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NAME OF PROVIDER OR SUPPLIER

BEEHIVE HOMES OF ENCHANTED HILLS

STREET ADDRESS, CITY, STATE, ZIP CODE

6336 ENCGHANTED HILLS BLVD
RIO RANCHO, NM 87144

STAFF TRAINING:

A. Training and orientation for each new
employee and volunteer that provides direct care
shall include a minimum of sixteen (16) hours of
supervised training prior fo providing
unsupetrvised care for residents.

B. Documentation of orientation and subsequent
trainings shall be kept in the personnel file at the
facility.

C. Training shali be provided at orientation and at
least twelve (12) hours annually, the orientation,
training and proof of competency shall include;
(1) fire safety and evacuation training;

(2) first aid;

(3) safe food handling practices {for persons
involved in food preparation), to include:

(a) instructions in proper storage;

(b} preparation and serving of food,

(c) safety in food handling;

(d) appropriate personal hygiene; and

(e) infectious and communicable disease control;
(4) confidentiality of records and resident
information;

(5) infection control;

(6) resident rights;

(7) reporting requirements for abuse, neglect or
exploitation in accordance with 7.1.13 NMAC,;

(8) smoking policy for staff, residents and visitors;
(9) methods to provide quality resident care;

{10) emergency procedures;

(11) medication assistance, including the
certificate of training for staff that assist with
medication delivery; and

(12) the proper way to implement a resident ISP
for staff that assist with 1SPs.

D. If a facility provides transportation to residents,
employees of the facility who drive vehicles and
transport residents shall have training in
transportation safety for the elderly and disabled,
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including safe vehicle operation. - .
[7.8.2.17 NMAC - Rp, 7.8.2.17 NMAC, An Taternad Audil of-
01/15/2010] Si—uf'c- -Ha’tnins Ciles
This REQUIREMENT is not met as evidenced will be Condud ed. Any
by: .
Refer to 7.8.2.17 - Staff Training Shuff Member lacking
Based on record review and interview, the facility v N'\'MS o7 hag kP """J
failed to ensure that 1 caregiver had updated . . ‘e
annual training, as required for 1 of 3 caregivers "“Vu-l"““j will receiv
(Caregiver #1, Caregiver #2 and'Caregiver #3). A
The findings are; vpdated Aveining.
. vielatd r
A. On 04/11/11 at 12:30 pm, during review of A fubare vieludion o
employee records, it was noted that Caregiver #1 5‘ ving w !
had outdated trainings documented in the training Qc ' '”] 'l: be
file. Documentation indicated that the e i Q by Cread
Abuse/Neglect Training was dated 11/2009, First ‘g ' ] ﬂj
Aid was dated 6/2008, Food Handling was dated N arntaim:
11/2008, Infection Control was dated 2009, and and Wi p Mg
Resident's Rights dated 6/2009. o Skt “‘ra.lw"ws
B. On 04/11/11 at 12:45 pm, during an interview, clred wle.
the Manager confirmed that the training was S
more than one year old. Tl‘\fb Uib\.w\r'l or will
. A Q70| 7 NMAC 8.2.70 Incorporated and Related Rules | A070 Ye co;fuLd |r-/
and Codes
sf2e( 2of].
INCORPORATED AND RELATED RULES AND / / {l
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. Health Facility Licensure Fees and
Procedures, New Mexico Department of Health,
7.1.7 NMAC.
B. Health Facility Sanctions and Civil Monetary
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Penalties, New Mexico Department of Health, ' ‘
TABNMAC. P inkernad Audy oF
C. Adjudicatory Hearings for Licensed Facilities,
New Mexico Department of Health, 7.1.2 NMAC. tMFl ojee Clear s ca
D. Caregiver's Criminal History Screening
Requirements, 7.1.9 NMAC., v e
E. Employee Abuse Registry 7.1.12 NMAC. letbays w e
F. Incident Reporting, Intake Processing and Al ¢
Training Requirements 7.1.13 NMAC. CMJ-M“(—J ‘
[7.8.2.70 NMAC - N, 01/15/2010] will be rq/,b“;,“l +o
This REQUIREMENT is not met as evidenced have & Clharance
by:
Refer to NMAC 7.1.9.8 - Caregivers Criminal | etler addressed to
History Screening Requirements (Effective
January 1, 2006) - All applicants to whom an Fae Leocnli Ly E-MP“"[“S
offer of employment is made must consent to a 7
nationwide and statewide screening. whe ol ok $he
Based on observations, record review and , THpRY
interview, the facility failed to have documentation Wl' 4s v
that direct care staff had been cleared through : lac - C
the New Mexico Caregivers' Criminal History Pri ncilo\c f face.
Screening Program (CCHSP) for 3 employees
{Caregiver #1, Caregiver #2, Caregiver #3) who Cotnn fvl- 7%} vl
was hired to be a caregiver to residents of the .
facility, as required. receive oy C._J,l sc-rm.mcﬁ-
The findings are: Q
A. On 04/11/11 at 11:30 am, during review of 4 '7“2“ ho alr Y
employee records, it was noted that Caregiver #1, Ve It Sce
with a hire date of 01/07/11 and who was . & '
currently employed by the facility did not have on .
file documentation of CCHSP nationwide (full) or ‘D"”" w vl Pm"“ ,r‘ a'l'
statewide (partial) screening clearance letter . Al » waill receivc
addressad to the current facility of employment 'H""f’ 'C""c“ \i L'l ‘
and conducted subsequent to hire within the o ?“,Liaj ar s-[..g.,{g_
required timeframes. Similarly, Caregiver #2, . ¢ h
with a hire date of 01/20/11 and who was S Creen iwﬁ. Twis
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A 070 | Continued From page 3 AOT0 teladiom will we
currently employed by the facility did not have on
file documentation of CCHSP nationwide or corrccted oy #/5(20 11
statewide screening clearance letter addressed to ' . . .
the current facility of employment and conducted Tle Cace lf(—-, will coudinue
subsequent to hire within the required ol s .
timeframes. Finally, Caregiver #3, with a hire lo JRo F“""L‘"‘ Cr et
date of 11/04/09 and who was currently employed . )
by the facility did not have on file documentation Sop Skl werking 1A
of CCHSP nationwide or statewide screening L
clearance letter addressed to the current facility v -H‘D(c,. echive
of employment and conducted subsequent to hire
within the required timeframes. LOC-C&“k S
B. On 04/11/11 at 1:30 pm, the Manager
acknowledged that Caregiver #1, Caregiver #2,
and Caregiver #3 did not have a clearance letter
from CCHSP on file at the facility with the current
facility's address indicating a current nationwide
or statewide screening.
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