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Fort Bayard Medical Center 41 Fort Bayard Road
Santa Clara, NM 88026

F 0550

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Honor the resident's right to a dignified existence, self-determination, communication, and to exercise
his or her rights.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and interview, the facility failed to ensure a resident was treated with respect and
dignity for 1 (R #13) of 1 (R #13) resident reviewed for neglect when staff failed to stay with the
resident until she felt comfortable. This deficient practice could likely create a feeling of frustration,
anxiety, and disappointment. The findings are:A. Record review of the Facility's Initial Incident Report
dated 03/11/26, revealed R #13 needed her portable oxygen tank to be refilled. CNA #8 filled R #13's
oxygen tank and returned it to R #13. R #13 stated that the oxygen was not working properly. R #13
stated that CNA #8 left without ensuring that the oxygen was working properly. B. Record review of R
#13's admission record, no date, revealed R #13 was admitted to the facility on [DATE]. C. Record
review of R #13's nursing progress notes, dated 04/05/26, revealed R #13 passed away on 04/05/26.
D. On 04/08/26 at 11:39 AM, during an interview, CNA #8 stated R #13 had pushed her call light
because she was ready to go to an activity. CNA #8 stated R #13's portable oxygen tank needed to be
refilled. CNA #8 refilled R #13's oxygen and returned it to the resident. CNA #8 stated R #13 reported
that the oxygen was not flowing. CNA #8 stated she confirmed the oxygen was flowing. However, R
#13 was still insisting the oxygen was not flowing. CNA #8 stated she left R #13 to inform the nurse
that R #13 was concerned her oxygen was not flowing. CNA #8 stated that she did not return to the
resident's room after she spoke with the nurse to ensure the resident was comfortable and the issue
was resolved. E. On 04/08/26 at 1:42 PM, during an interview with the DON, she stated her
expectation is CNA #8 should have stayed with R #13 until she was comfortable that her oxygen was
flowing properly.

325120 1

06/25/2026




