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A19] 7 NMAC 8.2.19 Admissions A19 (W AT TR

78219  ADMISSIONS: No resident shall be (e ?7_ ) :;— oo e 40T
admitted or retained who is below the age of Jz. e bec e’ A

eighteen (18) or for whom the facility is unable to \ ﬂ{,’é _,_-/(, e X,K» (Jf‘Afl ?-?,tt)
provide appropriate care. EXCEPTION: Maternity \i T

) fl Lol t J -

Shelters may accept residents below the age of ” /O& /z -ét.jfl A Z, '/[i {/’77 /

eighteen {18). % ),fmﬂp 3 f%?ﬂfe/u > f

.‘ A. ADMISSION INTERVIEW. The Director o \“ o Al e 2, /Zr.
of the facility or a designee responsible for (/g \9 /el e? /

admission and retention decisions, shall meet - jé/,?zd‘féi”/‘u‘ T ﬁ/

with the resident or the resident's agent or v % hd\ /,/ (/ g &Z/ LR

guardian, if the resident lacks decision-making P AT f
capacity, and shall provide the resident with: /z‘(/ Al cllirt- /’ /ﬁiz /ﬂ

A

"\\

o

| (1) The facility's program narrative. » criey SLEL. f’{:/zﬁﬂ 2.
' (2) The facility's rules. d" ‘/ Zﬂ//( / J /2 o
_ (3) The facility's admission agreement, Y2 e Ll
" including costs and charges, refund provision, "J /{d}/( 4 0o A & /
and contract termination policies. sl cGrca 7 {A/z e L
‘ (4) The facility's bed hold policy. ! b (P2
i (5) Information about the resident's right 2t 4% A lt’!fw‘ J2é¢ e Ao '/( £+
- under New Mexico Law to make decisions ol gpre S A //édé/& wZ
regarding health care, including the right to make L E A I7L
advance directives. A//A 4/ //g 80 A2 S et /A’/"
(8) A written description of the legal 1 [ / / 3 Joelend £
rights of the residents translated into another ‘?‘2"’ LT ey & "
language, if necessary. (’?A,[é)//r/ 12 ;\jé’zz gy %‘2"2”7 v
(7) The facility's staffing pattern. /ZL ‘_/, J
B. RESTRICTIONS ON ADMISSIONS: (e 2 Abczynl 770487 ;7/
Adu_lt r_esa;ignhal care Ifa_cnlltles ;hall not admlt or d/bt/(")/ i A_,_ﬂ{( Y / (y
| retain individuals requiring continuous nursing “ / /71—/
- care. Conditions or circumstances that usually J/ﬂ”f/ 3o C dZ‘M .
" require continucus nursing care, may include, but y / Pak 4: A ‘J/,_z{[(-,d Z
. not fimited to the following: €de ol 5 o
{1) Ventilator dependency. vitrelca, £ ﬂ/f AL EET
{2) Pressure sores where skin loss o >
penetrates beyond the skin, and into deeper é WL./QE RN ? ?("[‘ ’z
tissue or bone, which are classified as Stage Ill or 4?/{ . » Z“ Vs F ?
V. . yry ,Cz,{‘—(,d.c £
(3) Intravenous therapy or injections ‘M/*‘LZ’ ‘n:n(.r/,;f;/’f'-'*” & /. AL
directly into the vein. 2y 0 XAe ACued et < _
froakey e A Cputince pieg et
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. (4) Airborne infectious disease, in a Mﬂ m /,5,; ,A Le
commumcable state, including tuberculosis, but ‘ 34,_ g‘/l,z
excluding infections such as the common cold. ﬁ 44/“"7 tet YAl

i e > <o p ) /Mzzz/.{ =

i (5) Any condition requiring either é AL
physical or chemical restraints. ,/ZL(/ -7 ﬂm.za/f ﬁ il

(6) Nasogastric tubes / gastric tubes. 1 Ao o erredrre srelet Zepre
(7} Tracheostomy care. yEo ec ¢ yro

| (8) Individuais presenting an imminent P EY BN / pzect 04

- physical threat or danger to self or others. o oy £ ﬂ/;-ﬁﬁ £ael

: (9) Individuals whose physician certifies ALY St / /

I that placement is no longer appropriate. //K /20\1&%%&/% el

C. ADMISSION/RETENTION ¢/ peved f9e }
EXCEPTIONS: If a resident requires a greater Al el 2@ aie s
degree of care than the facility would normally L /{’ / ﬂ/, ,‘,{ AT
provide, or is permitted to provide, and the A7 et / ! St (J
resident wishes to be re-admitted or to remain in /g e a” wt € ¢7 2/
the facility, and the facility wishes to re-admit or / / e et f?‘ zar
retain the resident, the facility must: e T ‘J/f i

(1) Convene a team, comprised of: - p du? z( ;

(a) The facility director. zii{ e /4146 dt('ff/’--/-

(b) The resident. 1 ey 7//

(¢) The resident's agent, guardian or q//z cwd A 3 s tA
surrogate decision maker. Pra 4 n m Ay I

(d) The resident's advocate, such as % /d Yy O 4?,;4
the resident's case manager, Ombudsman, or SEH / A7 7
social worker. c*fﬂ(ff{ Leepat & Lot 72

| (e) If the treating physician is unable to / @i Ya O /.ﬂ

| meet with the team, then consultation and DI pped b L / vl S
recommendations via phone is acceptable. b j‘ [’(_C{( ,(41 f’/'sdff’—/c" 7

{fy Other appropriate health care - Py
professionals. { /?:z? t.

: {2) The team shall jointly determine if the

t resident should be admitted or allowed to remain j / J Adie /g//(t g LT gc"

| in the facility. The team must approve a individual Gl A E ) ﬂ/ .
service plan that meets the specific needs of the _/4( / vzdoel, A7 - soe A
resident. Such team approval must be in writing, A Cie el rt f g’ 4lﬂ 7 <
signed and dated by all team members, must be JA %M(, dhcw
maintained in the resident's record, and must: K79 *—’K( (t‘ Ty boe *6’// 7

{a) Be based upon a individual service s A2 Lt €€ A e
plan which identifies the resident's specific needs A [ém wte // g g
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(b) Ensure that the facility has and will
maintain an evacuation rating of prompt or slow
as determined by the Fire Safety Equivalency

. System (FSES).

(c) Bebased upon an assessment of
the health, safety and well-being of the other
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 cof 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:
'REFERTO 7.8.2.19C.

ADMISSION/RETENTION EXCEPTIONS:

Based on record review and interview the facility
failed to convene a team to determine if it was
appropriate to readmit a resident requiring a
greater degree of care than the facility would
normally provide for 1 resident (R9). The findings

 are:

A) Record review on 8/6/08 revealed resident R9

was in a rehabilitation facility for a right leg
fracture, decubitus on the right heel and a wound
on the right shin. Resident was R9 was
re-admitted to the facility on 7/19/08 from the

b
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be met. NI PVe I/ Lo
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A19| Continued From page 3 A19 & é""?m”uﬁf <0 XLWZD“Z‘;;)) .
rehabilitation facility and there was no [ 7.5 19 AZ ;G
v - ’ ze. 40 J
documentation a team meeting was held to iz rccels o [oulyeeZeer o
determine if re-admission was appropriate. YAyttt ) Arid a / /Z/ eaper)
N . [ Tontioes LFOpledsea ) @rdls f
- B) In an interview with the administrator on (A-Z’}{é 20 Alcies g}j’?ﬁc, fg s ~q
. B/6/08 at 3:31 pm, the administrator o Ehicir P Lo - / .
acknowledged resident R9 was re-admitted to the L ;;; / LewlE / e Z‘?&c Y
facility and no team meeting was held to s B o p o ad Errre @)
determine if re-admission was appropriate. The e 7 / [ e };a
administrator further acknowledged resident R9 G TARLE Lo~k preasis? T 0
was receiving nursing services for care of the 1 foeadllees FAhascoares T
decubitus and the leg wound from a home health oy s Jetrre
agency. Jlodd vcede s ‘ P
2 £ gl e ney  JAC -—mv{,' el
C) In an interview with the administrator on L pl PR s (,-,,{ﬂ,?;eu ages
8/12/08 at 9:00 AM, the administrator o as f fﬂ/{r&/d yg
acknowledged resident R was examined by a {4 /2" Lee-er L s2e At /S J%y rs
physician on 8/11/08 and diagnosed with a stage Z ?( J, /; /4? 5. )
Il pressure sore (decubitus} on her right heel and '
alsc diagnosed with Osteomyelitis in her right leg.
The administrator further acknowledged resident
RY shouid not have been re-admitted to this |
facility. e e
. /2 ;) '/ (- F%Cv!z:fd /,/Z?J".Aj
A27| 7 NMAC 8.2.27 Individual Services Plan A27 LA et (LT L L BT
" - an T e ;
78227  INDIVIDUAL SERVICE PLAN: et e e COILALE e /’/d"‘f’
A. An individual service plan, if prompted by e _,(*j/ﬁ?fz (Al truims Tt
I the resident assessment, shall be developed and A o P A PN
" implemented within fourteen (14) days of ls h o 7 '_ z ﬂl//f/f ,(f/ﬂ A
admission, and must address those areas of VEor o) eela 75—’, 7
. need as identified in the resident assessment. Aloecln T myi 27T
. The individual service plan must be reviewed by a / ) ) , e )
i licensed nurse at least every six (6) months, and (Tt 7520704 wlenZor L0 L »/?‘ 2e
| revised as needed at the time of each P gt L Gl T gl
- assessment and consistently impiemented in d "(.[“'70{“ -t AL( ot /0 il
response to the resident's needs. For A psclea 2D LEn L RLCE "Mf :
B. The individual service plan must include Jznel A€ a-f&ﬂ-ﬁf“{ﬂ“ € ,./f‘fzf"‘““ )
the following: Wnccy 2, (14 < {?7@’/ T 4 AT
(1)  Description of identified needs as 4 [ bpile meted gpet frrt e )
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| determination that it is able to meet the needs of
the resident..

[7-11-86, 1-11-80, 4-7-97; 7.8.2.27 NMAC - Rn, 7
NMAC.8.2.27, 8-31-00]

This REQUIREMENT is not met as evidenced

' by:

REFER TO 7.8.2.27 B. (1 through 8)
INDIVIDUAL SERVICE PLAN

Based on record review and interview the facility
failed to address all the identified needs from the
resident assessment on the Individual Service

. Plan (ISP) for 3 of 3 residents (R9, R2, & R5).
The findings are:

A) Record review on 8/12/08 of the assessment
for resident RS revealed identified needs of
assistance with blurred visicn, dressing, bathing,
and is hearing impaired and none of these
identified needs were addressed on the ISP for
resident RS.

‘ B) Record review on 8/12/08 of the assessment
for resident R2 revealed identified needs of
assistance with medications, dressing, and is
hearing impaired and none of these identified
needs were addressed on the ISP for resident
R2.

C) Record review on 8/12/08 of the assessment

X4) ID ID X5
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. . 7. ! Vi d’di s K (s P 2
noted in the resident assessment. “is‘/'z'/ﬂr- /'ﬂ - ] 2‘7 7 CCA s S A
(2) Written description of what services /({@/L/{/ faa[ LS L g it
| will be provided. A G el yral T HLR I
(3) Who will provide the service;. . ‘ i (L, Lo AC LTl Bl /[7. j/g
{4) When or how often the services will Lrveyraed Ceriucct P T
be provided. e e , Ak o
. . . / A AL o ZE el et I
(5) How the services will be provided. LFE T AT TE i rranl]
(6} Where the services will be provided. le e« Jﬂ P T S vy
(7) Goal and outcome of the service. 1o Jo A Factl “[(:/7 :
(8) Documentation of the facility's Dol e Tl AL :
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A27' Continued From page 5 A27 (CoyiZes "“':”T @ose” pt 6 I 7
for resident R5 revealed identified needs with soAere Ehe erneric W el ¢
incontinence, hearing, vision, forgetfulness, vy /:‘24 rzele 4(" ;@n Ly ietrea
activities of daily fiving, bathing, mobility, and is oy s i Phe AdE /‘z(f a | Al
' uncooperative and none of these identified needs oceme. Y v {/
| were addressed on the ISP for resident R5. g 4?1 Som PICC /{ ‘npe s dl A
D) tn an interview with the administrator on V{Jéi’rutt f?k /J/v/ff T tin {‘Jf““"
8/13/08 at 12:33 pm, the administrator 7 A e Ll
acknowledged that the needs for assistance with ;%ﬂ ’/5’ e 7 ZC‘;;, ﬂ(
activities of daily living were not addressed on the gpicnalceid ot o €0 LR HEA L
ISP for residents’ R9, R2, and R5. Vil f// (PEL - #7Hcr oft 7
| f/’ na o Aol @ ’%Z/f el P/é_ /;;‘F/ A;/ai
A63 7 NMAC 8.2.63 Staff & Residient Fire & A63 e

i SafetyTraining

7.8.263  STAFF AND RESIDENT FIRE AND
SAFETY TRAINING:
A. Al staff personnel of the facility must

. know the location of and be instructed in proper

use of fire extinguishers and other procedures to
be observed in case of fire or other emergencies.
The facility should request the local fire
prevention authority to give periodic instructions
in the use of fire prevention and techniques of
evacuation.

B. Facility staff must be instructed as part of

| their duties to constantly strive to detect and

eliminate potential safety hazards, such as loose

! handrails, frayed electrical cords, blocked exits or
- exit-ways, and any other condition which could

cause burns, falls, or other personal injury to the
residents or staff.
C. Each new resident must upon being

C’J”Z; 4 aud’}@a,&x .7'\_//4'(;% A5
Q:L(( Q{Jd/ /Q//ZA ﬂ)\‘.[}kg-

g a gl Lo L f&;z/fczc/ﬂlﬂ"
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| ~) Ofttéﬂ(ftﬁzf

leéff// [f}/ L‘f{ S dig'w Neete
;Zt/r///t./ 2 et oc // -
é/- 14/&7144‘ ‘t/.z/ S Acae Yt
Kj((‘u e A 4/!2t°/zf/[/

accepted into the facility be given an orientation , . : A W
tour of the facility to include, but not be limited to, Crah 1o bf A /:‘ Z /{/Hf,/ff‘ .
the location of the exits, fire extinguishers, and / ¢ Lonp a8 qts Sce ;fz’ .
telephones, and shall be instructed in action to be /f e -ffzﬁ/ rtecaié v ‘/ &
taken in case of fire or other emergency. ,/t’f ,; oLt ?5-1 eTAe / cntial e
D. Fire Drills: The facility must conduct at / /ﬂ‘z{/J e A;:_zﬁj
 least one (1) fire drill each month: J[zL 20y « “"gﬁ}[[,m et gprt ,J@",ﬂ,
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system in the facility shall be used in the conduct
of fire drills.

{3) In the conduct of fire drills, emphasis
must be piaced upon orderly evacuation under
proper discipline rather than upon speed.

{4) Arecord of fire driils held must be
maintained on file in the facility. Such record must
show date and time of the drill, number of
personnel participating in the drill, any problem
noted during the drill and the evacuation time in
total minutes.

(5) The local fire department should be
requested to supervise and participate in fire
drills.

[9-24-76, 7-11-86, 1-11-90, 4-7-97; 7.8.2.63
NMAC - Rn, 7 NMAC 8.2.63, 8-31-00]

This REQUIREMENT is not met as evidenced
by:
REFER TQO 7.8.2.63 D. Monthly Fire Drills

Based on record review and interview the facility
failed to conduct at least 1 fire driit each month.
The findings are:

A) Record review on 8/6/08 revealed the last 2
fire drills were conducted on 5/1/08 and 9/13/07.
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Based on record review and interview the facility oz T ; / ! ,

failed to use the fire alarm system to conduct fire Heizer gl cra” pa’dézives

drills. The findings are: I e TS / Z?cr:rze o =2 Ao,
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A) Review of the fire drills on 8/6/08 revealed no ‘/ ’& -~ ok m//* , ot / oy
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B) In an interview with staff S21 on 8/6/08 at 1:44 o s vaSres iz 7 A
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