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A 000, Initial Comments A 000
The following deficiencies were cited during an
Complaint survey conducted on 08/12/22 for the
state requirements of 7 NMAC 8.2, Regulations
for Assisted Living Facilities for Adults.
Complaint intake NM #80548 was investigated
with deficiencies cited.
Complaint intake NM #80194 was investigated
with deficiencies cited.
Complaint intake NM #60875 was investigated
with deficiencies cited
Complaint intake NM #60911 was investigated
with deficiencies cited.
Complaint intake NM #60407 was investigated
with deficiencies cited.
Census: 114
A 019 7 NMAC 8.2.19 Staffing Ratios AQ19 A 019 7 NMAC 8.2.19 Staffing Ratios 4/11/2023
1.Staffing ratio requirements of at least 1 direct
. . care staff member on di every 15 residen
STAFFING RATIOS: The following staffing levels will be monitored by Fa;tgtypxj mingtrator.s ents
it D DLl S 2. Facillty also began using the ptatform OnShit
A. The facility shall employ the sufficient number for staff schedules, call offs. and pick up of shifts
of staff to provide the basic care, resident to monitor staffing ratios.
assistance and the required supervision based on
the assessment of the residents ' needs. Facility has currently efiminated the use of
(1) During resident waking hours, facilities shall agency slaff as of 11/1/2022 and has remained
have at least one (1) direct care staff person on fully staffed.
duty and awake at all times for each fifteen (1 5) 3.Facility Adminisirator will monitor that all call
residents. pendants will be responded to within 15 minutes
(2) During resident sleeping hours, facilities with ISR O Ao AN D] [ess ol NI
i . 4 Facility Administrator will provide a retraining
fifteen (15) or fewer residents shall have at least on the response times for pendants being
one (1) direct care staff person on duty, awake pressed with Direct Care Staff on
and responsible for the care and supervision of 411172023, Record of this retraining will be kept
the residents. in Direct Care Staffs gersongl ﬁle._ Nev‘f djrect
(3) During resident sleeping hours, facilities with :::,ed::f‘f:::pg'::e'sﬁ:: Lﬁ:ﬁ:’ségz:;go?’:hi s
sixteen (16) to thirty (30) residents shall have at training will be kept in Direct Care Staffs personal
least one (1) direct care staff person on duty and file.
awake at all times and at least one (1) additional
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A019| Continued From page 1 A019 5. Pendant reports will be reviewed daily by

taff ilabl th . facility administrator and Direclor of Health
Sl person avakania of e premises. and Wellness to ensure compliance by dicect

(4) During resident sleeping hours, facilities with care staff.
thirty-one (31) to sixty (60) residents shall have at
least two (2) direct care staff persons on duty and
awake at all times and at least one (1) additional
staff person immediately available on the
premises.

{5) During resident sleeping hours, facilities with
more than sixty-one (61) residents shall have at
least three (3) direct care staff persons on duty
and awake at all times and one (1) additional staff
person immediately available on the premises for
each additional thirty (30) residents or fraction
thereof in the facility.

B. Upon reguest of the department, the facility
shall provide the staffing ratios per each
twenty-four (24) hour day for the past thirty (30)
days.

[7.8.2.19 NMAC - Rp, 7.8.2.18 NMAC,
01/15/2010]

This REQUIREMENT is not met as evidenced
oy:
78218 A(1,5)

Based on observation and interview, the facility
failed to ensure, that there was enough Direct
Care Staff (DCS) on duty at all times to provide
the basic care, resident assistance, and the
required supervision based on the assessment of
the residents’ needs.

This deficient practice could likely negativity effect
the safety and welfare of the 114 (R #s 1-114)
residents identified on the resident census
provided by the Administrator on 08/30/22, to be
at risk of harm, injury if there are not adequate
staffing available to assist residents.
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A019 Continued From page 2 A019
The findings are:

Findings related to required staffing:

A. Record review of the Facility Census for the
Assisted Living (AL} portion of the facility on
09/01/22 revealed there were 95 residents which
would require:

1. 7 DCS on duty and awake at all times during
resident waking hours.

2. 3 DCS on duty and awake at all times and 2
DCS immediately available on the premises
during sleeping hours.

B. Record review of the Staff Schedule for
09/01/22 for the AL portion of the facility, revealed
there were only:

1. 5 DCS scheduled from 6 am-10 pm.

2. 3 DCS scheduled from 10 pm-6 am.

- C. On 09/01/22 at 11:07 am, during an interview
with the Administrator, she confirmed that based
on the number of current residents in the AL,
there were not enough DCS scheduled to meet
the meet the required staffing ratio for 09/01/22.

' She confirmed that the facility has had to use
outside agency staff and that they are not listed

- on the schedule.

Findings related to not enough DCSAMSs on duty
to ensure resident received their medications on
time.

D. On 09/01/22 at 6:50 am, during an interview
with overnight DCSAM #1 upon arrival at the
facility to observe the morning medication pass,
she stated that daytime DCSAMs should have
been at the facility at 6:00 am, however, none of
them had arrived yet. DCSAM #1 was asked if
the day shift DCSAM were often late and she
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A019| Continued From page 3 AD19

stated yes, but not this late. DCSAM #1 was
asked lo have the daytime DCSAMSs to contact
this surveyor when they arrived.

E. On 09/01/22 at 7:27 am, during an interview
with DCSAM #1, she stated that she usually
works Sunday thru Wednesday on the 6:00 pm to
6:00 am shift, she started off as a caregiver and
then became a DCSAM. She stated that DCSAM
s 2 & 3 were supposed to be at the facility at
6:00 am, however, they had still not arrived.
DCSAM #1 stated that she had informed the
Director of Health and Wellness (DHW) and he is
trying to find secmeone to come in and relieve her,
During the interview the Business Office Manager
(BOM) arrived and asked DCSAM #1 to go ahead
and start passing the morning medications.

F. On09/01/22 at 8:13 am, during observation, it
was observed that the daytime DCSAMSs had still
not arrived,

G. On 09/01/22 at 8:22 am, during an interview
with the BOM, she confirmed that there was still
no day shift DCSAM on site.

H. On 08/01/22 at 8:28 am, during an interview
with R #s 14-16 in the dining room during
breakfast. R #15 reported that jllwas supposed
to get help to the dining room, ushed -
pendant and waited over 2 hours, and no one has
come to check on [llscll broughr
down to breakfast. R #16 stated that is still
waiting on [Jmedications. the facility needs
more help. the current nurse (DHW) claims not to
be responsible. Staff are here one day gone
tomorrow. R #14 also stated that[Jjjis stil

waiting forjjredications.

). Record review of the staff schedule for

Division of Health Improvement
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09/01/22, revealed that DCSAM #2 and 6 were
scheduled day shift (6:00 am-6:00 pm) on
09/01/22.

J. On 09/01/22 at 9:52 am, during cbservation,
(name of resident] was observed at the door to
the medication room, asking DCSAM #4 forfJi}
medications. [Name of resident] was being told
by DCSAM #4 that the medications were being
counted and they would be up in about 20
minutes to give[llthe medications. Resident
was observed to be very upset and anxious.

K. On 09/01/22 at 9:53 am, during an interview
with DCSAM #4, she was asked if she was the
scheduled dayshift DCSAM and she stated that
she was not the day shift DCSAM for the Assisted
Living {AL), but was up from the Memory Care
Unit (MCU) to assist with the AL residents with
getting their medications.

L. On 09/01/22 at 9:55 am, during observation
and interview with R #14 who was sitting in a
chair in the lobby. [Jllstated thalllllinad stil
not received morning medications yet and
appeared to be very anxious. R #14 stated that
this is what it was like, medications were often
late, staff are here 1 day and gone the next.

M. On 09/01/22 at 11:07 am, during an interview
with the Administrator she confirmed that 3
DCSAM did not show up for work today and
residents did not receive their moming
medications on time.

Findings related to pendant response logs:

N. Record review of R #6's pendant reports for
08/09/22 through 08/25/22, revealed that
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1. On 08/23/22 R #6's pendant was pressed at
5:40 pm with no response, then again at 6:46 pm
with no response. Both instances were
announced 12 times. The resident's pendant was
last responded to at 3:52 pm and not again until
8:00 pm; approximately 4 hours.

2. On 08/19/22 R #6's pendant was pressed at
5:00 am, 6:00 am, 7:02 am, 8:02 am, and 9:03 {
am, with no response. All 5 instances were
announced 12 times. The resident's pendant was
last responded to at 3:34 am and not again until
10:12 am; approximately 7 hours.

0. Record review of R #6's pendent reports for
dales 08/09/22-8/25/22 (16 days), revealed that
the resident waited a total of 2,935 minutes in
instances where the response was longer than 15
minutes. In instances where the pendant was
never responded to, the time waited was
calculated at 60 minutes. The total times the
pendant was announced (pressed} in instances
where the response was longer than 15 minutes
was 631 times. There was a total of 87 instances
 that the resident waited longer than 15 minutes !
during the period reviewed. When averaged, this ‘
calculates to a wait time of 33.74 minutes and
7.25 announcements per instance.

P. Record review of R #7's pendant reports for
08/25/22 through 09/06/22, revealed that on
08/27/22 R #7's pendant was pressed at 8:10 pm,
9:26 pm, and again on 08/28/22 at 1:54 am with
no response. All 3 instances were announced 12
times. The resident's pendant was last responded
to at 10:32 am on 08/27 and not again until 3:16
am on 08/28; approximately 17 hours.

Q. Record review of R #7's log for dates 8/25/22
through 09/6/22 (12 days), revealed that the
resident waited a total of 988 minutes in
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instances where the response was longer than 15
minutes. In instances where the pendant was
never responded to, the time waited was
calculated at 60 minutes. The total times the
pendant was announced (pressed} in instances
where the response was longer than 15 minutes
was 207 times. There was a total of 26 instances
that the resident waited longer than 15 minutes
during the period reviewed. When averaged, this
calculates to a wait time of 38 minutes and 7.96
announcements per instance.

' R. Record review of email received on 09/08/22

at 10:50 am, from the Administrator responding to
being asked what is the expected response time
when a resident pushes their pendant? The
Administrator stated in her email that the DCS are

| expected to respond as soon as possible and she
expects them to respond within 5 minutes.

7 NMAC 8.2.32 Reporting of Incidents

REPORTING OF INCIDENTS:

| A. The facility shall insure that all suspected
' cases or known incidents of resident abuse,

neglect or exploitation are reported in accordance

- with 7.1.13 NMAC.

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

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

B. The facility is responsible for conducting and
documenting the investigation of all incidents
within five (5) business days and shall submit a

A019

A032

A 032 7 NMAC 8.2.32 Reporting of Incidents
1. Facility Administrator or Director of Health
and Wellness will report all reportable
incidents of suspected abuse, neglect or
exploitation in the required 24 hour time
frame in accordance with 7.1.13 NMAC and
submit form Health Facility incident report
(SFY 2017) to license authority.

2. Facility Administrator or Director of Health
and Wellness will complete required
Complaint Narrative Investigation Report

(5 day follow up) following all reported
incidents in accordance with 7.1.13

NMAC and submit to license authority,

3. Facility will conduct an internal
investigation on all reportable incidents.

4. Facilly Director of Health and Wellness,
Assistant Health and Wellness Director and
Memory Care Director will be retrained by
facility Administrator on how te fill out Health
Incident Report

{SFY 2017) and Complaint Narrative
Investigation Report (5 day follow up) in
accordance with 7.1.13 NMAC. Retraining
completed 2/21/2023 by facility
Adminisirator.

41112023
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A032| Continued From page 7 A032 5. Documentation of retraining on

copy of the investigation report to the licensing incident reporting will be kept in
authority. A copy of the report and the Disectors personal e,
documentation, including the date and time that it
was submitted to the licensing authority, shall be
maintained on file at the facility. The investigation
shall include the following:

(1) a narrative description of the incident;

(2) the result of the facility's investigation shall be
recorded on the state approved incident report
form for the current year, pursuant to 7.1.13
NMAC; and

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

[7.8.2.32 NMAC - Rp, 7.8.2.32 NMAC,
01/15/2010]

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview the facility
failed to ensure for 2 (R#s 4 & 5)of 2 (R#s 4 &
5) residents that incidents of unusual
occupancies that had the potential or did resultin
harm and/or injury to the resident were reported
to the Licensing Authority within 24 hours or the
next business day, if a holiday or weekend.

This deficient practice could likely result in the
residents to be at risk of harm, injury or death, if
incidents are not reported and the there is no
oversite by the Licensing Authority .

The findings are:
Findings for R #4
A. Record review of Compiaint Intake #60911

(received on 08/10/22) revealed the complainant
reported the following:

Division of Health Improvement
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1. R #4 suffers from various physical health
conditions, a recent heart attack, 23 pieces of
metal i body, and the beginning stages of

2. On 08/06/22 at approximately 10:00 pm, the
fire alarm went off for a long time and R #4 felt
like[Jfineeded to get out of the building. R #4's
room is on the 2nd flocr of the building.

3. R#4 had to walk down the stairs wit
cane, which is very difficult for--walked
down the stairs and gave out an
into some bushes,

4. R #4 stayed in the bushes for approximately 5
hours, the staff did not find[Juntil 3:00 am.

5. When R #4 was found it took 3 staff members
and approximately 1 hour for them to pick R #4
up. becau is very sensitive to pain, due to
the pieces of metal i bedy and to make sure
the metal pieces do not move, cut into
which could cause

6. R #4 received suffered a wound t-
Il which the medical /staff cleaned it and
covered with transparent tape.

7. The next morning 08/07/22 R #4 called i}
to tell not to pic up for church,

did not sleep much, did not feel well, and that

[l fell. They attempted to takejilltemperature,
but could not because the thermometer was
broken. R #4 felt warm.

8. After speaking to R #4 || N =5
concerned and went to the facility to check on
I hat is when [l found out what happened
and cbserved that in addition te the wound on R

requested a copy of the facility's incident report
for the fall at the front desk. The clerk stated that
she just got to work and would ask if one was

Division of Health Improvement
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filed.

9. on 08/08/22 R #4's|J et with the
Administrator and Director of health and Wellness
(DHW) and was told that when the fire alarm
went off the Oirect Care Staff (DCS) notified the
residents that it was a false alarm by telling the
residents who came to their doors. They did not
notify R #4 and other residents because they did
not get up and did not want to wake R #4's

#again requested a copy of the incident
report and was told they would have to check with
the main office

R #4's aw that

R #4 was not feeling well and left the facility so-
could rest. i

10 The next day 08/09/22 (time unknown) when
R #4's ent to visit the resident,
learned that had taken R #4 to the
hospital the night before, because as not
feeling well, that R #4 had suffered

and was being admitted to the hospital.

1. R M'helt that R #4 was neglected
by the facility and the Administrator because they
did not get R #4 properly checked when -1st

own and was missing for
as a direct result of]
and negligence by the facility staff.

B. Record review of the facility's Internal Incident
report dated 08/06/22 at 2:24 am, revealed there
was no documentation that the following incident
was reported to the Licensing Authority:
1. R#4 had an unwitnessed falt with injury.
2. R #4 was found outside the building in a bush.
3. DCS assisted R #4 to jiroom, got-
cleaned up, wound care was done, vitals were
taken, and resident was assisted to bed.

a. Respirations were 14.

b. Temperature was 96.2.

Division of Health Improvement
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C. Blood Pressure was 163/74.

d. Oxygen Saturation Level was 94,

e. Pulse was 71.
4. Resident had several skin tears that need to
be redressed.
5. 2-hour status checks and resident was told if
.needed anything or wanted to go for a walk,
but is weak to call a staff member.

C. Record review of the (Direct Care who assist
with medications) DCSAM #2 the description of
the incident on the back of the Internal Incident
report above dated 08/06/22 at 2:24 am, revealed
the following;

1. DCS let the DCSAM #2 know that R #4 was
calling, but was not in[ I NN

2. DCS had searched the entire 3rd floor.
DCSAM #2 then went upstairs and found R #4's
walker in the stairwell b

3. All staff started looking for R #4 and when they
got outside, they found R #4 in a bush with-
cane.

4. Management was notified, then 2 DCS and

DCSAM got resident up into I and
wheeled They helped lillinto
clean clothes were soaked from the rain.

5. After changing R #4, DCSAM did wound care

and there was a

6. Resident wanted to lay down and DCS
assisted

7. Resident stated for a 2nd time thatjli
(I OCSAM fet the former DHW know.

Resident stated thatfJll did not hit [ llenc

did not want to be sent cut.

D. Record review of R #4's facility Resident
Notes dated 08/06/22 through 08/11/22 revealed

Oivision of Health Improvement
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the following:

1. On 08/06/22 at 2:24 am, revealed that R #4
had a fall and was found outside in a bush at the
side of the building. DCS assisted F
room, helped [Jffinto clean clothes and did
wound care. It was noted that R #4 had a few
skin tears and scratches, vital were done, and
resident was assisted to bed. There were no
additional notes until 08/07/22 at 6:00 am.

2. On 08/08/22 at 7:00 pm, resident was notin

room.

3. On 08/08/22 at 7:30 pm, DCS inquired at front
desk and was told the R #4 checked out of the
facility at 10:30 am and had not returned.

4 On 08/09/22 at 6:25 pm, Resident still out of
facility.

5. On[Jk2 2t 1:15 pm., The DHW noted that
resident was admitted to hospital.

6. On 22 (time not noted). The DHW
noted that resident was discharged from haspital,
with 1 new medication for blood pressure. R #4
seemed a little confused about the past few days.

7. 08/12/22 (time not noted), The DHW noted
that the resident was upset becauseffjdid not
want to give up.ew medication list

E. On 08/31/22 at 11:25 am, during an interview
with the DHW regarding R #4, he confirmed that
R #4 fell after the fire alarm was pulled by a
resident in the MCU on the 1st floor around 10:00
pm, on 08/06/22 and was not found for
approximately 5 hours. None of the DCS on duty
knew the code to turn the alarm off and they had
to wait for the fire department to come turn off the
alarm. The DCS on duty were supposed to be
doing sweeps (checks to make sure residents
were accounted for). The DHW stated that
currently the facility is having to use a lot of
agency staff and confirmed it was mostly agency
staff on duty the night of the incident. He '
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confirmed that R #4 sustained injuries to both-

and that the
incident was not reported to the Licensing
Authority.

F. On08/31/22 at 1: 30 pm: during an Interview
with R #4 inlll coom and[|iName o
on the phane,| assured R #4 that it was
ok to talk to me, while remaining on the phone
during the interview. R #4 stated thatjiiliwas
awakened by the fire alarm, that it was going off
for a long time, no one came to check onfijor
to tell is was a false alarm, s decided to
get up and get out of the building used-
walker to get to the stairwell (was found there
{ater by staff) and managed to get down the 2
fiights of stairs and outside withjilllcane. R #4
stated that whe got downstairs and outside
the building were weal.is a
WWII/Korea Disabled Vet and has shrapnel in-
legs and bod slid down the wall onto the
ground got caught in the bushes, and
clarified that[il] did not fall [l stated thaflillwas
on ground for about 5 hours and it was raining.
[l said the doors usually lock at 8:00 pm, but
unlocked when the fire alarm went off. No
discovere-until about 3:00-3:30 am- said
a Home Health Aide for another resident and
[Name of Agency Caregiver]found They
ran lert button, but it still took an hour and 3
people to ge up off the ground. R #4
reported thatjiifwas in a lot of pain.

G. On 09/07/22 at 12:40 pm, during an interview
with Agency Staff (AS) #1 regarding R #4

stated that when the fire alarm went off they (AS
and DCS) checked to see if everyone was in their
room. The told the residents that came to their
doors or were in the hallways that it was a false
alarm and it was ok to stay in their rooms. AS #1
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stated that when R #4 was found outside on the
ground he took the resident’s walker, and he and
another AS, DCS #5. and a DCSAM arrived to
assist R #4. The DCSAM told them to pick R #4
up, pu and take
room. AS #1 did not remember the exact time the
fire alarm went off. He thinks the whole process
of fire alarm going off and finding R #4 took about
1-1/2 hours. AS #1 reported that he and a
friend-he forgot her name (AS) thinks it was
around midnight, when they found and assisted R
#4 t oom. He said it did take some time
after they found-but not an hour. AS #1's
friend (AS), DCSAM and another staff person
assisted in getting R #4 up off the ground. AS #1
said he has no idea if R #4's pendant was
activated or not.

H. Record review of R #4's resident file and the
facility's Internal incident reports revealed no
documentation of that incident on 08/06/22 for R
#4 was self-reported to the Licensing Authority by
the facility.

1. On 09/07/22 at 1:30 pm, during an interview
with the Administrator, she confirmed that facility
did not self-report the 08/06/22 incident were R
#4 exited the building when the fire alarm was
activated by a resident in the MCU and slid down
in the bushes in the rain, was not found for
several hours, and suffered injuries {scrapes,
cuts, skin tears) and had a heart attack during the
incident or the next day to the Licensing Authority
within 24 hours or the next business day if a
holiday or a weekend.

Findings for R #5

J. Record review of R #5's facility's Internal
Incident Report revealed that the resident was

Division of Health Improvement
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found deceased on the floor ol-bathroom on
07/20/22 at 6:34 am.

K. Record review of the facility's Self-Report to
the Licensing Authority, revealed that it was not
faxed/received until 07/22/22, which was not
received within the required 24 hours after the
incident occurred.

L. On 09/01/22 at 10:24 am, during an interview
with DCS #4, she stated that on 07/20/22 she
went to check on R #5 to do her 1st check of the
day, when she found n the
bathroom floor. The day before she did the same
and escorted -tolfrom breakfast, lunch, and
dinner. She last saw R #5 about 5:00-5:30 pm.
DCS #4 stated that R #5 walked slow and thatllll
was pushing[Jljto walk more. R #5
was able to walk with stand-by assistance,
realty did not want to walk[llvould get tired
: thoug said it was good fri
would walk for a short distance and then
would sit down for a few minutes using| |l lINNIR

with a seat on it. When she found R #
on the bathroom floor was b chair

in the living room an was laying on the floor
in the bathroom, with no clothes on from the waist
down JJJ w<re on the floor and she did not
see them until she was asked to check. DCS #4
stated that R #5 was fine the night before, ] was
talking, went down to dinner, and seemed ok.
DCS #4 stated that R #5 was on 2-hour checks.

| M. On 09/09/22 at 8:55 am, during an interview

| with Administrator regarding R #5, she confirmed

| the facility Self-Report to the Licensing Authori

| dated Q7/22/22 reportin. unexpected on
07/20/22 was not submitted within 24 hours or the
next the next business day if a holiday or
weekend. The Administrator confirmed that R
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#5's Evaluation and ISP did not state that[JJj
needed 2 hour checks, however, the staff had
started and documented that they were doing
2-hour checks and should have been doing them
regularly. She confirmed that there is no
documentaticn that anyone checked/saw on R #5
after dinner on 07/19/22, approximately 12 hours
before [Jjwas found nfiioathroom floor.
The Administrator stated that R #5 did have a
pendant, it was inFNhen found on
07720/22, but|had not activated it. The
Administrator confirmed that on the evening of
07/19/22 the responsible staff for R #5 were AS
and that they may not have been aware tha
needed to be checked on every 2 hours. There is
no type of communication process so that the
Agency staff know who the residents are and
what care and services they need. The
Administrator stated that the facility was only
assisting R #5 with reordering[jmedications
and that JJwas never entered into the electronic
MAR system.
A033) 7 NMAC 8.2.33 Resident Rights A033 A 033 7 NMAC 8.2.33 Resident Rights 212112023
1.the Facility Administrater will monitor for
RESIDENT RIGHTS: Al licensed failties shall ot et il Sl
understand, protect and respect the rights of all bio hazard locked refrigerator in the bio hazard
residents. room,
A. Prior to admission to a facility, a resident and 2-F30:_|ily Admirtlis::'atol;will or:l:;zilpr fg; '
ive shall be agiven a written compliance that all seli rep ncidents are
Ideta?saclrir;:t‘i)t;:sgfr1 tt:;‘f:gal rightsgof ?hearesutjt:nt ksl k ol T
' ) : appropriate 24 hour window utilizing the
translated into another language, if necessary, to Health Incident Report (SFY 2017) .
meet Ihe resident ' s understanding. 3.Facility Administrator will retrain appropriate
B. If the resident has no legal representative and staff on how to fill out Health Incident Report
is incapable of understanding his or her legal (SFY g01_7) and Complaint Narrative _
rights, a written copy of the resident’s legal rights L’l‘;‘:ﬁ;’gﬁtﬁ"ﬁ;”;f.gsa‘:‘mclf’.?r;ﬂ)“g
shall be provided to the most significant completed 2/21/2023 by facility Administrator.
responsible party in the following order: 4.Documentation of retraining on incident
(1) the resident's spouse; reporting will be kept in Directors
personal file.
Division of Health improvement
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(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;

(8) 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 resident rights shall be posted in a
conspicuous public place in the facility and shalt
include the telephone numbers for the incident
management hotline and for the state
ombudsman program.

D. To protect resident rights, the facility shall:

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

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

{(3) provide residents written information about all
services provided by the facility and their costs
and give advance written notice of any changes;
(4) provide residents with a safe and sanitary
living environment,

(5) provide humane care for al! residents;

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

{7) protect the confidentiality of the resident ' s
medical recerd;

(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

compliance that an Assessment and ISP will be
completed upon admission by facility
Administrator or Director of Health and
Wellness. Assessment and ISP will be updated
as needed for changes fo residenis care needs
or every six months. ISP 1o detail any special
care needs that a resident shall need including
additional care checks. Residents health care
provider shall provide a physician report to
inciude all health care needs resident will need
50 that can be reflected in the residents
assessment and ISP,

6. Facility Administrator will retrain all
medication aides on the proper use and
disposal of gloves when passing medication.
This retraining will be included in monthly staff
meeling.

Division of Health Improvement
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telephone conversations and private
correspondence; 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 religious, social,
community and other activities and freely
associate with persons in and out of the facility; .
(d) are free to leave the facility and return without
| unreasonable restriction;

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

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

(g) or their surrogate decision makers, are
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,

(j) 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);

(I} have the right to participate in medical
treatment decisions and formulate advance
directives such as living wills and powers of

Division of Health Improvement
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attorney;

(m) have the right to keep and use personal
possessions without loss or damage,

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

(o) have the right to freely organize and
participate in 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 shali not be restricted
unless this restriction is for the health and safety
of the resident, agreed to by the resident or the
resident ' s surrogate decision maker and
outlined 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 as evidenced
by:
7.82.33D(4)

7.1.13.7. DEFINITIONS:

T. "Neglect” means the failure of the
caretaker/staff to provide basic needs of a
person, such as clothing, food, shelter,
supervision and care for the physical and mental
health of that person. Neglect causes, or is likely
to cause, harm, or death to a person.

Based on record review, observation, and
interview, the facility failed to ensure that
residents were:

1. Provided with a safe and sanitary living

Division of Health improvement
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environment.

2. Where receiving the care and supervision
needed to protect the residents physical and
mental health.

These deficient practices could likely result in the
114 (R #s 1 - 114) Assisted Living (AL) and
Memory Care Unit (MCU) residents identified on
the census provided by the Administrator on
08/30/22, to be at risk of harm, injury, and/or
death if residents are exposed to hazardous
infectious materials specifically staff COVID (a
contagious disease caused by severe acute
respiratory syndrome coronavirus
2(SARS-CoV-2) tests.

The findings are:
Finding related to Covid-19 samples

A. On 08/30/22 at 3:25 pm, during an
cbservation of the lobby outside elevator B, the
refrigerator was observed te be unlocked and
contained three staff COVID-19 test samples.

|
B. On 08/30/22 at 3:30 pm, during an interview ‘
with the Administrator, she confirmed that the
refrigerator outside lobby B was not locked and
contained three staff COVID test samples.
|

Findings for R #4

C. Record review of Compfaint intake #60911
(received on 08/10/22) revealed the complainant
reported the following:

1. R #4 suffers from various physical health
conditions, a recent heart attack, 23 pieces of
metal injillbody, and the beginning stages of
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2. QOn 08/06/22 at approximately 10:00 pm, the
fire alarm went off for a long time and R #4 felt
likelll needed to get out of the building R #4's
room is on the 2nd floor of the building.

3. R #4 had to walk down the stairs wit
cane, which is very difficult forllwalked
down the stairs and [JJij oave out andiE
into some bushes,

4. R #4 stayed in the bushes for approximately 5
hours, the staff did not find[Jfunt! 3:00 am.

5. When R #4 was found it took 3 staff members
and approximately 1 hour for them to pick R #4
up, becau is very sensitive to pain, due to
the pieces of metal infllbody and to make sure
the metal pieces do not move, cut int
which could cau

6. R #4 suffered a wound to| which
the medical /staff cleaned it and covered with
transparent tape

7. The next morning on 08/07/22, R #4 called-
to tell her not to picHiup for church,

did not sleep much, did not feel well, and that

fell. They attempted to take.temperature,
but could not because the thermometer was
broken. R #4 felt warm.

8. After speaking to R #4_was
concerned and went to the facility to check on

That is when she found out what happened
and observed that in addition to the wound on R

requested a copy of the facility's incident report
for the fall at the front desk. The clerk stated that
she just got to work and would ask if one was
filed.

9. On 08/08/22 R #4 S met with the
Administrator and Director of health and Wellness
(DHW) and was told that when the fire alarm
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went off the Direct Care Staff (DCS) notified the
residents that it was a false alarm by telling the
residents who came to their doors. They did not
notify R #4 and other residents because they did
not get up and did not want to wake| #4's
gain requested a copy of the incident

report and was told thei would have to check with

the main office elieved as

getting the runaround). R #4° aw that
R #4 was not feeling well and left the facility s
could rest.

10. The next day 08/09/22 (time unknown) when
R #4' ent to visit the resident, i
learned tha ad taken R #4 to the

hospital the night before, because as not
feeling well, that R #4 had suffered a heart attack,

and was being admitted to the hospital.
1.R M‘hell that R #4 was neglected
by the facility and the Administrator because they

did not get R #4 properly checked when[jjist

fell. R #4' lieved because R #4 had
to go downstairs on wn and was missing for
5 hours aftedffall was a direct resuit of
heart attack and negligence by the facility staff.

D. Record review of the facility's Internal Incident
Report dated 08/06/22 at 2:24 am, revealed there
was no documentation that the following incident
was reported to the Licensing Authority:
1. R #4 had an unwitnessed fall with injury.
2. R #4 was found outside the building in 2 bush.
3. DCS assisted R #4 to-oom, gol-
cleaned up, wound care was done, vitals were
taken, and resident was assisted to bed.
a. Respirations were 14,
b. Temperature was 96.2.
C. Blood Pressure was 163/74.
d. Oxygen Saturation Level was 94.
e. Pulse was 71,
4. Resident had several skin tears that need to
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5. 2-hour status checks and resident was told if
-needed anything or wanted to go for a walk,
but is weak to call a staff member.

E. Record review of the (Direct Care who assist
with medications) DCSAM #2 the description of
the incident on the back of the Internal Incident
report above dated 08/06/22 at 2:24 am, revealed
the following;

1. DCS let the DCSAM #2 know that R #4 was
calling, but was not ir-room.

2. DCS had searched the entire 3rd floor.
DCSAM #2 then went upstairs and found R #4's
walker in the stairwell byjJfoom.

3. All staff started looking for R #4 and when they
got outside, they found R #4 in a bush wit
cane.

4. Management was notified, then 2 DCS and

DCSAM got resident u intc-walker and
wheeler* They helped.nto
clean clothes ere soaked from the rain.
5. After changing R #4, DCSAM did wound care
tﬂlhat had a big skin tear Iso

skin tear o
had a rash and scratches and there was a

skin tear t
6. Resident wanted to lay down and DCS
assisted him.

7. Resident stated for a 2nd time thatffjfeit
numb., DCSAM let the former DHW know.
Resident stated thatffilldid not it fjhead and
did not want to be sent out.

F. Record review of R #4's facility Resident
Notes dated 08/06/22 through 08/11/22 revealed
the following:

1. On 08/06/22 at 2:24 am, revezled that R #4
had a fall and was found outside in a bush at the
side of the building. DCS assist
Division of Health |mprovement
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room. helped [Jjnto clean clothes and did
wound care. It was noted that R #4 had a few
skin tears and scratches, vital were done, and
resident was assisted to bed. There were no
additional notes until 08/07/22 at 6:00 am.

2. On 08/08/22 at 7:00 pm, resident was not in

o0om.

. On 08/08/22 at 7:30 pm, DCS inquired at front
desk and was told the R #4 checked out of the
facility at 10:30 am and had not returmned.

4. On 08/09/22 at 6:25 pm, Resident still out of
facility.

5. 0On 08/10/22 at 1:15 pm, The DHW noted that
resident was admitted to hospital.

6. On 08/11/22 (time not noted). The DHW
noted that resident was discharged from hospital,
with 1 new medication for blood pressure. R #4
seemed a little confused about the past few days.

7. 08/12/22 (time not noted), The DHW noted
that the resident was upset because [Jjid not
want to give upjJjrew medication list

G. On 08/31/22 at 11:25 am, during an interview
with the DHW regarding R #4, he confirmed that
R #4 fell after the fire alarm was pulled by a
resident in the MCU on the 1st floor around 10:00
pm, on 08/06/22 and was not found for
approximately 5 hours. None of the DCS on duty
knew the code to turn the alarm off and they had
to wait for the fire department to come turn off the
alarm. The DCS on duty were supposed to be
doing sweeps (checks to make sure residents
were accounted for}. The DHW stated that
currently the facility is having to use a lot of
agency staff and confirmed it was mostly agency
staff on duty the night of the incident, He
confirmed that R #4 sustained injuries to both[JJJJj

scratches/bruises/lacerations) and that the
incident was not reported to the Licensing
Authority.
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H. On 08/31/22 at 4: 30 pm: during an |l
with R#4 in room a Name o
on the phone assured R #4 that it was
ok to talk to me, while remaining on the phone
during the interview. R #4 stated thaijiiliwas
awakened by the fire alarm, that it was going off
for a fong time, no one came 1o ¢heck o or
to tell is was a false alarm, ecided to
get up and get out of the building sedii]
walker to get to the stairwell {was found there
later by staff) and managed to get down the 2
flights of stairs and outside wit ane. R #4

stated that whe ot downstairs and outside
the building ere weak is a
WWIl/Korea Disabled Vet and ha

slid down the wall onto the
got caught in the bushes, and
did not fall. stated tha as
on ground for about 5 hours and it was raining.
-gsaid the doors usually lock at 8:00 pm, but
unlocked when the fire alarm went off. No
discoverec.mtil about 3:00-3:30 am -said
a Home Health Aide for another resident and
[Name of Agency Caregiver]foundJj They
ra alert button, but it still took an hour and 3
people to ge up off the ground. R #4
reported tha was in a lot of pain.

I. On 09/07/22 at 12:40 pm, during an interview
with Agency Staff (AS) #1 regarding R #4, he
stated that when the fire alarm went off they (AS
and DCS) checked to see if everyone was in their
room. The told the residents that came to their
doors or were in the hallways that it was a false
alarm and it was ok to stay in their rooms. AS #1
stated that when R #4 was found outside on the
ground he took the resident's walker, and he and
another AS, DCS #5. and a DCSAM arrived to
assist R#4 The DCSAM told them to pick R #4
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up, pu alker, and take
room. not remember the exact time the

fire alarm went off. He thinks the whole process
of fire alarm geing off and finding R #4 took about
1-1/2 hours. AS #1 reported that he and a
friend-he forgot her name (AS) thinks it was
around midnight, when they found and assisted R
#4 to[oom. He said it did take some time
after they founc-)ut not an hour. AS #1's
friend (AS), DCSAM and another staff person
assisted in getting R #4 up off the ground. AS #1
said he has no idea if R #4's pendant was
activated or not.

J. Record review of the [Name of Hospital]
Physician's Progress Notes dated 08/11/22,
revealed that R #4 was admitted to the hospital
on 08/08/23 noted the following:

1. R #4 was initially admitted due to recurring
falls.

2. He was found to have elevated heart
enzymes, with no changes on EKG, suggesting
and active heart attack.

3. This is called a non-ST-elevation myocardial
infarction (a type of heart attack that usually
happens when your heart' s need for oxygen can
't be met. define) and is an acute coronary
syndrome.

4. R #4 also had high blood pressure during-
admission.

K. Record review of R #4's resident file and the
facility's Internal incident reports revealed no
documentation of that incident on 08/06/22 for R
#4 was self-reported to the Licensing Authority by
the facility.

L. On 09/07/22 at 1:30 pm, during an interview
with the Administrator, she confirmed that facility
did not self-report the 08/06/22 incident were R
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#4 exited the building when the fire alarm was
activated by a resident in the MCU and slid down
in the bushes in the rain, was not found for
several hours, and suffered injuries (scrapes,
cuts, skin tears) and had a heart attach during the
incident or the next day to the Licensing Authority
within 24 hours or the next business day if a
holiday or a weekend.

Finding related to R #5

M. On 09/01/22 at 10:24 am, during an interview
with DCS #4, she stated that she went to do her

1st check of the day on R #5, when she found
—on the bathroom floor. The day
before she did the same and escort
toffrom breakfast, iunch, and dinner. She last saw
R #5 about 5:00-5:30 pm on 07/19/22. DCS #4

d that R #5 walked slow and thaflill

ﬁas pushindjjifto walk more. R #5
was able to walk with stand-by assistance
really did not want to walk ould get tired
thoug said it was good from
-would walk for a short distance and then
would sit down for a few minutes usingjJjvalker
with a seat on it. When she found R #5,
on the bathroom floor alker was b chair
in the living room, an was laying on the floor
in the bathroom, with no clothes on from the waist
down_-were on the floor from the waist
down and she did nct see them until she was
asked to check. DCS #4 stated that R #5 was
fine the night before[vas talking,

N. Record review R #5's 2-hour Status Check
sheets dated 06/26/22 through 07/19/22 revealed
that on 2 occasions it was noted that the DCSAM
brought {assisted) R #-nedications and that
only the following status checks were noted by
the DCS:
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1. 06/26/22:
a. 3:14 (no am/pm listed).
b. 7:33 pm
C. 10:06 pm
d. 2:17 pm
e, 5:06 pm
2.06/27122:
a. 1:59 pm
b. 8:00 pm
3. 06/28/22:
a. 12:30 am
b. 9:05 am
4, 06/29/22:
a. unreadable am.
b. 1:15 pm
C.3:30pm
d. 10:09 pm
5.06/30/22:
a. 12:15 am
0. 2:35am
C.410am
6. 07/18/22:
a. 8:30 am. Note AM Meds
b. 9:40 am
C. 11:15am
d. 1:15 (not am/pm)
e.2:.00pm
f. 4:32 pm
g. 7:40 pm
7. 07/19/22:
a. 710 am
b. 7:41 am
C.9:52am
d. 11:37 am
e. 2:00 pm
f. 4:15 pm
g. 4:20 pm. Note PM Meds.

0. On 09/09/22 at 8:55 am, during an interview
with Administrator regarding R #5, she confirmed
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the following, that:

1. The facility Self-Report to the Licensing
Authority dated 07/22/22 reporting his unexpected
death on 07/20/22 was not submitted within 24
hours or the next the next business day if a
holiday or weekend.

2. R #5's Evaluation and ISP did not state that he
needed 2-Hour Status Checks, however, the DCS
had started and documented that they were doing
2-hour checks and should have been doing them
regularly.

3. There is no documentation that anyone
checked on or saw on R #5 after dinner on
07/19/22, approximately 12 hours before]was
found throom floor. The
Administrator stated that R #5 did have a
pendant, it was i hand when found on
07/20/22, but he had not activated it.

4. On the evening of 07/19/22 the responsible
staff for R #5 were AS and that they may not have
been aware tha needed to be checked on
every 2 hours. There is no type of communication
process so that AS would know who the residents
are and what care and services they need.

5. The facility was only assisting R #5 with
reorderi medications and tha.was never
entered into the electronic MAR system.

P. Record review of R #5's physician's order (not
dated) for oxygen, revealed that at some poinh
was supposed to be on axygen. However, it was
not received or put in place prior to R #5 passing
away. The Administrator stated that the facility
was working on getting R #5's oxygen set up, but
it had not yet been received. She stated that it
had been less than a month since they received
the order.

Q. On 09/09/22 at 10:16 am, during an interview
with the DHW regarding R #5 he stated that the
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facility was assisting R #5 witr,rredications.
He did not know the start date. According to the
DHW all resident medications should be
reordered within 7-days before running out.

R. On 09/09/22 at 11:50 am, during an interview
with DCS #s 2 and 5, they both remember
assisting R #5 witmnedications just beforelj]
-and there should be a paper MAR
somewhere.

Finding related to late medications.

S. On 09/01/22 at 6:50 am, during an interview
with overnight DCSAM #1 upon arrival at the
facility to observe the morning medication pass,
stated that daytime DCSAM's should have been
 at the facility at 6:00 am, however, none of them
had arrived yet. DCSAM #1 was asked if the day
shift med aides were often late and she stated
yes, but not this late. DCSAM was asked to have
the daytime DCSAMSs to contact surveyor when
they arrived.

T. On09/01/22 at 7:27 am, during an interview
with DCSAM #1, she stated that she usually
works Sunday thru Wednesday the 6:00 pm to
6:00 am shift, she started off as a caregiver and
then became a DCSAM. She stated that DCSAM
#s 2 & 3 were supposed to be at the facility at
6.00 am, however, they had still not arrived.
DCSAM #1 stated that she had informed the
DHW and he is trying to find someone to come in
and relieve her. During the interview the
Business Office Manager (BOM) arrived and
asked DCSAM to go ahead and start passing the
morning medications.

U. On 09/01/22 at 8:13 am, during observation, it
| was observed that the daytime DCSAM had still
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not arrived.

V. On 09/01/22 at 8:22 am, during an interview
with the BOM, she confirmed that there was still
no day shift DCSAM on site.

W. On 09/01/22 at 8:28 am, during an interview

with R #s 14-16 in the dining room during

irikfast. R #16 stated thahs still waiting on ‘
edications, the facility needs more help, the

current nurse claims not to be responsible. Staff ‘

are here one day gone tomorrow. R #14 also
stated tha is still waiting fo medications.

X. Record review of the staff schedule for
09/01/22, revealed that DCSAM #s 2 and 6 were
scheduled day shift (6:00 am-6:00 pm) on
09/01/22.

Y. On 09/01/22 at 9:52 am, during observation,

[name of resident] was observed at the doo

the medication room, asking DCSAM #4 fo“

medications. [Name of resident] was being told

| by DCSAM #4 that the medications were being

' counted and they would be up in about 20
minutes to giv the medications. Resident

# was observed to be very upset.

Z. On 09/01/22 at 9:53 am, during an interview
with DCSAM #4, she was asked if she was the
scheduled dayshift DCSAM and she stated that
she was not the day shift DCSAM for the Assisted

! Living (AL}, but was up from the Memory Care
Unit to assist with the AL residents with their
medications.

' AA. On 09/01/22 at 9:55 am, during observation

’ and interview with R #14 who was sitting in a
chair in the . She stated that she had still

1 not receiw orning medications yet and
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appeared to be very anxious. R #14 stated that
this is what it was like, medications were often
late, staff was here 1 day and gone the next.

Finding related to touching of medications

BB. On 09/08/22 at 7:13 am, during abservation
of the medication pass for R #s 17 and 18,
DCSAM #2 was observed touching a pilt that
would not come out of the bottle with her gloved
hand that had touched the medication cart,
computer, medication bottles/bubble, and other
unsanitary surfaces.

CC. On 09/07/22 at 7:15 am, during an interview
with DCSAM #2, she confirmed that she touched
the pill with her gloved hand after touching other
unsanitary surfaces.

A035 7 NMAC 8.2.35 Medication A035 A 035 7 NMAC 8.2.35 Medicaticn 3/31/2023
1_Facility Administrator and Health and
MEDICATIONS: Administration of medications or Wellness Director will audit all MARS to
staff assistance with self-administration of meistt?:tti :;e:l‘f::%'g';:: :{teh .
medications shall be i.n agcord?nce yvith state and appropriate imes and in the proper manner.
federal laws. No medications, including 2. All medication aides will be retrained on
over-the-counter medications, PRN (when how to properly read the MARS and proper
needed) medications, or treatment shall be administration of m_ec!ication on 3!31_/20_23.
started, changed or discontinued by the facility '::rg‘:a?é'::r;::‘lrz:f Wil bo kept in diract
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. Facility staff may assist a resident with the
self-administration of medications if written
consent by the resident is given to the
administrator of the facility or the administrator ' s
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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 licensed or
certified by the state board of nursing.
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
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 tc 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 shail |
not be used for another resident.
G. Medication assistance record (MAR). For
residents who are not independent and require
| assistance with self administration, the facility
t shall have a MAR that documents the details of
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the residents’ medication, including PRN and
over-the-counter medication that is assisted with
self-administration by qualified staff or
administered to the resident by licensed or
certified staff. The information in the MAR shall
include:

(1) the resident's name;

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

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

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

(6) notation if the medication is a schedule [BAY)
drug;

(7) the dosage of the medication;

(8) the strength of the medication;

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

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

(11) the method of delivery for the 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;

5
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(19) any missed dose of medication; and

| (20) any medication error.

H. No medication shall be stopped or started

without specific orders from the primary care

physician.

[. If a resident refuses to take a prescribed

medication, it shall be documented and the facility

shall report it to the prescriber.

J. Asuspected adverse reaction to a medication

shall be documented on the MAR and reported

immediately to the PCP and the resident's
surrogate decision maker. If applicable,
emergency medical treatment shall be arranged.

Documentation of the event shall be kept in the

resident's record. ‘

K. Prescription medication, other than blister '

packs and unit dose containers, shail 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 doecumented by the staff that
assisted with the medication delivery.

M. The facility shall report all medication errors to

 the physician, documentation of medication
errors and the prescriber's response shall be kept
in the resident's record,

‘ N. The facility shall develop and follow a written
policy for unused. outdated, or recalled
medications kept in the 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]
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This REQUIREMENT is not met as evidenced {
by:
78235 ‘

Based on record review and interview the facility
failed to ensure for 2 (R#s 2 and 9) of 2 (R#s 2
and 9) residents whose Medication Admission
Records (MARs) were reviewed for compliance
that medications listed on the MARs were being
given as written on the MAR.

This deficient practice could likely result in the |
residents being at risk of harm or iliness, if

medications are not given as ordered by the ‘
physician and adverse reactions and offhealth I
complications occur. ’

The findings are:
Findings related to R #2:

A. Record review of a Complaint Intake #60875
dated 08/15/22, revealed, that ihe complainant
reported that R #2 did not receive) orning
medication at the correct time on /22.

B. Record review of the Medication
| Administration Record (MAR) shows that on

08/09/22. R #2 was giver—
t 2:26 am, and not at

:00 am. It is to be given
one (1) tablet by mouth every day before a meal.

C. On 09/07/22 at 2:00 pm, during an inlerview
with the Administrator, she confirmed that the
exceptions on the MAR do show medications that
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are late, early or if they are refused or if another
exception is given.

'D. On 09/07/22 at 2:22 pm, during an interview

with R #2, she confir she
| receiv at 2:26
| am, instead of 6.00 am, befor; morning meal.

E. Record review of R #9's August, 2022 MAR
revealed, that the ord atR

onday nesday, Thursday, Friday, and
Saturday at 1900 hours (Z; t

Miwn

F. Record review of R #9's August AR

very morning at 8:00
am, except for :

G. Record review of R #9's August, 2022 MAR

ident received
at the same time as the
on the following dates at 8:00 am:

1. Monday 08/01/22
| 2. Thursday 08/04/22
3. Sunday 08/07/22
4. Wednesday 08/10/22
5. Saturday 08/13/22
6. Tuesday 08/16/22
7. Friday 08/19/22
' 8. Monday 08/22/22
9. Thursday 08/25/22
| 10. Sunday 08/28/22
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11. Wednesday 08/31/22 l

H. Record review of R #9's MAR dated 09/01/22

% thru 09/08/22, revealed that the order on the MAR |
stated that R #9 was to be receivin
n Sunday,

Monday. Wednesday, Thursday, Friday, and

Saturday at 1900 hours (7:00 pm) and at least
4-6 hours from receiving

1. Record review of R #9's MAR dated 09/01/22
l thru 09/08/22, revealed that the resident received | \
n the following |

days at 8:00 am:
1. Thursday 09/01/22

| 2. Friday 09/02/22
3. Saturday 09/03/22
4. Sunday 09/04/22

1 5. Monday 09/05/22

| 6. Tuesday 09/06/22
7. Wednesday 09/07/22
8. Thursday 09/08/22

J. Record review of R #9's MAR dated 09/01/22
_thru 09/08/22, revealed that the resident received ‘
t the same time as the ‘
tes at 8:00 am:

| e following
1. Saturday 09/03/22
i 2. Tuesday 09/06/22

K. On 09/09/22 at 11:32 am, during an interview
with the Administrator, she confirmed that that R
| #9 was not being give las ordered by
' the physician.
|

L. On 09/09/22 at 11:50 am, during an interview
| with DCSAM #s 2 and 5, they confirmed that R #9

| was getting_nedication in the
mornings daily, instead of following the current

~ physician's orders as stated on the August and
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September 2022 MARS and stated "maybe that is
wh eeps running out."
M. On 09/09/22 at 2:00 pm, during an interview
with the Administrator. she confirmed that the last
refill of R #9'-rmly contained 24 pills, but
| was signed in as receiving 30 pills. The
Administrator stated
often R #9 ha "
A065 7 NMAC 8.2.65 Fire Drills A 065 A 065 7 NMAC 8.2.65 Fire Drils | sy
1.Facilitys Maintenance Director will have an
. - arientation on Fire safety and evacuation process
’ FIRE ‘DRILL.S. Al facilities shall conduct monthly upon move in with resident. Record of this will be f
' five drills which are to be documented. kept in residents personal file. Monthly resident
A. There shall be at least one (1) documented fire meeting will include an overview of the Fire and i
drill per month and at a minimum, one Safety and evacuation process with all residents.
documented fire drill each eight (8) hours (day, gzﬁm?e’ﬂaﬁgl::g; eD\::‘c‘i::‘;'m" dclzl';d\:;:\ .
i evening, night) per quarter that employs the “s‘,’ staff, rotating through each shift. Residents will
of the fire alarm system or the detector system in be encouraged to participate in fire drills and
the facility. practice evacuations will take place according to
f 8. A record of the monthly fire drilis shalf be floors. Record gf all Fire Drills wil! be kept in f
maintained on file in the facility and readily léﬂamter:ancgi lzgectzrsla °'ﬁ‘?ﬁ ::3 l:(ll'e‘saffety znd
. ; ; . vacuation Binder. A log wi ept of eac
avalable. Fire dril re_cords shall show: active participants name of the day of and time of !
(1) the date of the dfill, fire drill.
| (2) the time of the drill; 3.Facility has eliminated the use of Agency staff ‘
(3) the number of staff participating in the drill: as of 11/1/2022.
' {4) any problem noted during the drill: and ’
(5) the evacuation time in total minutes.
| C.If applicable, the local fire department may be :
requested to supervise and participate in fire J
drills.
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(7.8.2.65 NMAC - Rp, 7.8.2.65 NMAC,
01/15/2010]

This REQUIREMENT is not met as evidenced
by:
7.8.3658(3&5).

Based on record review and interview the facility

failed to ensure that the monthly fire drill records

included the following required information:

1. Evacuation time in total minutes.

2. The number of staff who participated in the the
drill.

This deficient practice could likely result in the
114 (R #s 1-114) residents identified on the
resident census provided by the Administrator on
08/30/22, to be at risk of harm, injury, or death if &
fire or other emergency that required evacuation
and:

1. The staff do not know how long it will take to
evacuated the residents from the facility.

2. If there are staff who do not know how to safely
evacuate the residents, because the facility is not
tracking which staff have participated in the
monthly drills.

The findings are:

A. Record review of the facility's Fire Drill
Reports dated 01/12/22 through 08/16/22,
revealed they did not include the following
required information:

1. 01/12/22 at 10:19 am. (Stated: drill was for
ally.

a. The Evacuation time in minutes (noted:.

stated “not time for yearly"-No evacuation
conducted).
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b. The number of staff who participated in the
drill.

2. 02/17/22 at 3:43 pm. (Stated: drill was for 1st ‘
floor Memory Care):
a. The evacuation time in minutes {noted: "not
time for yearly"-No evacuation conducted). \
b. The number of staff who participated in the
drill.
3. 03/18/22 at 1:08 am. (Stated: drill was for all):
a. The evacuation time in minutes (noted: “not
time for yearly"-No evacuation conducted). '
b. The number of staff who participated in the
drifl.
4. 04/14/22 at 9:45 am/ipm-unknown. (Stated: ‘
drill was for ail):
a. The evacuation time in minutes (noted: “not
time for yearly”-No evacuation conducted).
b. The number of staff who participated in the ‘
drill.
5. 05/03/22 at 1:30 am. (Stated: drill was for 1st
floor MC, pull station SW corner):

a. The evacuation time in minutes {noted: "not
time for yearly™-No evacuation conducted). |
b. The number of staff who participated in the

driil.
6. 06/23/22 at 6:30 pm. (Stated: drill was for 3rd
floor pull station):
a. The evacuation time in minutes (noted: "not f
time for yearly"-No evacuation conducted).
b. The number of staff who participated in the "
drill.
7.07/18/22 at 4:00 am. ({Stated drill was for all): |
a. The evacuation time in minutes (noted: "not
time for yearly"-No evacuation conducted).
b. The number of staff who participated in the
drill.
8. 08/16/22 at 11:00 am. (Stated drill was for
2nd floor):
a. The evacuation time in minutes (noted: "not
time for yearly"-No evacuation conducted).
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b. The number of staff who participated in the
drill.

B. On 08/31/22 at 2:45 pm, during an Interview
with the Maintenance Director. he confimed that
the Fire Drill Reports listed above did not include:

1. The evacuation time in minutes and stated
that the facility has not been doing evacuations
during the monthly fire drills, due to the
covid-pandemic.

2 The number of staff who participated in the
drills and stated that he has not been keeping
track of the names of the staff who participate in
the monthly fire drills and confirmed that the
agency staff are not trained in what to do if the
alarm goes off and if a fire or emergency occurs
that requires evacuation.
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