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A16j 7 NMAC 8.2.16 STAFF QUALIFICATIONS
I
17.8.2.16 STAFF QUALIFICATIONS: A facility
I must employ staff that meet the following
qualifications:

A.
ADMINISTRATOR/DIRECTOR/OPERATOR:

(1) Be at least twenty-one (21) years of
age.

(2) Demonstrate basic respect for the
dignity of residents.

(3) Be financially solvent and have a
good credit history (credit reports must be
provided to verify this requirement).

(4) Be of good moral character.
Applicants must comply with the requirements of
the New Mexico Caregivers Criminal History
Screening Act.

(5) Be able to communicate with the
residents and other staff members in the
language spoken by the majority of the residents
and other employees.

(6) Have a high school diploma or its
equivalent.

(7) Be of sound mind, and not currently
dependent upon alcohol or illegal drugs.

(8) Have a proven ability to administer,
direct and operate an adult residential health
facility as demonstrated by education and/or work
experience and provide three notarized letters of
reference from persons unrelated to the applicant
sent with the application as a packet to the
Licensing Authority. The evidence of education
and experience must be detailed in either the
Application or a separate resume or curriculum
vitae.

B. DIRECT CARE STAFF
(1) Be of at least eighteen (18) years of

age.
I (2) Have adequate education, training,
: or experience to provide for the needs of the
I
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A161Continued From page 1

residents.
(3) Be physically, mentally, and

emotionally equipped to carry out responsibilities
of resident care, including not being currently
dependent upon alcohol or illegal drugs.
[5-26-72,9-24-76,7-11-86, 1-11-90,4-7-97,
5-28-99; 7.8.2.16 NMAC - Rn, NMAC 8.2.16,
8-31-00]
This REQUIREMENT is not met as evidenced
by:
Refer to 7.8.2.16(B)(2) - Training of Direct Care
Staff

Based on record review and interview, the facility
failed to ensure 100% of direct care staff files
reviewed (#5) had on-going, annual training to

I include:Abuse,NeglectandExploitation(Incident
IManagement), First Aid Training and Safe Food
! Handling.Thefindingsare:

A. On 5/16/07 at 4:30PM, review of employee
personnel files revealed the following: Staff #5's
file did not have documentation of Abuse, Neglect
and Exploitation Training (Incident Management),
First Aid Training and Safe Food Handling
Training.

B. On 5/16/07 at 4:45PM during the exit interview

I

with the executive director, she stated that
I trainingwouldbegiven.
I

A1917NMAC 8.2.19 ADMISSIONS

17.8.2.19 ADMISSIONS: No resident shall be
admitted or retained who is below the age of
eighteen (18) or for whom the facility is unable to
provide appropriate care. EXCEPTION: Maternity
Shelters may accept residents below the age of
eighteen (18).

A. ADMISSION INTERVIEW. The Director
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of the facility or a designee responsible for
admission and retention decisions, shall meet
with the resident or the resident's agent or
guardian, if the resident lacks decision-making
capacity, and shall provide the residentwith:

(1) The facility's program narrative.
(2) The facility's rules.
(3) The facility's admission agreement,

including costs and charges, refund provision,
and contract termination policies.

(4) The facility's bed hold policy.
(5) Information about the resident's right

under New Mexico Law to make decisions
regarding health care, including the right to make
advance directives.

(6) A written description of the legal
rights of the residents translated into another
~nguage, Wnecessa~.

(7) The facility's staffing pattern.
B. RESTRICTIONS ON ADMISSIONS:

Adult residential care facilities shall not admit or
retain individuals requiring continuous nursing
care. Conditions or circumstances that usually

I requirecontinuousnursingcare,mayinclude,but
not limited to the following:

(1) Ventilator dependency.
(2) Pressure sores where skin loss

penetrates beyond the skin, and into deeper
tissue or bone, which are classified as Stage III or
IV.

(3) Intravenous therapy or injections
directly into the vein.

(4) Airborne infectious disease, in a
communicable state, including tuberculosis, but
excluding infections such as the common cold.

(5) Any condition requiring either
physical or chemical restraints.

(6) Nasogastric tubes / gastric tubes.
(7) Tracheostomy care.
(8) Individuals presenting an imminent
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physical threat or danger to self or others.
(9) Individuals whose physician certifies

that placement is no longer appropriate.
C. ADMISSION/RETENTION

EXCEPTIONS: 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 to remain in
the facility, and the facility wishes to re-admitor
retain the resident, the facility must:

(1) Convene a team, comprised of:
(a) The facility director.
(b) The resident.
(c) The resident's agent, guardian or

surrogate decision maker.
(d) The resident's advocate, such as

the resident's case manager, Ombudsman, or
social worker.

(e) If the treating physician is unable to
meet with the team, then consultation and
recommendations via phone is acceptable.

(f) Other appropriate health care
professionals.

(2) The team shall jointly determine if the
resident should be admitted or allowed to remain
in the facility. The team must approve a individual
service plan that meets the specific needs of the
resident. Such team approval must be in writing,
signed and dated by all team members, must be
maintained in the resident's record, and must:

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

(b) Ensure that the facility has and will
maintain an evacuation rating of prompt or slow
as determined by the Fire Safety Equivalency
System (FSES).

(c) Be based upon an assessment of
the health, safety and well-being of the other
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facility residents.
(d) Assess the impact that meeting the

specific needs of the resident as set out in the
individual service plan will have on the staff and
on the other residents.

(3) Notify the Licensing Authority within
five (5) days of the completion of team approval.
Such notification of team approval must be
submitted in writing and include evidence of the
team's consideration of items 7.8.2.19C2(a)
through 7.8.2.19C2(d) above.
[9-24-76,7-11-86, 1-11-90,4-7-97;7.8.2.19
NMAC - Rn. 7 NMAC 8.2.19,8-31-00]

This REQUIREMENT is not met as evidenced
by:
Refer to 7.8.2.19(C)(1) - Admission/Retention

! Exceptions
I

IBased on record review and interview,the facility
failed to convene a team meeting for 1 of 23
residents who require care beyond that which is
offered by the facility (Resident #1).
The findings are:

A. On 5/16/07 during review of the resident
records, there was no documentation that a
comprehensive team meeting was held for
Resident #1 who receives Hospice services.

B. On 5/16/07 at 4:45PM during the exit interview
with the executive director, she acknowledged the
problem.

Refer to 7.8.2.19(C)(1)(e) - Ombudsman

Based on record review and interview, the facility
failed ensure that the New Mexico State

Division of Health Improvement
STATE FORM

I

ID
PREFIX

I TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

I (X5)
COMPLETE

DATE

I

A19

(D~ ~~~ .,oJ:\! ~ fWtjJi~
~,,~ , -tf.e-~ ~'-1 kill
~~ 1:it> ~ "Z-17&iIJ:=J-f( (~<!;~+

,jt I~ J)to~05)Y~ v-:~II f~V~GM...>j

fSl~V''!' d~~ (~i~6J.V~ i
- ~Vy:tJI- ~ . I

6899 OOCZ11 If continuation sheet 5 of 11



Division of Health Improvement

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDERlSUPPLIERlCLIA
IDENTIFICATION NUMBER:

NAME OF PROVIDER OR SUPPLIER

5810

PRINTED: 05/16/2007
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

A BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

05/17/2007

SIERRA VISTA RETIREMENT COMMUNITY

STREETADDRESS,CITY,STATE,ZIPCODE

402 EAST RODEO ROAD
SANTA FE, NM 87505

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

A191 ContinuedFrompage5

Ombudsman was part of a team meeting to
determine appropriateness of placement for an
admission/retention exception, requiring nursing
services for 1 of 23 residents (Resident #1).
The findings are:

A. On 5/16/07 at 8:00AM during review of the
resident records, there was no documentation
that the New Mexico State Ombudsman was part
of an interdisciplinary team meeting held
Resident #1 residing in the facility and who is
currently receiving the services of a nursing
agency.

B. On 5/16/07 at 4:45PM during the exit interview
with the executive director, she stated that she
would correct the problem.

Refer to 7.8.2.19(C)(3) - Notification of
Admission/Retention Exception to Licensing
Authority

Based on record review and interview,the facility
failed to submit care plans to the licensing
authority for admission/retention exceptions,

I requiring nursing services for 1 of 23 residentsI

(Resident #1).
The findings are:

A. On 5/16/07 at 8:30AM during review of the
resident records, there was no documentation
that the licensing authority had been notified of an
admission retention/exception meeting for
Resident #1.

B. On 5/16/07 at 4:45PM during the exit interview
with the executive director, she stated that she
would correct the problem.

I

Division of Health Improvement
5TATE FORM

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY) I

(X5)
COMPLETE
DATE

A19 ~'+- (i'nl~l.i,P6~ v-'~' \r':- CQ\"b.~:

6"t tfY --hdlK~ ~~\c5t- (;s,~k
~~S ~ u-,\1 ~ ~\~~I

~,~ ~(61~--\o ~~~
[

'

\fz,i~.:/ &otfW\(-e.-~ ~ It
@1$1'feVV\ v:;~\. be-'~~N:ReR -vJ~ \i\~
~ (J1II~~V\ \? ~ ~~~ ~.

,rJlA~ n.-~i)~ v3 ~{ ~-k...~ I

\J'MBAA~~ ~f(P(.-\v ~'r-.:i

j
'

~ ~'" "1i '"'II'.'.k<'~'&-«Ii<-
~ ~ CN\. Wee ~ .

."-\ "6 ~\C\~ ~ w,\\U,e./. .
\ n CD"'il\~ 611 lDl~ 61 l(j~ °-=rI

,

'tf~ CVArv:~ ~~N~~?~ ~r !

j~~:::-_(
,

~~~Jy..;j~ \ "VJ

,

~\ ~ J

,

'

~' -\t> ~ H~i~ af)~11
(.~76S'\r.NtI v.~~~"t ~ ~~HL

~~r f7i'1~'II-QG~M~'6~)'JL \S T
~f&~,~.. I

A\t~"-'?-~P\\~(~~ck~,,,),'\1 h~
a,\;. (~\'J Q:.tpHv,qi"* V~vo-\ '-"~Vl ,

~tluzJ u.."- f~ji~(. ~\~,~ \JJ.
I~(I

~ L?\;t,~ ~0-ft~ rv ~r-h~t1fl~l
C?\\ vJ~\~~,-!-.~ ~~11 cb~
. ,~ s.c.'nl~ ~~t.Q\H ~~!
\\c-v-<;;'y~~(~. .'

~-e('. (Jrrr';!! &\A.v.e-w- vJ/ \A~
\0Gi~\'~ 6~~l!n~'IS,.j
flC~ M ~Go~ Vv-oX.<.:..14?Y\.'-tI'
{Ctv,fL {>1Cl-vl-\e'f \\~. ~ ~ ~

-,\~ 'M(t1«Jt,r~11:M b,

6899 OOCZ11 If continuation sheet 6 of 11



Division of Health Improvement

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDERlSUPPLIERlCLIA
IDENTIFICATION NUMBER:

5810

PRINTED: 05/16/2007
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

05/17/2007

SIERRA VISTA RETIREMENT COMMUNITY

STREETADDRESS,CITY,STATE,ZIPCODE

402 EAST RODEO ROAD
SANTA FE, NM 87505

NAME OF PROVIDER OR SUPPLIER

(X4) ID !
PREFIX

ITAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

A661 7 NMAC 8.2.66 RELATED REGULATIONSAND
CODES

7.8.2.66 RELATED REGULATIONSAND
CODES: Adult residential care facilities subject
to these regulations are also subject to other
regulations, codes and standards as the same
may, from time to time, be amended as follows:

A. Health Facility Licensure Fees and
Procedures, New Mexico Department of Health 7
NMAC 1.7 (10-31-96).

B. Health Facility Sanctions and Civil
Monetary Penalties, New Mexico Department of
Health, 7 NMAC 1.8 (10-31-96).

C. Adjudicatory Hearings, New Mexico
Department of Health, 7 NMAC 1.2 (2-1-96).
[9-24-76,7-11-86, 1-11-90,4-7-97; 7.8.2.66
NMAC - Rn, 7 NMAC 8.2.66,8-31-00]
This REQUIREMENT is not met as evidenced
by:
Refer to NMAC 7.1.9.8 - Caregivers Criminal
History Screening Requirements (Effective
January 1, 2006) -All applicants to whom an
offer of employment is made must consent to a

I nationwide and statewide screening.

Based on record review and interview, the facility
failed to have documentation that direct care staff
had been cleared through the New Mexico
Caregivers' Criminal History Screening Program
for 1 of 1 (Staff #2) hired to function as a licensed
nurse for the facility.
The findings are:

A. On 5/16/07 at 4:LPM during record review,
New Mexico Caregivers' Criminal History
Screening Program (CCHS) clearance from
another facility was seen for Staff #2.

i B. On 5/16/07 at 4:45PM during interview with
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the executive director, she stated that she would
correct the problem.

Refer to NMAC 7.1.9.8(F) - Caregivers Criminal
History Screening Requirements (Effective
January 1, 2006) - Requirement of Timely
Submission of application for clearance no later
than 20 calender days from the first day of
employment

Based on record review and interview, the facility
failed to ensure timely submission to New Mexico
Caregivers' Criminal History Screening (CCHS)
Program for 1 of 1 direct care staff (Staff #2).
The findings are:

A. On 5/16/07 at 4:00PM during record review,
there was no evidence of timely submission of
the required information to the New Mexico
Caregivers' Criminal History Screening (CCHS)
Program within the 20 day required time frame for
Staff #2.

B. On 5/16/07 at 4:45PM during interview with
the executive director, she stated that she would
correct the problem.
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Refer to NMAC 7.1.12.8(a) Employee Abuse
Registry (Effective January 1, 2006) - Care
Provider requirement to inquire of registry
whether the individual under consideration for
employment is listed on the registry.

Based on record review and interview, the facility
failed to maintain documentation that the
Employee Abuse Registry (EAR) database was
checked for 4 of 4 staff whose files were
reviewed (Staff #1, Staff #2, Staff #3, Staff #4).
The findings are:

A. On 5/16/07 at 4:00PM during review of the
employee files, it was noted that direct care staff
(Staff #1, Staff #2, Staff #3, Staff #4) did not have
documentation of search on the registry using the
individual's identifying information.

B. On 5/16/07 at 4:45PM during interview with
the executive director, she stated that she would
correct the problem.

Refer to NMAC 7.1.13.10(C)(1)(a-f) Incident
Reporting, Intake, Processing and Training
Requirements (Effective date February 28, 2006)
- Incident Management System Training
Curriculum Requirements on incident policies and
procedures, timely reporting, unexpected deaths
and other reportable incidents.

Based on record review and interview, the facilityI I
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failed to ensure a curriculum for training on
abuse, neglect and misappropriation of property
was in place as set forth in the incident reporting,
intake, processing and training requirements for
100% of employee files reviewed (Employees #1,
#2, #3, #4). The findings are:

A. On 5/16/07 at 4:00PM during review of the
employee files it was noted the following required
training curriculum documentation was missing:
curriculum based on abuse, neglect and
exploitation, reporting requirements for 2007.

B. On 5/16/07 at 4:45PM during interview with
the executive director, she stated that she would
correct the problem.

Refer to NMAC 7.1.13.10(C)(2-3) Incident
Reporting, Intake, Processing and Training
Requirements (Effective date February 28, 2006)
- Requirement to train new employees within 30
days of hire and current employees within 90
days of the effective date of this ruling.

Based on record review and interview, the facility
failed to ensure required training was provided
within the time frames in the incident reporting,
intake, processing and training requirements for
100% of employee files reviewed (Employees #1,
#2, #3, #4).
The findings are:

A. On 5/16/07 at 4:00PM during review of
employee files, date authenticated training on
abuse, neglect and exploitation, reporting
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