
Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the 
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date 
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page 1  of      

325036 11/05/2025

Las Palomas Center 8100 Palomas Avenue NE
Albuquerque, NM 87109

F 0684

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

(continued on next page)

325036 4

02/05/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

325036 11/05/2025

Las Palomas Center 8100 Palomas Avenue NE
Albuquerque, NM 87109

F 0684

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interview, the facility failed to provide the highest level of care for 1 (R #1) of 8 (R #1, 2, 3, 
4, 5, 6, 7, 8) residents. The facility failed to provide consistent and adequate wound care (observation and 
care that promotes healing of wounds) to promote the healing of R #1's wounds. This deficient practice is 
likely to result in residents not receiving care that would promote the healing of resident's wounds. The 
findings are:A. Record review of R #1's face sheet dated 10/30/25 revealed he was admitted to the facility on 
[DATE] with multiple diagnoses including:Acute (sudden onset) Osteomyelitis (an infection of the bone) of 
the left ankle and foot.Cutaneous (skin) Abscess (infectious material that has accumulated in tissues of the 
body) of Left Foot.Diabetes (a chronic disease caused by failure of the body to control blood sugars) with 
Chronic Kidney Disease.End Stage Renal Disease (chronic, progressive disease of the kidneys).Further 
review revealed R #1 was discharged from the facility on [DATE] when he was discharged to hospital care.B. 
Record review of R #1's hospital discharge orders dated 09/29/25 revealed the following:Admit to Skilled 
Nursing Facility: Diagnosis Foot Ulcer (an open sore).Nursing Orders: Multiple wound care orders with 
instructions and directions to continue until discontinued. Wound Care team Eval (evaluate) and treat starting 
09/29/25. C. Record review of R #1's physician orders dated 10/30/25 revealed:10/09/25 An appointment to 
visit the provider of a local Podiatrist (a doctor who specializes in the care of feet and ankles) on 10/15/25.
10/15/25 An order to provide wound care to bilateral (both) heels-cleanse with Vashe (a wound cleaning 
solution), pat dry, apply Calcium Aliginate (a solution that promotes healing of wounds), cover with Optifoam 
(a soft protective wound covering) every day shift.There were no orders to monitor or provide wound care to 
any existing wounds entered before the date of 10/15/25. D. Record review of daily nursing care notes 
revealed the following:09/29/25 but dated 09/28/25 at 11:00pm stated:After hours telehealth (a visit with 
provider that occurs over the internet) consult. Medication list (with all medications and doses listed). 
Notation of Chief Complaints which includes Osteomyelitis of bilateral heels and skin notes that stated 
Bilateral heel ulcers with osteomyelitis noted. Management plan includes direction to follow specific wound 
care orders for bilateral heel ulcers.09/30/25 at 1:22 am a skilled nursing note that states Skin-skin warm & 
dry, skin color WNL (within normal limits). No other skin condition is described.09/30/25 at 5:58 pm a skilled 
nursing note that contains no comments of R #1's skin condition, wounds or wound care.10/02/25 at 5:57 pm 
a skilled nursing note that contains no comments of R #1's skin condition, wounds or wound care.10/03/25 at 
1:00 am provider encounter note that includes information of hospital care for left heel diabetic ulcer 
complicated by osteomyelitis which was treated by antibiotics (medications prescribed to treat infections) and 
debridement (a treatment that cuts dead skin from a wound area) on 09/21/25. The note indicates the 
provider met with resident at his bedside. The note contains no orders or plans for the treatment of left heel 
wounds and is signed by Physician Assistant (PA).10/03/25 at 1:51 pm a nursing note for Skin Issues that 
revealed a description of the left heel wound-no exudate (a fluid that seeps from an open wound), No odor, 
no Eschar (dead tissue) with measurement: Length-4.47 cm (centimeters) Width 2.82 cm Depth 0 area 8.41 
cm2 (square centimeters). The note further describes wound care provided 10/03/25 at 1:52 pm a skilled 
nursing note that stated-left heel diabetic foot ulcer. Wound present on admission. No special care is noted.
10/04/25 at 7:02 pm a skilled nursing note that stated-left heel diabetic foot ulcer. Wound present on 
admission. No special care is noted.10/05/25 at 4:11 pm a skilled nursing note that stated-left heel diabetic 
foot ulcer. Wound present on admission. No special care is noted.10/06/25 at 12:25 pm a skin check that 
stated-left heel diabetic foot ulcer. Wound present on admission. No completed clinical suggestions are 
provided.10/07/25 at 11:25 am a skilled nursing note that stated-left heel diabetic foot ulcer. Wound present 
on admission. No special care is noted.10/08/25 at 1:00 am a provider encounter note which included 
medication review, skin-+ foot wounds and bilateral feet in clean and dry dressings/bandages. the note 
contains no orders to monitor or provide wound care.10/10/25 at 1:00 am a provider encounter note which 
included medication review, bilateral feet wrapped in kerlix (a stretchable soft bandage strip)-Left heel with 
minimal soaked through.10/10/25 at 1:53 pm a note for skin issues that revealed a description of the left heel 
wound-no exudate (a fluid that seeps from an open wound), No odor, no Eschar (dead tissue) with 
measurement: Length-4.87 cm (centimeters) Width 4.11 cm Depth 0 area 14.58 cm2. The note further 
describes wound care provided. 10/10/25 at 4:43 pm a skilled nursing note that stated left heel diabetic foot 
ulcer. Wound present on admission. No special care is noted.10/12/25 at 1:24 pm a skilled nursing note that 
stated left heel diabetic foot ulcer. Wound present on admission. No special care is noted.10/13/25 at 10:22 
am a skin check note that stated-Progress improving, wound present on admission, signs or symptoms of 
infection none, measurements not documented. 10/15/25 at 1:00 am a provider encounter note revealed he 
(R #1) was evaluated ay a podiatrist today who reportedly advised immediate transfer to the emergency 
department for potential amputation due to exposed bone.10/15/25 at 9:57 am a nursing note that 
stated-(name of R #1) returned from his appointment at (name of podiatrist clinic and Doctor of Podiatry 
Medicine). It was recommended R #1 go to hospital emergency department for his foot wounds.A late note 
dated 09/30/25 at 2:13 pm but entered sometime 10/15/25 which states resident (R #1) refused skin check 
by this writer. E. Record review of Doctor of Podiatry (DPM) visit dated 10/15/25 revealed provider notes to 
transfer R #1 to local hospital today and signed by the DPM.F. Record review of R #1's Treatment 
Administration Record (TAR) dated September 2025 contained no documentation of any wound care order 
or any wound care provided on 09/30/25. G. Record review of R #1's TAR dated October 2025 contained no 
documentation of any wound care order or any wound care provided until 10/15/25. Further review of the 
TAR revealed that Licensed Practical Nurse (LPN) #1 had documented care to R #1 on 10/02/25, 10/03/25, 
10/04/25, 10/05/25, 10/10/25, 10/11/25, and 10/12/25.H. On 10/30/25 at 11:35 am during interview with R 
#1's sister, she stated she often visited R #1 while he was in the facility. She stated she did not see R #1's 
dressings to his left foot being changed until 10/03/25 when she was with a nurse who removed and 
replaced the dressing. She stated she had visited and believed R #1's dressings had not been changed and 
she asked nursing staff to perform dressing changes. She stated her brother R #1 had told her that he had 
also asked nursing staff on several times to change dressings on his feet. She stated when she would ask 
nursing staff to do dressing changes they would tell her they would do changes later. Sister stated that she 
had been notified on this day-10/30/25-that R #1's left foot was to be amputated today.I. On 10/30/25 at 1:32 
pm during interview with the facility Skin Treatment Nurse (STN) she stated she was present when R #1 was 
admitted on [DATE]. She stated she went to R #1 and asked to remove the dressings from his feet. She 
stated R #1 refused. She stated several days later-on 10/03/25-while family was present, she went to R #1 
and asked and was given permission to remove and measure his wound to his left heel. STN stated she 
removed the old dressing and measured the wounds then replaced the dressings with what she thought was 
appropriate to meet his needs. STN stated she went to R #1 on 10/10/25 and performed the same wound 
care to his left foot. STN stated that on 10/15/25, R #1 went to a scheduled podiatrist appointment and when 
he returned, he had notes from the podiatrist to be transferred to the hospital emergency room to have his 
left heel assessed. STN stated she entered an order on 10/15/25 to do wound care and she marked his TAR 
stating she had done wound care. STN reviewed R #1's provider notes and confirmed there were no orders 
to provide wound care. She stated she assessed the wound both times but did not check for and did not 
enter orders to provide wound care to R #1's left heel. STN further stated there was no documentation of R 
#1's TAR that she had completed wound care on 10/03/25 or on 10/10/25. J. On 10/30/25 at 1:54 pm during 
interview with LPN #1 he stated he was an LPN and had provided care to R #1 on multiple days when R #1 
was a resident. He stated that he provided wound care to residents as ordered and as indicated by resident's 
TAR. LPN #1 stated that if there was no provider order and if there was no indication in the TAR, then he 
would not provide wound care. LPN #1 then reviewed R #1's provider orders and TAR for the month of 
October 2025. He acknowledged there was no provider order to complete wound care and there was no TAR 
notation to document wound care being done. LPN #1 stated he was aware of R #1's wounds and was sure 
that he had provided wound care but could not explain how and could not provide documentation that he had 
completed wound care. K. On 11/03/25 at 10:30 am during interview with DPM he stated he recalled R #1 
and his visit. He stated he saw R #1 to review wounds to his right and left heels. DPM stated that when he 
removed the dressing from R #1's left foot he saw a wound that in his opinion was neglected, untreated and 
required greater care than he could provide in his office. DPM stated he contacted the facility and directed 
that R #1 should be transferred to a local hospital emergency room immediately for his left foot to be 
evaluated and treated. He stated he later learned that R #1's left foot had been amputated. L. Record review 
of R #1's hospital record dated 10/31/25 revealed documentation that on 10/30/25 R #1's left foot leg was 
amputated below the knee. On 11/03/25 at 5:03 pm the facility was notified of a finding of Immediate 
Jeopardy (IJ). On 11/04/25 at 3:28 pm an acceptable plan of removal was submitted with the following 
evidence of Past Non-compliance:Corrective Action/IdentificationAll residents have the potential to be 
affected by this alleged deficient practice. The following measures and monitoring will be completed by 
10/22/2025. On 10/22/2025 the center initiated a new admit audit to ensure all tasks and admissions items 
and will confirm any outstanding items as complete during the stand down process. 10/22/2025 QAPI was 
performed as an education piece and update to wound care order verification process. In attendance were 
the reviewer of all new admit orders [NAME] LPN unit manager. [NAME] unit manager, [NAME] director of 
nursing, [NAME] treatment nurse, [NAME] SHTL, [NAME] admissions director, [NAME] Administrator to 
educate the team on the new clinical review protocol. admission is to notify the IDT team that a resident is 
admitting with wounds. Unit manager and or designee will review the orders with the provider. If the wound is 
to be thought that an admitting wound is considered complex or needs additional oversight the NExcell 
provider will be contacted. Weekly wound care meeting will be held by the IDT team to ensure genesis 
process is followed and all orders are entered timely, appropriately, updated care plan, accurate care plan, 
pictures taken with the swift phone.This is to ensure that all individuals involved have an awareness of the 
resident that is being admitted and what is needed before and during their stay in the center. On 10/22/2025 
and 10/30/25, a whole house skin sweep audit was conducted to identify any undocumented wounds, On 
10/22/25 and 10/29/2025, all treatment orders were confirmed to be in place and accurate 10/22/2025, 
10/29/25 all care plans were audited and accurate per wound orders Starting on 10/31/2025 direct care staff 
were re-educated on Wound Documentation and inputting orders upon admission.Systemic Measures 
Starting 10/30/2025 the Center Nurses will be re-educated on the following areas by the Nurse 
Educator/Designee. Nurses will be re-educated on completion of skin assessments weekly per schedule. 
Nurses will be educated on their responsibility with communication with management and provider for the 
change in condition process/documentation when a resident is having a change in condition (including new 
or worsening wounds). On 10/30/2025 Nurses will start to be educated on Genesis wound processes which 
include the DIMES, timely and accurate identification and documentation for wounds/wound changes, 
change in condition process, and appropriate treatment/intervention implementation upon identification of 
new or worsening wounds. CNA's will be educated on the change in condition process for CNA's (including 
skin changes) and stop and watch.As of 10/31/2025 100% of available staff have been educated on these 
processes. Any staff member that has not been scheduled, on leave of absence (FMLA), vacation, or PRN 
staff will be educated prior to returning to their next shift. Quality Assurance & MonitoringThe Director of 
Nursing/Designee will audit education sign-off sheets to ensure that all nursing staff receive the education 
mentioned above. The Director of Nursing/Designee will conduct 5 random audits of Residents that have 
wounds for skin assessment, order accuracy and for wound care process abidance. This will be audited 
weekly for 12 weeks.An Ad Hoc QAPI Meeting was held on 10/22/2025 to approve the above plan.The 
DON/designee and the Administrator/designee will bring the results of the audits to the QAPI committee for 
tracking, trending and further recommendations to ensure compliance with the plan. The audits will be 
brought to the QAPI committee for 3 months. The Administrator will oversee the QAPI committee.The Plan of 
Removal was approved on 11/04/25. The Immediate Jeopardy was removed as of 10/31/25 and the scope 
and severity was reduced from J to D.The POR was verified as follows:Record review confirmed full house 
audit of all residents to identify any wounds. On 11/05/25 at 11:00 am the Plan of Removal was verified when 
LPN #1, 2, 3 and Registered Nurse (RN) #1 each interviewed and stated they had been provided training on 
10/31/25 which included reviewing all admitting orders for all residents, verifying the admitting orders with the 
facility provider and entering the admitting orders in each resident's EMR. All four nurses confirmed their 
training included monitoring all residents for daily wound care orders completing wound care orders and then 
documenting wound care. The STN reported she had been provided training on 10/31/25 to monitor all 
residents with wounds review all resident's wound care orders and document all wound care provided. 
Certified Nurse's Aides #1 and 2 were interviewed and each confirmed they had been trained on 10/31/25 to 
observe all residents and note any new or old wounds and to document in each resident's EMR their 
observations and report to the assigned nurse, their observations of any changes in resident skin conditions. 
The facility nurse educator was interviewed and confirmed she had met with all nursing staff and trained 
them on 10/31/25 as to the requirements of the Plan of Removal.The facility administrator was interviewed 
and confirmed that the plan of removal had been reviewed by the facility Quality Assurance and Performance 
Improvement (QAPI) (a group of facility leaders who review the performance of the facility and staff and 
determine areas that could be improved) team on 10/22/25 and the changes were now included in the QAPI 
review.
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Ensure the resident's doctor reviews the resident's care, writes, signs and dates progress notes and orders, 
at each required visit.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interview the facility failed to assure that the physician/provider reviewed and entered all 
orders for 1 (R #1) of 1 (R #1) resident when the provider failed to review and enter an order upon admission 
to provide wound care. This deficient practice is likely to result in residents not having adequate review and 
submission of treatment and medication orders resulting in less-than-optimal care. The findings are: A. 
Record review of R #1's face sheet dated 10/30/25 revealed he was admitted to the facility on [DATE] with 
multiple diagnoses including:Acute (sudden onset) Osteomyelitis (an infection of the bone) of the left ankle 
and foot.Cutaneous (skin) Abscess (infectious material that has accumulated in tissues of the body) of Left 
Foot.Diabetes (a chronic disease caused by failure of the body to control blood sugars) with Chronic Kidney 
Disease.End Stage Renal Disease (chronic, progressive disease of the kidneys).Further review revealed R 
#1 was discharged from the facility on [DATE] when he was discharged to hospital care.B. Record review of 
R #1's hospital discharge orders dated 09/29/25 revealed the following:Admit to Skilled Nursing Facility: 
Diagnosis Foot Ulcer (an open sore).Nursing Orders: Multiple wound care orders with instructions and 
directions to continue until discontinued. Wound Care team Eval (evaluate) and treat starting 09/29/25. C. 
Record review of R #1's physician orders dated 10/30/25 revealed there were no orders to monitor or provide 
wound care to any existing wounds until [DATE]. D. On 11/04/25 at 9:40 am during interview with Physician 
Assistant (PA) she stated she could recall R #1 and could recall that he had multiple medical problems. PA 
could recall that R #1 had wounds to his heels that required treatment. PA stated she was unaware that R #1 
had no orders to provide wound care from the day of his admission on [DATE] until [DATE] when he was 
discharged . PA stated that normally the facility nurses would contact her with a new admission and review 
all admitting orders and then place orders as approved by her. PA stated that she could not recall if she was 
contacted about R #1's admission. PA further stated that between 09/30/25 and 10/15/25 she had visited 
and assessed R #1 several times. She could not recall reviewing his orders but she believed that R #1 did 
receive wound care and dressing changes to his heels during his stay. On 11/03/25 at 5:03 pm the facility 
was notified of a finding of Immediate Jeopardy (IJ). On 11/04/25 at 3:28 pm an acceptable plan of removal 
was submitted with the following evidence of Past Non-compliance:Corrective Action/IdentificationAll 
residents have the potential to be affected by this alleged deficient practice. The following measures and 
monitoring will be completed by 10/22/2025. On 10/22/2025 the center initiated a new admit audit to ensure 
all tasks and admissions items and will confirm any outstanding items as complete during the stand down 
process. 10/22/2025 QAPI was performed as an education piece and update to wound care order verification 
process. In attendance were the reviewer of all new admit orders [NAME] LPN unit manager. [NAME] unit 
manager, [NAME] director of nursing, [NAME] treatment nurse, [NAME] SHTL, [NAME] admissions director, 
[NAME] Administrator to educate the team on the new clinical review protocol. admission is to notify the IDT 
team that a resident is admitting with wounds. Unit manager and or designee will review the orders with the 
provider. If the wound is to be thought that an admitting wound is considered complex or needs additional 
oversight the NExcell provider will be contacted. Weekly wound care meeting will be held by the IDT team to 
ensure genesis process is followed and all orders are entered timely, appropriately, updated care plan, 
accurate care plan, pictures taken with the swift phone.This is to ensure that all individuals involved have an 
awareness of the resident that is being admitted and what is needed before and during their stay in the 
center. On 10/22/2025 and 10/30/25, a whole house skin sweep audit was conducted to identify any 
undocumented wounds, On 10/22/25 and 10/29/2025, all treatment orders were confirmed to be in place and 
accurate 10/22/2025, 10/29/25 all care plans were audited and accurate per wound orders Starting on 
10/31/2025 direct care staff were re-educated on Wound Documentation and inputting orders upon 
admission.Systemic Measures Starting 10/30/2025 the Center Nurses will be re-educated on the following 
areas by the Nurse Educator/Designee. Nurses will be re-educated on completion of skin assessments 
weekly per schedule. Nurses will be educated on their responsibility with communication with management 
and provider for the change in condition process/documentation when a resident is having a change in 
condition (including new or worsening wounds). On 10/30/2025 Nurses will start to be educated on Genesis 
wound processes which include the DIMES, timely and accurate identification and documentation for 
wounds/wound changes, change in condition process, and appropriate treatment/intervention 
implementation upon identification of new or worsening wounds. CNA's will be educated on the change in 
condition process for CNA's (including skin changes) and stop and watch.As of 10/31/2025 100% of 
available staff have been educated on these processes. Any staff member that has not been scheduled, on 
leave of absence (FMLA), vacation, or PRN staff will be educated prior to returning to their next shift. Quality 
Assurance & MonitoringThe Director of Nursing/Designee will audit education sign-off sheets to ensure that 
all nursing staff receive the education mentioned above. The Director of Nursing/Designee will conduct 5 
random audits of Residents that have wounds for skin assessment, order accuracy and for wound care 
process abidance. This will be audited weekly for 12 weeks.An Ad Hoc QAPI Meeting was held on 
10/22/2025 to approve the above plan.The DON/designee and the Administrator/designee will bring the 
results of the audits to the QAPI committee for tracking, trending and further recommendations to ensure 
compliance with the plan. The audits will be brought to the QAPI committee for 3 months. The Administrator 
will oversee the QAPI committee.The Plan of Removal was approved on 11/04/25. The Immediate Jeopardy 
was removed as of 10/31/25 and the scope and severity was reduced from J to D.The POR was verified as 
follows:Record review confirmed full house audit of all residents to identify any wounds. On 11/05/25 at 
11:00 am the Plan of Removal was verified when LPN #1, 2, 3 and Registered Nurse (RN) #1 each 
interviewed and stated they had been provided training on 10/31/25 which included reviewing all admitting 
orders for all residents, verifying the admitting orders with the facility provider and entering the admitting 
orders in each resident's EMR. All four nurses confirmed their training included monitoring all residents for 
daily wound care orders completing wound care orders and then documenting wound care. The STN 
reported she had been provided training on 10/31/25 to monitor all residents with wounds review all 
resident's wound care orders and document all wound care provided. Certified Nurse's Aides #1 and 2 were 
interviewed and each confirmed they had been trained on 10/31/25 to observe all residents and note any 
new or old wounds and to document in each resident's EMR their observations and report to the assigned 
nurse, their observations of any changes in resident skin conditions. The facility nurse educator was 
interviewed and confirmed she had met with all nursing staff and trained them on 10/31/25 as to the 
requirements of the Plan of Removal.The facility administrator was interviewed and confirmed that the plan 
of removal had been reviewed by the facility Quality Assurance and Performance Improvement (QAPI) (a 
group of facility leaders who review the performance of the facility and staff and determine areas that could 
be improved) team on 10/22/25 and the changes were now included in the QAPI review.
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