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{A000}| Initial Comments {A 000} The f.ollowmg plan of correction
is being submitted by The
The following deficiencies were cited during an Woodmark at Uptown, as .
onsite Revisit/Follow-up survey completed on mandated by the New Mexico
06/23/22 for the state requirements of 7 NMAC Department of Health.
8.2, Regulations for Assisted Living. However, this response is not
to be construed as an
{A 016} 7 NMAC 8.2.16 Staff Qualifications (aotey  [Admission of or agreement with

STAFF QUALIFICATIONS: A facility shall employ
staff with the following qualifications.

A. Administrator, director, operator: an assisted
living facility shall be supervised by a full-time
administrator. Multipie facilities that are located
within a forty (40) mile radius may have one
full-time administrator. The administrator shall:
(1) be at least twenty-one (21) years of age;

(2) have a high school diploma or its equivalent;
(3) comply with the requirements of the New
Mexico Caregivers Criminal History Screening
Act, 7.1.9 NMAC;

(4) complete a state approved certification
program for assisted living administrators;

(6) be able to communicate with the residents in

the findings and conclusions in
the Statement of Deficiencies.
Rather, it is submitted as a
confirmation of our ongoing
efforts to comply with all
statutory and regulatory
requirements. In this
document, we have

outlined specific actions in
response to each allegation or
finding.

A 016 - 7.8.2.16 Staff Qualifications
1. an audit of all current employee files
was completed on 7/12/2022 by BOM

the language spoken by the majority of the to ensure EAR, Employee Abuse 7/12/2022
residents; Report is available in each employee
(6) not work while under the influence of alcohol file
orillegal drugs;
(7) have evidence of education and experience to 2. An audit of current care staff files was
prove the ability to administer, direct and operate completed by 7/12/2022 by BOM to
an assisted living facility; the evidence of phsure i‘;‘;‘:;&%{fi‘;’?gﬁ"{g”i
education and experience shall be directly related file. Y ploy
to the services that are provided at the facility;
(8) provide three (3) notarized letters of reference A monthly audit of at least 10% of employee files
from persons unrelated to the applicant; and will be completed by the Business Office
() comply with the pre-employment requirements Manager to monitor the process is completed
pursuant to the Employee Abuse Registry, 7.1.12 Any discrepancies identified in audit will be
NMAC' ; reported to the Executive Director Audit results
B. Direct care staff. . ) will be reviewed at least quarterly in the
(1) shall be at least eighteen (18) years of age; . . .
(2) shall have adequate education, relevant community quality assurance meetings
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training, or experience to provide for the needs of
the residents;

(3) shall comply with the pre-employment
requirements pursuant to the Employee Abuse
Registry, 7.1.12 NMAC; and

(4) shall comply with the current requirements of
reporting and investigating incidents pursuant to
Incident Reporting, Intake Processing and
Training Requirements, 7.1.13 NMAC;

(5) if a facility provides transportation for
residents, the employees of the facility who drive
vehicles and transport residents shall have
copies of the following documents on file at the
facility:

(a) a valid New Mexico driver ' s license with the
appropriate classification for the vehicle that is
used to transport residents;

(b) documentation of training in transportation
safety for the elderly and disabled, including safe
vehicle operation;

(c) proof of insurance; and

(d) documentation of a clean driving record;

(6) any person who provides direct care who is
not employed by an agency that is covered by the
requirements of the Caregivers Criminal History
Screening Requirements, 7.1.9 NMAC, shall
provide current (within the last 6 months) proof of
the caregivers criminal history screening to the
facility; the facility shall maintain and have proof
of such screening readily available; and

(7) employers shall comply with the requirements
of the Caregivers Criminal History Screening
Requirements, 7.1.9 NMAC.

[7.8.2.16 NMAC - Rp, 7.8.2.16 NMAC,
01/15/2010]

This REQUIREMENT is not met as evidenced
by:
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7.82.16 B (7)

This is an uncorrected deficiency for survey dated
12/09/21.

7.1.9.8 CAREGIVER AND HOSPITAL
CAREGIVER EMPLOYMENT REQUIREMENTS:

D. Application: In order for a nationwide criminal
history record to be obtained and processed, the
following shall be submitted to the department on
forms provided by the department.

(1) A form containing personal identification which
has a photograph of the person and which meets
the requirements for employment eligibility in
accordance with the immigration and nationality
act as amended. A reasonable xerographic copy
of a drivers license photograph will suffice under
Subsection D of 7.1.9.8 NMAC.

(2) A signed authorization for release of
information form.

(3) Three (3) complete sets of readable
fingerprint cards or other department approved
media acceptable to the Department of Public
Safety and the Federal Bureau of Investigation
submitted using black ink.

(4) The fee specified by the department for the
nationwide and statewide criminal history
screening investigation shall not exceed
seventy-four ($74) dollars. Of which, twenty-four
($24) dollars shall be applied for the federal
bureau of investigation nationwide criminal history
screening, seven ($7) dollars shall be applied for
the statewide criminal history screening. The
remaining application fee shall be applied to
cover costs incurred by the Department to
support activities required by the Act and these
rules. The fees will not be applied to any other
activity or expense undertaken by the
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Department.

E. Fees: The federal bureau of investigation has a
mandatory processing fee with no exceptions. The
Department and Department of Public Safety
impose a state processing and administrative fee.
The fee payment must accompany the fingerprint
application, or otherwise be credited to the
department prior to or at the same time with the
department's receipt of the application
documents. The manner of payment of the fee is
by bank cashier check or money order payable to
the New Mexico Department of Health or other
method of funds transfer acceptable to the
department. Business checks will be accepted
unless the business tendering the check has
previously tendered a check to the department
unsupported by sufficient funds. Neither cash nor
personal checks will be accepted. The fee may

be paid by the care provider or by the applicant,
caregiver or hospital caregiver. The department
will set a fee in addition to the fees imposed by
Department of Public Safety and the Federal
Bureau of Investigation that will fully and
completely cover costs incurred by the
department to support activities required by the
act and these rules.

The fees will not be applied to any other activity or
expense undertaken by the department.

F. Timely Submission: Care providers shall submit
all fees and pertinent application information for all
individuals who meet the definition of an applicant,
caregiver or hospital caregiver as described in
Subsections B, D and K of 7.1.9.7 NMAC, no later
than twenty (20) calendar days from the first day
of employment or effective date of a contractual
relationship with

the care provider.

G. Maintenance of Records: Care providers shall
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maintain documentation relating to all employees
and contractors evidencing compliance with the
act and these rules.

(1) During the term of employment, care
providers shall maintain evidence of each
applicant, caregiver or hospital caregiver's
clearance, pending reconsideration, or
disqualification.

(2) Care providers shall maintain documented
evidence showing the basis for any determination
by the care provider that an employee or
contractor performs job functions that do not fall
within the scope of the requirement for nationwide
or statewide criminal history screening. A
memorandum in an employee's file stating "This
employee does not provide direct care or have
routine unsupervised physical or financial access
to care recipients served by [name of care
provider]," together with the employee's job
description, shall suffice for record keeping
purposes.

Based on record review and interview, the facility
failed to ensure that the Direct Care Staff (DCS)
had their applications and fingerprints for the
Caregivers Criminal History Screening Program
(CCHSP) submitted within 20 days of hire. This
deficient practice could likely negatively affect the
safety and welfare of the 104 (R #s 1-104)
residents identified on the census provided by the
Executive Director on 06/21/22, if residents are
being provided care by staff who may have a
previous criminal history.

A. Record review of DCS #4's employee file
(date of hire 09/28/11) revealed there was no
documentation that a CCHSP clearance has
been completed.
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B. On 06/21/22 at 2:25 pm, during an interview
with the Executive Director, he confirmed that
DCS #4 did not have documentation of a CCHSP
clearance being completed.
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