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E 000 Initial Comments , { Eo00

. THIS FACILITY IS IN COMPLIANCE WITHTHE
| CONDITIONS OF PARTICIPATION FOR ': ] alth!
| INTERMEDIATE CARE FACILITIES FOR DHSR - Mental He :
| PERSONS WITH MENTAL RETARDATION

| FOUND AT 42 CFR 483,400 THRU 483.460 AND | _ JUN 112018
42 CFR 483,480 (GENERALHEALTH = :
REQUIREMENTS)." ° , L
E 004 | Develap EP Plan, Review and Update Annually E 004 Lic. & Cert. Section .

! CFR(s): 483.475(a)

.. kIThe {facility] must comply with all applicable '
‘Federal, Stale and local emergency E004
preparedness requirements. The [facility] must (0 / l(ol Z/
develop establish and malntain a comprehensive ; ; l
emergency preparedness program that meels the 5
requirements of thls saction.}

P

. The facllity will develop a

. (For hospitals at §482,15 and CAHs at . comprehensive emergency
§485.625(a)‘:] The [hospital or CAH) must comply ; preparedness plan that meets
i with all applicable Federal, State, and local :

{ emargency preparedness requirements. The

{ [hospital or CAH) must develop and malntain a

'the requirements including a risk

{ comprehensive emergency preparedness assessment. The plan will be

{ pragram that meets lhe requirsments of this : )
section, utllizing an ali-hazards approach. : reviewed at least annually and
include, but not be limited 1o, the following : emergency plan at least annually.
elements:] i : p : .
(a) Emargency Plan. The (tacliity] must develop : Qp/Program Manager will monitor
and maintain an emergency preparedness plan : monthly and update plan at least
that must be [reviewed], and updaled at least ; annually.

i annually.
* [For ESRD Facllitles at §404.62(a);} Emergency

Plan, The ESRD facility must develop and
maintain an emergency preparedness plan that

LABORATORY DIRECTOR'S OR PROVIDER/AUPPLIER REPRESENTATIVES SIGNATURE TIME * (XB}DATE
A L f,né;)w* o Cfuls

Any daficlancy s\alemod{ anding with an aslerisk M) der@s a deficiancy which the Institutlon may ba excused from cortecling providing it is determined that

other saloguarda provide sufficlent protection to the paligpts , (See Instrucllons,) Excapt for nursing homes, the findings alaled above are disclosable BO days
fallowing (he date of survey whathar or not a plan of corfectian la provided. For nursing hames, the abovs findings and plans of carrection are disclosabls 14
days followlng Ihe date theso dacumania era mada avallable (o the facillty. If deficlencles are cited, an approvad plan of corectlon Is retuisite to conlinued
program panicipation.
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E 004 Conlinued From page 1 E 004
{ must be levaluated], and updated al least
annually

Thts STANDARD s not met as evidenced by: !
. Based on Interview and record revisw, the facllity 5

fallad 1o ensure an acceplable risk assessment

{ was performed to address and Identify hezards
(e g. natural, man-made, facility, geographic, etc.)
£ in the facllity's emergency plan (EP), The finding
ls*

The EP risk assessment was not perfarmed.

i Review an 4/16/18 of facillty documents revealed
; the following: There was no risk assessment
completad lo address and identlfy hazards (e.g.
i natural, man-made, facillty, geographic, etc.) for
i i the facllity,

! Interviews on 4/16/18 with the gualifled
! intellectual disabllities professional (QIDP)
revealed he was not aware of the need to perform
a rlsi assessment.

Addmonal Interview via telephone with the facllity

: adminlstrator revealed the agency was not aware

: of what the actual structure of the EP of how it

: was (o be develaped, :
E 007 EP Program Patlent Population E 007i

CFR(s) 483.475(a)(3)

[(a) Emergency Pian. The [facllity] must develop :
; { and malntain an emergency preparedness plan
i that must be reviewed, and updated at least
annually The plan must do the following:]

(3) Address patient/cllent population, Including,
i but not limiled to, parsans at-risk; the type of :
: services the [facillty] has the abillly lo provide In :

: i i
1 ot ]
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E 007 ; Continued From page 2 E 007: ;
an emergency; and continulty of operations, EOO7
including delegatlans of autharlty and succession { ;
plans. | The facllity will develop a ;
*Nate: ["Persans at risk” does not apply to: ASC, i camprehensive emergency ‘1 ll(g\\%
hospics, PACE, HHA, CORF, CMCH, RHC, preparedness plan that meets
FQHC, or ESRO facilities.) i
This STANDARD Is nat met as evidenced by: the requirements including a risk
Based on Interview and record review, the facliity N .
falled ta ensure an acceptable risk assessment : assessment. The p!an will address the
was performed to address the needs of the . following: population served, type of |
population served In the facllity's emergency plan service provided, and ability to provide |
(EP). The finding s: service in the event of an emergency.
The EP risk assessment was not speclfic lo the i The plan will be reviewed at least
needs af the client population. i i annually and updated. Staff will be
Review on 4/16/18 of facliitly documents revealed Inserviced on the emergency plan at
the following: A tralning far fire and tarnado drllls i ; least annually. QP/Program Manager
and the evacuation procedures. There was no i will monitor monthly and update plan. |
rl?k assessment avallable specific to the al-risk ! at least annually. B
client population at the facliity. ’ .
Interviews (2) on 4/16/18 with the qualifled
Intellectual disabilities professional (QIDP) and
the facillty administralor (via phone) revealed they
were not aware of the risk assessment to address
the specific needs of the facllity population, .
E 013 | Development of EP Pallcles and Procedures E 013

CFR(s): 483.475(b)

{b) Policles and procedures. {Facllities] must
devslop and implement emergency preparedness
policles and procedures, based on the emergency
plan set forth In paragraph (a) of this sectlon, risk
assaessment at paragraph (a)(1) of this section,
and the cammunicatlon plan al paragraph (c) of
this saction, The policles and pracedures must be
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policles and procedures, based on (he emergency
plan set farth In paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this seclion. The policles and procedurss must
address management of medical and nonmedical
emergencles, Including, but not limiled to: Fire;
aquipment, power, or water failure; care-related
emergencies; and natural disasiers likely (o
threaten the health or safely of the pariiclpants,
staff, or the publle, The policies and pracedures
must be reviewed and updated at least annually,

*[For ESRD Facllities at §494.62(b):] Policles and
pracadures, The dialysis facility must develap and
Implement emergency preparednass policles and
procedures, based on the emergency plan sel
farth In paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of

 this seclion. The policles and procedures must be
i reviewed and updated at least annually. These

emergencles Include, but are not limlted la, fira,
equipment or power fallures, care-related
emergencles, waler supply Interruption, and
natural disaslers likely to accur in the facllity's
gsographic area.

This STANDARD Is not mel as evidenced by:
Based an Interview, the facility failed to develop
specific policles and procedures Lo address
emergency preparedness, considering risk
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E 013 ; Continued From page 3 E 013,
reviewed and updated at least annually. :
*Additional Requirements for PACE and ESRD
Facllitles:
*[For PACE at §460,84(b):] Palicles and
procedures, The PACE organization must
develop and implement emergency preparedness E0013

| assessment and Includes missing
clients/communication and identified

The facllity will develop and malntain an
emergency preparedness plan that s
reviewed and updated annually.

("“U\L\s

The facility will ensure that the planls
based on a community-based risk

‘ ¢ strategles for addressing Identified

i risks/client’s needs. Facllity will
Inservice staff on Identified emergency
preparedness plan, QP/Program

; Manager will monitor plan monthly to
ensure that the needs/strategies are
accurately Identifled and addressed.

H
)
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[(c) The [facility] must develop and maintain an
emargency preparedness communication plan
that complies with Federal, Stete and local laws
and must be reviewed and updated at least
annually.] The communication pian must include
all of the following:

(3) Primary and alternate means for
communicating with the following:

(1) [Faciiity] staff.

(Il) Federal, State, trlbal, regional, and local
emargency management agenclas,

*[For ICF/lIDs al §483,475(c):] (3) Primary and
alternate means for cammunicating with the

i ICF/ID's staff, Federal, State, tribal, reglonal, and
| local emergency manegement agencies,

This STANDARD s not met as evidenced by:
Based on documentation and interviews, the

{ facllity falled to develop an allernale means for
i communicating with facility staff, regianal and

¢ local governments during an emergency. The
Hinding ls:

The facllity falled to develop an allernate means
for cammunlcating with staff, regiana) and (ocal
i governments during an emergency.

FRIENDWAY GROUP HOME
Y GR GREENSBORO, NC 27408
(X410 SUMMARY STATEMENT OF DEFICIENCIES ! D PROVIDER'S PLAN OF CORRECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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E 013 Contlnued From page 4 E 013
assessment and thelr communication plan in !
case of an emergency evacuallon of the clients In i
the facllity. The finding Is!
During an interview on 4/16/18, with management
revealed they did not have policies and :
procedures specifically for the emergency :
preparedness pian, ’
E 032 | Primary/Alternate Means for Communication E 032!

The facility will develap and maintain an

.emergency preparedness plan that is

reviewed and updated annually. The
plan will address primary and alternate
means of communicating with staff,
emergency management agencies, and
oversight agencies, The facility will
identify primary and alternate means of
communication and inservice staff.
QP/Program Manager will monitor plan
monthly to ensure that the
needs/strategles are accurately
identified and addressed.

i

ol iy
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! (d) Training and testing. The [facility] must

i develop and mainlain an emergency

! preparedness tralning and testing program that Is
i based on the emergency plan set forth in

| paragraph (a) of this sectian, risk assessmaent at

i paragraph (a)(1) of this section, palicies and

: pracedures at paragraph (b) of this section, and

: the communication plan at paragraph (c) af this

: sactlon. The tralning and testing program must

. be reviewed and updated at least annuafly.

| *[For ICF/IiDs at §483.475(d):] Tralning and

; tesling. The ICF/IID must develop and maintain

, an emergency preparedness tralning and tesling
: program that Is based on the emergancy plan set
i farth in paragraph (a) of this section, risk

| assessment at paragraph (a)(1) of this secilon,

! pollcles and procedures at paragraph {b) of this

! section, and the communication plan at

: paragraph (c) of this section. The lraining and

; testing program must be reviewed and updated al
i least annually, The |CF/ID must mest the

: requirements for evacuation drills and tralning at
; §483,470(h).

i
¢

E036
i emergency preparedness plan that Is

i The facllity will ensure that the planis
i based on a community-based risk

' strategles for addressing identified
! risks/client’s needs. Facility wlll

. accurately Identifled and addressed.
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E 032 Continued From page 5 E 032
i Revlew on 4/16/18 of the facility's emergency
preparadness (EP) did not include any
! Infarmation regerding alternate means of i
i communication.
i During an Interview en 4/16/18, management
 revealed If the land fine phane and cell servica
i wera down there was not another way to
{ communicate during an emergency, ;
E 036 | EP Tralning and Testing E 036!

The facility will develop and maintain an lﬂ‘\b\\?

reviewed and updated annually.

assessment and includes missing
clients/communication and identifled

Inservice staff on identified emergency
preparedness plan. QP/Program
Manager will monitor plan monthly to
ensure that the needs/strategles are

v
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i *[For ESRD Facilllies at §494.62(d):] Training,

: lesting, and orlentation. The dialysls faclilty must
i develop and malntain an emergency

| preparednsss tralning, testing and patlent

{ orientation program that is based an the

' emergency plan set forth In paragraph (a) of this

; sectlon, risk assessment at paragraph {a)(1) of

: Ihis sectlan, policles and procedures at paragraph
i (b) of this section, and the communleation plan at
! paragraph (c) of this section. The tralning, testing
: and orlentallon program must be reviewed and

: updated at least annually.

- This STANDARD is not mel as evidenced by:

| Based on document review and interviews, the

: facllity falled \o develop an smergency
preparedness (EP) training and testing program.

: The finding Is:

The facility failed {o develop an EP training and
 testing program.

Raview on 41:1 6/18 of the facility's EP manual, it
- did not Include any Information on tralning or
! testing for the staff,

During an Interview on 4/17/18, staff revealed

! they had not been tested an the EP and they

i could only provide the training for fire and lomada
* drills. '

. During an interview on 4/16/18, the qualified
 Intellectual disabliilles professional (QIDP)

" i confirmed there was no documentation for staff
i tralning or tesing regarding the EP.
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