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325032 04/29/2026

Sandia Ridge Center 2216 Lester Drive NE
Albuquerque, NM 87112

F 0558

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

Reasonably accommodate the needs and preferences of each resident.

Based on observation and interview, the facility failed to provide snacks at night for all residents who
wanted an evening snack. This deficient practice is likely to cause resident to be at risk of
unnecessary hunger and frustration. The findings are: A. On 04/23/26 at 2:26 pm during observation
and interview, R #1 stated he would like snacks to be offered to him. He stated staff did not offer
snacks to him very often, and he would like them especially at night. R #1 stated he had to ask the
staff for a snack, and he has been told there is none. B. On 04/23/26 at 3:30 pm during observation,
the locked unit nourishment refrigerator contained a sandwich labeled with a resident's name and
dated 04/22/26. Further observation revealed some unlabeled and undated yogurts, sandwich items in
a white shopping bag, and two undated and unlabeled metal tumblers on the refrigerator door. C. On
04/23/26 at 3:32 pm during an interview, Registered Nurse (RN) #1 stated the snacks in the
refrigerator in the white shopping bag were for all residents that wanted a snack. D. On 04/25/26 at
9:43 am during an interview, Certified Nurse Aide (CNA) #1 stated there were not any snacks at night.
CNA #1 stated the concern was that the kitchen was locked at night, and there were not snacks for
the residents who wanted them or needed them due to diabetes. CNA #1 stated the snacks available
at night were five milk cartons, a few yogurts, and a few supplement shakes. The CNA stated she did
not think it was enough for all the residents that would like a snack. CNA #1 stated the staff would go
out and buy snacks to keep for those residents. E. On 04/27/26 at 5:00 pm during an interview, CNA
#2 stated they do not have many snacks to be delivered to the residents. The CNA stated there were
five shakes and four to five sandwiches available. CNA #2 stated there were about 22 residents in
each hall. CNA #2 stated they have requested more snacks. CNA #2 stated there were residents that
asked for snacks all the time, and sometimes staff will buy snacks at the vending machine in the
facility for the residents. F. On 04/27/26 at 5:35 pm during an interview, the Dietary Manager (DM)
stated he put snacks out three times a day. He stated the snacks were put out according to the
Registered Dietician's orders and not everybody got a snack. The DM stated it was based on
recommendations for weight gain or specific purposes. The DM stated snacks are not left in the
refrigerator for residents. The DM stated staff were not able to access the kitchen at night. G. On
04/28/26 at 12:49 pm during an interview, CNA #3 stated there were not enough snacks sent out
during snack times or on weekends. CNA #3 stated residents with labeled snacks get a snack. CNA #3
stated the other residents ask for snacks, and staff tell them there is not enough snacks for them. H.
On 04/28/26 at 2:19 pm during an interview, the Director of Nursing (DON) stated the kitchen used to
put out a lot of snacks, but they got left out. The DON stated the facility lost money, because they had
to throw away the left over snacks. The DON stated they put together a snack list, and they put out
snacks for those prescribed by the Registered Dietician. I. On 04/29/26 at 9:02 am during an
interview, the Activities Assistant (AA) stated residents asked her for snacks, because they know
where she kept them. The AA stated she gave snacks to whomever asked for them. The AA stated
the dietary department used to bring snacks for everyone and individual labeled snacks for residents
with an order. She stated the dietary department recently send out snacks only for the prescribed
resident snacks and did not send enough for everyone. The AA stated she will buy snacks to have on
hand for those residents wanting a snack.
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