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Initial Comments

The following deficiencies were cited during a
Revisit/Follow up survey completed on 09/04/19
for the state requirements of 7 NMAC 8.2,
Regulations for Assisted Living Facilities.

7 NMAC 8.2.16 Staff Qualifications

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. Multiple 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;

(5) be able to communicate with the residents in
the language spoken by the majority of the
residents;

(6) not work while under the influence of alcohol
or illegal drugs;

(7) have evidence of education and experience to
prove the ability to administer, direct and operate
an assisted living facility; the evidence of
education and experience shall be directly related
to the services that are provided at the facility;
(8) provide three (3) notarized letters of reference
from persons unrelated to the applicant; and

(9) comply with the pre-employment requirements
pursuant to the Employee Abuse Registry, 7.1.12
NMAC.

B. Direct care staff:

(1) shall be at least eighteen (18) years of age;
(2) shall have adequate education, relevant
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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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7.8.2.16 B (3) (7)

Referto 7.1.12 EMPLOYEE ABUSE
REGISTRY

7.1.12.8 REGISTRY ESTABLISHED; PROVIDER
INQUIRY REQUIRED: Upon the effective date of
this rule, the department has established and
maintains an accurate and complete electronic
registry that contains the name, date of birth,
address, social security number, and other
appropriate identifying information of all persons
who, while employed by a provider, have been
determined by the department, as a result of an
investigation of a complaint, to have engaged in a
substantiated registry-referred incident of abuse,
neglect or exploitation of a person receiving care
or services from a provider. Additions and
updates to the registry shall be posted no later
than two (2) business days following receipt. Only
department staff designated by the custodian
may access, maintain and update the data in the
registry.

A. Provider requirement to inquire of registry. A
provider, prior to employing or contracting with an
employee, shall inquire of the registry whether the
individual under consideration for employment or
contracting is listed on the registry.

B. Prohibited employment. A provider may not
employ or contract with an individual to be an
employee if the individual is listed on the registry
as having a substantiated registry-referred
incident of abuse, neglect or exploitation of a
person receiving care or services from a provider.
C. Applicant's identifying information required. In
making the inquiry to the registry prior to
employing or contracting with an employee, the
provider shall use identifying information
concerning the individual under consideration for
employment or contracting sufficient to
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reasonably and completely search the registry,
including the name, address, date of birth, social
security number, and other appropriate identifying
information required by the registry.

D. Documentation of inquiry to registry. The
provider shall maintain documentation in the
employee's personnel or employment records
that evidences the fact that the provider made an
inquiry to the registry concerning that employee
prior to employment. Such documentation must
include evidence, based on the response to such
inquiry received from the custodian by the
provider, that the employee was not listed on the
registry as having a substantiated
registry-referred incident of abuse, neglect or
exploitation.

E. Documentation for other staff. With respect to
all employed or contracted individuals providing
direct care who are licensed health care
professionals or certified nurse aides, the
provider shall maintain documentation reflecting
the individual's current licensure as a health care
professional or current certification as a nurse
aide.

F. Consequences of noncompliance. The
department or other governmental agency having
regulatory enforcement authority over a provider
may sanction a provider in accordance with
applicable law if the provider fails to make an
appropriate and timely inquiry of the registry, or
fails to maintain evidence of such inquiry, in
connection with the hiring or contracting of an
employee; or for employing or contracting any
person to work as an employee who is listed on
the registry. Such sanctions may include a
directed plan of correction, civil monetary penalty
not to exceed five thousand dollars ($5000) per
instance, or termination or non-renewal of any
contract with the department or other
governmental agency.
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[7.1.12.8 NMAC - N, 01/01/2006]

This is an uncorrected deficiency from survey
dated 04/09/19.

Based on record review and interview, the facility
failed to ensure that the Direct Care Staff (DCS):
1. Were cleared by the Employee Abuse
Registry (EAR) prior to hire.

2. Fingerprints and application were
submitted to Criminal History Screening Program
(CCHSP) within 20-days after hire.

This deficient practice has the potential for all 47
(R #s 1-47) residents identified on the census
provided by the Administrator on 09/04/19 to be
risk for injury or harm if the residents are being
provided care by staff who may have a prior
history of abuse, neglect or exploitation of
residents.

The findings are:

A. Record review of DCS #1's employee file (hire
date 07/08/19) revealed:

1. The EAR clearance was not received until
of 08/28/19.

2. No documentation that the
Application/Fingerprints were submitted to the
CCHSP within 20-day after hire.

B. On 09/04/19 at 8:10 am, during an interview
with the Administrator, she confirmed for DCS #1
that:

1. The EAR clearance was not received
08/28/19.

2. There was no documentation that the
Application/Fingerprints were submitted to the
CCHSP within 20-day after hire.
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ADMISSIONS AND DISCHARGE: The facility
shall complete an admission agreement for each
resident. The administrator of the facility or a
designee responsible for admission decisions
shall meet with the resident or the resident's
surrogate decision maker prior to admission. No
resident shall be admitted who is below the age
of eighteen (18) or for whom the facility is unable
to provide appropriate care.

A. Admission agreement. The admission

agreement shall include the following information:

(1) the parties to the agreement;

(2) the program narrative;

(3) the facility's rules;

(4) the cost of services and the method of
payment;

(5) the refund provision in case of death, transfer,
voluntary or involuntary discharge;

(6) information to formulate advance directives;
(7) a written description of the legal rights of the
residents translated into another language, if
necessary;

(8) the facility's staffing ratio;

(9) written authorization for staff to assist with
medications;

(10) notification of rights and responsibilities
pursuant to the Incident Reporting Intake,
Processing and Training Requirements, 7.1.13
NMAC;

(11) the facility ' s bed hold policy; and

(12) the admission agreement may be terminated
if an appropriate placement is found for the
resident, under the following circumstances:

(a) there shall be a fifteen (15) day written notice
of termination given to the resident or his or her
surrogate decision maker, unless the resident
requests the termination;

(b) the resident has failed to pay for a stay at the
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facility as defined in the admission agreement;
(c) the facility ceases to operate or is no longer
able to provide services to the resident;

(d) the resident ' s health has improved
sufficiently and therefore no longer requires the
services of the facility;

(e) termination without prior notice is permitted in
emergency situations for the following reasons:
(i) the transfer or discharge is necessary for the
resident's safety and welfare;

(ii) the resident's needs cannot safely be met in
the facility; or

(iii) the safety and health of other residents and
staff in the facility are endangered,;

(13) the facility shall provide a thirty (30) day
written notice to residents regarding any changes
in the cost or the material services provided; a
new or amended admission agreement must be
executed whenever services, costs or other
material terms are changed; and

(14) facilities representing their services as
specialized " must disclose evidence of staff
specialty training to prospective residents.

B. Restrictions in admission. The facility shall not
admit or retain individuals that require twenty-four
(24) hour continuous nursing care, refer to
Subsection U of 7.8.2.7 NMAC Definitions. This
rule does not apply to hospice residents who
have elected to receive the hospice benefit.
Conditions or circumstances that usually require
continuous nursing care may include but are not
limited to the following:

(1) ventilator dependency;

(2) pressure sores and decubitus ulcers (stage Il
or IV);

(3) intravenous therapy or injections;

(4) any condition requiring either physical or
chemical restraints;

(5) nasogastric tubes;
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(6) tracheostomy care;

(7) residents that present an imminent physical
threat or danger to self or others;

(8) residents whose psychological or physical
condition has declined and placement in the
current facility is no longer appropriate as
determined by the PCP;

(9) residents with a diagnosis that requires
isolation techniques;

(10) residents that require the use of a Hoyer lift;
and

(11) ostomy (unless resident is able to provide
self care).

C. Exceptions to admission, readmission and
retention. If a resident requires a greater degree
of care than the facility would normally provide or
is permitted to provide and the resident wishes to
be re-admitted or remain in the facility and the
facility wishes to re-admit or retain the resident.
The facility shall comply with the following
requirements.

(1) Convene a team, comprised of:

(a) the facility administrator and a facility health
care professional if desired;

(b) the resident or resident ' s surrogate decision
maker; and

(c) the hospice or home health clinician.

(2) The team shall jointly determine if the resident
should be admitted, readmitted or allowed to
remain in the facility. Team approval shall be in
writing, signed and dated by all team members
and the approval shall be maintained in the
resident's record and shall:

(a) be based upon an individual service plan
(ISP) which identifies the resident's specific
needs and addresses the manner that such
needs will be met;

(b) ensure that if the facility is licensed for more
than eight (8) residents and does not have
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complete fire sprinkler coverage, the facility shall
maintain an evacuation rating score of prompt as
determined by the fire safety equivalency system
(FSES);

(c) evaluate and outline how meeting the specific
needs of the resident will impact the staff and the
other residents; and

(d) include an independent advocate such as a
certified ombudsman if requested by the resident,
the family or the facility.

(3) The team recommendation shall be
maintained on site in the resident ' s file.

(4) When a resident is discharged, the facility
shall record where the resident was discharged to
and what medications were released with the
resident.

D. Coordination of care.

(1) Assisted living facilities shall have evidence of
care coordination on an ISP for all services that
are provided in the facility by an outside health
care provider, such as hospice or home health
providers.

(2) Residents shall be given a list of providers,
including hospice and home health if applicable,
and have the right to choose their provider. If
applicable, the referring party shall disclose any
ownership interest in a recommended or listed
provider.

[7.8.2.20 NMAC - Rp, 7.8.2.19 NMAC & 7.8.2.20
NMAC, 01/15/2010]

This REQUIREMENT is not met as evidenced
by:

7.8.2.20 A(5) (12)

Refer to Senate Bill (SB) 0335 - 2013

AN ACT RELATING TO HEALTH CARE;
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REQUIRING CONTRACTS FOR ASSISTED
LIVING FACILITIES TO CONTAIN A REFUND
POLICY UPON TERMINATION OF A
CONTRACT DUE TO THE DEATH OF THE
RESIDENT; PROVIDING FOR STORAGE OF A
RESIDENT'S BELONGINGS; DECLARING AN
EMERGENCY. BE IT ENACTED BY THE
LEGISLATURE OF THE STATE OF NEW
MEXICO:

SECTION 1. A new section of the Public
Health Act is enacted to read:

"ASSISTED LIVING FACILITIES
CONTRACTS--LIMIT ON CHARGES AFTER
RESIDENT DEATH.--

A. The contract for each resident of an
assisted living facility shall include a refund policy
to be implemented at the time of a resident's
death. The refund policy shall provide that the
resident's estate or responsible party is entitled to
a prorated refund based on the calculated daily
rate for any unused portion of payment beyond
the termination date after all charges have been
paid to the licensee. For the purpose of this
section, the termination date shall be the date the
unit is vacated by the resident due to the
resident's death and cleared of all personal
belongings.

B. If a resident's belongings are not
removed within one week of the resident's death
and the amount of belongings does not preclude
renting the unit, the facility may clear the unit and
charge the resident's estate for moving and
storing the items at a rate equal to the actual cost
to the facility, not to exceed ten percent of the
regular rate for the unit; provided that the
responsible party for the resident is given notice
at least one week before the resident's
belongings are removed. If the resident's
belongings are not claimed within forty-five days
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after notification, the facility may dispose of them.

C. For the purposes of this section,
"assisted living facility" means a facility required
to be licensed as an assisted living facility for
adults by the department of health."

SECTION 2. EMERGENCY .-t is necessary for
the public peace, health and safety that this act
take effect immediately.

This is an repeat deficiency from survey dated
04/09/19

Based on record review and interview, the facility
failed to ensure for 3 (R #'s 1-3) of 3 (R #'s 1-3)
residents whose Admission/Discharge
Agreements were reviewed for compliance that
they included the following information:

1. Arefund upon death policy that was in
compliance with NMAC 7.8.3.20 and Senate Bill
Senate Bill (SB) 0335 - 2013.

2. That the agreement may be terminated if
appropriate placement is found for the resident.

These deficient practices have the potential for all
residents to be at risk of:

1. The resident's estate not receiving a refund
of monies owed by the facility and not being
aware of charges/cost that maybe incurred after
the resident's death.

2. Being discharged before an appropriate
placement has been found.

The findings are:

A. Record Review of R #s 1-3's
Admission/Discharge Agreements revealed that
they did not include the following information:

1. Arefund upon death policy that was in
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STATEMENT OF DEFICIENCIES (X1) PROV DER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

(X2) MULT PLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

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 to 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
copy of the investigation report to the licensing
authority. A copy of the report and the
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
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compliance with the Regulations for Assisted
Living Facilities NMAC 7.8.2.20 and Senate Bill
(SB) 0335 - 2013.
2. That the admission agreement may be
terminated by the facility if an appropriate
placement is found.
B. On 09/04/19 at 8:05 am, during an interview
with the Administrator, she confirmed that the
Admission Agreements for R #s 1-3 were missing
the above listed information.
{A 032} 7 NMAC 8.2.32 Reporting of Incidents {A 032}
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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:
7.8232A(1)

7.1.13 INCIDENT REPORTING, INTAKE,
PROCESSING AND TRAINING
REQUIREMENTS

Refer to 7.1.13.7 W. & 8 B. (2)

W. "Reportable incident" means possible abuse,

neglect, exploitation, injuries of unknown origin
and other events including but not limited to falls
which cause injury, unexpected death,
elopement, medication error which causes or is
likely to cause harm, failure to follow a doctor's
order or an ISP, or any other incident which may
evidence abuse, neglect, or exploitation.

B. (2) Division incident report form and
notification by licensed health care facilities: The
licensed health care facility shall report incidents
utilizing the division's incident report form
consistent with the requirements of the division's
incident management system guide and CMS
regulations as applicable. The licensed health
care facility shall ensure that all incident report
forms alleging abuse, neglect, exploitation,
injuries of unknown origin or other reportable
incidents are submitted by a reporter with direct
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knowledge of an incident, are completed on the
bureau's incident report form and received by the
division within twenty-four (24) hours of an
incident or allegation of an incident or the next
business day if the incident occurs on a weekend
or a holiday. The licensed health care facility shall
ensure that the reporter with the most direct
knowledge of the incident assists with the
preparation of the incident report form.

This is an repeat deficiency from survey dated
04/09/19.

Based on record review and interview, the facility
failed to ensure that incidents of unusual
occurrence which has or could threaten the
health, safety, or welfare of the residents were
reported to the Licensing Authority within
twenty-four (24) hours or the next business day if
a holiday or weekend.

This deficient practice has the potential for all 47
(R #s 1-47) residents identified on the census
provided by the Administrator on 09/03/19 to be at
risk of harm, illness, injury if there is no oversight
by the Licensing Authority. The findings are:

A. Record review of the facility's internal incident
report dated 04/29/19 for R #4 stated that the
Direct Care Staff (DCS) was passing medications
to the residents when she found R #4 laying in
. closet on side. Resident complained of a
lot of pain in . Emergency
Medical Technicians (EMTs) were called and
transported resident to hospital. No
documentation was found that the incident was
reported to the Licensing Authority.

B. Record review of the facility's internal incident
report dated 08/31/19 for R #4 stated that the
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DCS gave R #4 a shower and was drying
resident's hair, resident fell, and hit the side of
R #4 had a big bump on the side of
EMT's were called and resident was
transported to the hospital. No documentation
was found that the incident was reported to the
Licensing Authority.

C. Record review of the facility's internal incident
report dated 05/12/19 for R #6 stated that DCS
heard someone yelling. DCS entered R #6's room
and found resident on the floor by. bed on
right side. Resident was bleeding from

EMT's came and checked orffjjffj however no
outcome was documented. No documentation
was found that the incident was reported to the
Licensing Authority.

D. Record review of the facility's internal report
dated 05/14/19 for R #7 stated that resident
walked into the dining room with blood on
clothes. DCS sat resident down on the chair to
see where blood was coming from. DCS got a
towel and placed it on the back of residents head.
EMT's were called and said resident had a

however no
outcome was documented. No documentation
was found that the incident was reported to the
Licensing Authority.

E. On 09/04/19 at 8:08 am, during an interview
with the Administrator, he confirmed that the
above incidents for R #s 4, 6 & 7 had not been
reported to the Licensing Authority.

7 NMAC 8.2.55 Toilet and Bathing Facilites

TOILET AND BATHING FACILITIES: Toilet and
bathing facilities shall be located appropriately to

{A 032}
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meet the needs of residents.

A. A minimum of one (1) toilet, one (1) sink and
one (1) bathing unit shall be provided for every
eight (8) residents or fraction there of.

(1) The facility shall provide at least one tub and
one shower or combination unit to allow for
residents bathing preference.

(2) Facilities with four (4) or more residents shall
provide a handicap accessible bathroom for
every thirty (30) residents that allows for a bathing
preference.

B. Facilities with four (4) or more residents must
comply with accessibility requirements for the
disabled.

C. Toilet, sink and bathing facilities shall be
readily available to the residents. No passage
through a resident room by another resident to
reach a toilet, bathing unit or sink facility shall be
permitted.

D. The combination type tub and shower shall be
permitted.

E. A facility with four (4) or more residents that
has live-in staff shall provide a separate toilet,
sink and bathing facility for staff.

F. Toilets, tubs and showers shall be provided
with grab bars.

G. Tubs and showers shall have a slip resistant
surface.

H. The floors of bathrooms and bathing facilities
shall have smooth, waterproof and slip-resistant
surfaces.

|. Toilet paper and soap shall be provided in each
toilet room.

J. The use of a common towel shall be prohibited.
K. Bathrooms and lavatories shall be cleaned as
often as necessary to maintain a clean and
sanitary condition.

[7.8.2.55 NMAC - Rp, 7.8.2.56 NMAC,
01/15/2010]
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This REQUIREMENT is not met as evidenced
by:
7.8.255A(1)

This is an repeat deficiency from survey dated
04/09/19

Based on observation and interview the facility
failed ensure that there was a working bathtub
available for use by the residents. This deficient
practice prevents for all 47 (R #s 1-47) residents
identified on the census provided by the
Administrator on 09/03/19 from having a choice
to take a bath instead of a shower. The findings
are:

A. On 09/04/19 at 3:50 pm, during observation of
the bath/shower room revealed that the newly
purchased bathtub:

1. Was not connected to the plumbing
system.

2. Did not have an independent water
source, controls, or a drain (blocked).

3. Was not caulked to the walls/floor.

B. On 09/04/19 at 3:55 pm, during an interview
with Direct Care Staff (DCS #2), she confirmed
the findings listed above for the bathtub.

7 NMAC 8.2.70 Incorporated and Related Rules
and Codes

INCORPORATED AND RELATED RULES AND
CODES: The facilities that are subject to this rule
are also subject to other rules, codes and
standards that may, from time to time, be
amended. This includes the following:

{A 055}
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A. Health Facility Licensure Fees and
Procedures, New Mexico Department of Health,
7.1.7 NMAC.

B. Health Facility Sanctions and Civil Monetary
Penalties, New Mexico Department of Health,
7.1.8 NMAC.

C. Adjudicatory Hearings for Licensed Facilities,
New Mexico Department of Health, 7.1.2 NMAC.
D. Caregiver's Criminal History Screening
Requirements, 7.1.9 NMAC.

E. Employee Abuse Registry 7.1.12 NMAC.

F. Incident Reporting, Intake Processing and
Training Requirements 7.1.13 NMAC.

[7.8.2.70 NMAC - N, 01/15/2010]

This REQUIREMENT is not met as evidenced
by:
78270DE

Referto 7.1.12 EMPLOYEE ABUSE
REGISTRY

7.1.12.8 REGISTRY ESTABLISHED; PROVIDER
INQUIRY REQUIRED: Upon the effective date of
this rule, the department has established and
maintains an accurate and complete electronic
registry that contains the name, date of birth,
address, social security number, and other
appropriate identifying information of all persons
who, while employed by a provider, have been
determined by the department, as a result of an
investigation of a complaint, to have engaged in a
substantiated registry-referred incident of abuse,
neglect or exploitation of a person receiving care
or services from a provider. Additions and
updates to the registry shall be posted no later
than two (2) business days following receipt. Only
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department staff designated by the custodian
may access, maintain and update the data in the
registry.

A. Provider requirement to inquire of registry. A
provider, prior to employing or contracting with an
employee, shall inquire of the registry whether the
individual under consideration for employment or
contracting is listed on the registry.

B. Prohibited employment. A provider may not
employ or contract with an individual to be an
employee if the individual is listed on the registry
as having a substantiated registry-referred
incident of abuse, neglect or exploitation of a
person receiving care or services from a provider.
C. Applicant's identifying information required. In
making the inquiry to the registry prior to
employing or contracting with an employee, the
provider shall use identifying information
concerning the individual under consideration for
employment or contracting sufficient to
reasonably and completely search the registry,
including the name, address, date of birth, social
security number, and other appropriate identifying
information required by the registry.

D. Documentation of inquiry to registry. The
provider shall maintain documentation in the
employee's personnel or employment records
that evidences the fact that the provider made an
inquiry to the registry concerning that employee
prior to employment. Such documentation must
include evidence, based on the response to such
inquiry received from the custodian by the
provider, that the employee was not listed on the
registry as having a substantiated
registry-referred incident of abuse, neglect or
exploitation.

E. Documentation for other staff. With respect to
all employed or contracted individuals providing
direct care who are licensed health care
professionals or certified nurse aides, the
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provider shall maintain documentation reflecting
the individual's current licensure as a health care
professional or current certification as a nurse
aide.

F. Consequences of noncompliance. The
department or other governmental agency having
regulatory enforcement authority over a provider
may sanction a provider in accordance with
applicable law if the provider fails to make an
appropriate and timely inquiry of the registry, or
fails to maintain evidence of such inquiry, in
connection with the hiring or contracting of an
employee; or for employing or contracting any
person to work as an employee who is listed on
the registry. Such sanctions may include a
directed plan of correction, civil monetary penalty
not to exceed five thousand dollars ($5000) per
instance, or termination or non-renewal of any
contract with the department or other
governmental agency.

[7.1.12.8 NMAC - N, 01/01/2006]

This is an repeat deficiency from survey dated
04/09/19.

Based on record review and interview, the facility
failed to ensure that the Direct Care Staff (DCS):
1. Were cleared by the Employee Abuse
Registry (EAR) prior to hire.

2. Fingerprints and application were
submitted to Criminal History Screening Program
(CCHSP) within 20-days after hire.

This deficient practice has the potential for all 47
(R #s 1-47) residents identified on the census
provided by the Administrator on 09/04/19 to be
risk for injury or harm if the residents are being
provided care by staff who may have a prior
history of abuse, neglect or exploitation of
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residents.
The findings are:

A. Record review of DCS #1's employee file (hire
date 07/08/19) revealed:

1. The EAR clearance was not received until
of 08/28/19.

2. No documentation that the
Application/Fingerprints were submitted to the
CCHSP within 20-day after hire.

B. On 09/04/19 at 8:10 am, during an interview
with the Administrator, she confirmed for DCS #1
that:

1. The EAR clearance was not received
08/28/19.

2. There was no documentation that the
Application/Fingerprints were submitted to the
CCHSP within 20-day after hire.
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