) currentiy
admitted to the facility whose medical diagnosis
requires a greater degree of care than the facility i

that a team meeting was held for Resident's #1
and #2 residing at the facility and whose
diagnosis required universal precautions,
additional training of staff and higher level of

services received as a result of their diagnosis.

|f deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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. B. On 9/11/07 at 11:15AM during an interview
i with the Administrator, she stated the problem
would be corrected.

| Refer to 7.8.2.19(C)}{3) - Notification of

| Admission/Retention Exception to Licensing

i Authority

- Based on record review and interview, the facility

. failed to submit documentation of comprehensive

care plans to the licensing authority for

admission/retention exceptions for 2 facility

residents (Resident's #1 and #2) currently

; admitted to the facility whose medical diagnosis
requires a greater degree of care than the facility

i would normally provide.

i The findings are:

|

A. On 9/11/07 at 9:30AM during review of the
resident records, there was no documentation ‘

that the licensing authority had received
documentation of admission retention/exceptions

i for Resident's #1 and #2 whose diagnosis

- required universal precautions, additiona! training |

. of staff and higher level of services received as a

i result of their diagnosis.

|

B. On 9/11/07 at 11:15AM during an interview
| with the Administrator, she stated that she
E understoad the seriousness of the matter.

7 NMAC 8.2.36 MEDICATIONS ‘

| 7.8.2.36 MEDICATIONS: Medications will be
i administered or staff assistance with medications
| provided and documented in accordance with

! state and federal laws. .

\
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A. Licensed health care professionals are Lo on Wall oF i
. L . o o ;
responsible for the administration of medications. p‘.‘ » . M,E.Q EC‘E’ M Jr
; B. Facility staff may assist a resident with Q(c‘kl\ ARoUE Meaicaticn Cak
| medications if written consent by the resident is . . . .
. given to the director of the facility or their ‘D; eeckor. Distusse 0 CokRant Uiclation)
‘ designee. If the resident is incapable of giving w| SaFE 4o show hew uw --Mnkl+b
consent, the resident's guardian, treatment . 23 w
n, araian, . e Reqme & e
guardian or surrogate decision maker named in  Meos QW“% . 4 u i
accordance with New Mexico law may give ' Mep CeetiFian stafFf “"“é‘:"\ !
written consent for the assistance with ‘ 1 '
: . i R . . . . - o S(Dem'l_
" medications. All staff assisting with medications Q“—“‘m“’g over Do e

shall have successfully completed an approved !
assistance with medication training program or : |
be licensed by the State of New Mexico to '
administer medications.

C. 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 by the physician and entry into the
. resident's record. :

D. The facility must have on the premises,
medication reference material that contains
information relating to drug interactions and
side-effects.

E. Medications prescribed for one resident
shall not be used for another resident. i

F. The facility shall have a Medication
Administration Record (MAR) documenting
medications administered to residents, including .
over-the-counter medications. This i
documentation shall include:

(1) Name of resident.

(2) Date started.

(3) Drug product name.
{4} Dosage and form.
(
(

5} Strength of drug.
6) Route of administration (e.g. "by

(7) How often medication is to be taken.
(8) Time taken and staff initials.

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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(¢} Dates when the medication is
. discontinued or changed.
i (10) The name and initials of all staff
' administering medications.

G. Any medications removed from the
pharmacy container or blister pack must be
given immediately and documented by the
person assisting.

H. PRN Medications: The use of PRN
medications must be closely monitored and
supervised by the facility and is based on one or
more of the following conditions:

(1) The resident is capable of
- determining when the medication is needed.

(2) The resident's physician has
provided detailed instructions to the pharmacy
regarding the administering of the medication.
The physicians instruction for a PRN medication
shall include;

(a) Symptoms that might indicate the
use of the medication.

A36

{b) Exact dosage to be used.

{c) The exact amount of medicationto |
be used in a 24 hour period. ‘

(dy Directions as to what to do if the
symptoms persist. i
(e) Possible interactions or side-effects
. that might occur.

(f) Manufacturer's label information for
directions if deemed adequate by the physician.

I.  The facility must report all medication
errors to the physician.

J. The facility shall develop and follow a
written policy for unused, outdated, or recalled
medications being kept in the facility.

i [7-1-84, 9-15-70, 7019074, 9-24-76, 7-11-86,
i 1-11-90, 4-7-97; 7.8.2.36 NMAC - Rn, 7 NMAC
| 8.2.36, 8-31-00]
This Requirement is not met as evidenced by:
Refer to 7.8.2.36(F)(8) - The facility shall |
| document medications administered to residents

If deficiencies are cited, an approved plan of comrection is requisite to continued program participation.
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~ using staff initials

. Based on record review and interview, the facility -
failed to properly document medications _
administered for 1 facility resident (Resident #3).
The findings are:

A. On 9/11/07 at 8:40AM during review of the
. MAR for resident #3, it was noted that the
! 9/11/07 dose of prescription Protonix, scheduled
to be given at the 7:30AM, was not signed off as
having been administered to the resident.

B. On 9/11/07 at 8:41AM during interview of
Staff #1, she stated that she had given the
medication at 7:30AM but had "forgotten to sign”
the MAR at the time the medication was
administered.

A38' 7 NMAC 8.2.38 FOOD MANAGEMENT A38

7.8.2.38 FOOD MANAGEMENT: Each
facility must store, prepare, distribute and serve
food under sanitary conditions and in accordance .
with the New Mexico Environment Department
Food Service and Processor Regulations, if
applicable. :

A. Each facility shall ensure a minimum of a |
three (3) day supply of perishable and a five (5)
day supply of non-perishable or canned food is
provided for the residents.

B. All milk, to include dry milk products,
shall be Grade A pasteurized.

C. Potentially hazardous food such as
meat, milk, and custard shall be kept at 45
degrees F or below or at 140 degrees F or
above.

D. Each refrigerator and freezer shall be
provided with an indicating thermometer
. accurate to plus or minus 3 degrees F, located in
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If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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the warmest section of the refrigeration facility
and must be of such type and so situated that
the thermometer can be easily read.
Thermostats shall not be relied upon to maintain
temperatures at correct levels in the absence of
thermometers. The temperature of the
refrigerator shall be 35 degrees F- 45 degrees F.
Freezer temperatures shall bé maintained at 0
degrees F or below.

E. Refrigerators, freezers, kitchen area and
food preparation areas shall be kept clean and
sanitary at all times. Food stored in
refrigerators/freezers shall be covered, dated,
and labeled. Unused ieftover food shall be
discarded after three days.

‘ F. Medication, biological, poisons,

- detergents, and cleaning supplies shall not be
kept in the same storage areas used for storage
of foods. Medications may be stored in the
refrigerator with food, if they are labeled and

" locked in a container marked specifically for

, medication.

| G. Dishes, utensils, and preparation :
equipment shall be properly washed and stored | !
to maintain sanitary conditions. : '

H. All garbage and rubbish shall be stored
in containers which are waterproof, easily
cleaned and have tight fitting lids. Food waste
i containers shall be kept in good repair, and shall
be kept covered except during use.

[7-1-64, 9-15-70, 5-26-72, 9-24-76, 7-11-86,
4-7-97; 7.8.2.38 NMAC - Rn, 7 NMAC 8.2.38,
8-31-00]

This Requirement is not met as evidenced by:

Refer to 7.8.2.38(C) - Potentially hazardous food '
such as meat shall be kept at 45 degrees F or
below or at 140 degrees F or above.

| Based on observation and interview, the facility .
i failed to properly thaw a turkey at 45 degrees |

If deficiencies are cited, an approved plan of correction is requisite to continued program participation. 7 - . B
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plastic hose immediately above the ice tray in the
facility's ice machine.

B. On 9/11/07 at 10:46AM observation in the
facility kitchen, it was noted that what appeared
fo be a small fruit fly came out of the facility ice
machine when the cover was lifted.

. C. On 9/11/07 at 10: 47AM during interview with

the administrator, she confirmed that the ice
machine what appeared to be black mold
attached to it and stated that the problem wouid

be addressed.
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Fahrenheit or below. The findings are: |
A. On 9/10/07 at 3:30PM during observation of !
! the facility kitchen, it was noted that a frozen
turkey was setting out on the kitchen counter in a
deep dish at room temperature. ‘
' B. On 9/10/07 at 3:32PM during interview with |
. the administrator, she stated that the turkey was
- thawing out on the counter and placed the turkey
into the facility refrigerator.
Ret 8.2.38(G) - Dish onsi ; A 3% q.8.2. (& Q L Q-i3-01
eferto 7.8.2. - Dishes, utensils, an ~. , . {o Ke ‘Zﬁ-—"-rm
[food] preparation equipment shall be properly .Ds pectoRs folea . ‘ )
washed and stored to maintain sanitary Mold e outel (]\E.e,d) 4w dne JE.
conditions. . :
fl e Hee A schedule For C_lqawmi
| Based on observation and interview, the facility '_il‘:osi oe Freczers Rere GELateRs & Flbels
failed to ensure that ice machine was properly - ,
cleaned. The findings are: A The Mokols ofF Toe hachinE , But
" A. On 9/11/07 at 10:45AM observation in the Not Ths. o0& Tee Machiwe on fuding,
| facility kitchen, it was noted that what appeared SieE J,mstJc‘.mo an q-ii-o7-
to be black mold spores were attached to the _— \
o AN Tee Wes BEmphed ouk « TR,

"
:Q\EMED on Eoaniv of g-1i-of,
TPRI0E WhRY SPRAYRSD ¢ WO | ped |
w/ Clokax ¢ Tubing whs wWashes

W Col Ax. 1D &ehons ‘g W sohedule
Thee o BE Dowk B _me-uws‘,;
Mnakers « Denlee oF Machiwe 541D

g

u.)..n.,u‘ ol kS SEeH eapiis a

L%ui#izl;td Faers puachase D o Q-1 <

Ow The FRuct ﬂ-.' - R H-qog'l?loi}ﬂ-u

Emplogans +o rfp Dars CeskD « Was h

A0 Dewabd Fousk -(—_aug;«lt L)j.cl - WREND
P T . o B e |

If deficiencies are cited, an approved plan of correction is requisite to continued program parﬁtﬂ:ipation.
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A6 7 NMAC 8.2.66 RELATED REGULATIONS AND | ags Al T wmAL. 8.2:46

CODES

7.8.266 RELATED REGULATIONS AND
CODES: Aduit residential care facilities subject
- to these regulations are also subject to other '
regulations, codes and standards as the same
may, from time to time, be amended as follows:

A. Health Facility Licensure Fees and
! Procedures, New Mexico Department of Health 7
NMAC 1.7 (10-31-96),

B. Health Facility Sanctions and Civil
Monetary Penalties, New Mexico Department of
Health, 7 NMAC 1.8 (10-31-96).

C. Adjudicatory Hearings, New Mexico
' Department of Health, 7 NMAC 1.2 (2-1-96).

. [9-24-76, 7-11-86, 1-11-90, 4-7-97; 7.8.2.66
NMAC - Rn, 7 NMAC 8.2.66, 8-31-00]

This Requirement is not met as evidenced by:
' Refer to NMAC 7.1.9.8 - Caregivers Criminal
History Screening Requirements (Effective
January 1, 2006) - All applicants to whom an
offer of employment is made must consentto a
nationwide and statewide screening.

Based on record review and interview, the facility

failed to have documentation that direct care

' staff had been cleared through the New Mexico |

. Caregivers' Criminal History Screening Program |

for 1 re-hired staff member. ‘
!

! The findings are:

‘ A. On 9/11/07 at 10:12AM during record review,
no documentation of an updated clearance letter -
! from the New Mexico Caregivers' Criminal

| History Screening Program (CCHSP) was seen

; an employee with a hire date of 6/23/05.

i B. On 9/11/07 at 10:15AM, during interview with
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the administrator, she stated that the problem

* would be corrected.

Refer to NMAC 7.1.9.8 - Caregivers Criminal
History Screening Requirements (Effective
January 1, 2006) - Timely submission: Care
providers shall submit all fees and pertinent
application information for all individuals who
meet the definition of an applicant, caregiver or

- hospital caregiver as described in Subsections B,
D and K of 7.1.9.7 NMAC, no later than 20
calendar days from the first day of employment
or effective date of a contractual relationship with
the care provider.

failed to have documentation that the application
for New Mexico Caregivers’ Criminal History
Screening {CCHS) clearance had been
submitted no later than 20 days from the first day
of employment for 1 new employee.

The findings are:

A On 9/11/07 at 10:12AM during record review,

. no documentation verifying submission of

| application for Caregivers Criminal History

| Screening for employee hired in July of 2007.

!
- B. On 9M11/07 at 10:15AM, during interview with
the administrator, she stated that the problem

| would be corrected.

Based on record review and interview, the facility

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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