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E 032 Primary/Alternate Means for Communication

CFR(s): 483.475(c)(3)

[(c) The [facility] must develop and maintain an 

emergency preparedness communication plan 

that complies with Federal, State and local laws 

and must be reviewed and updated at least 

annually.] The communication plan must include 

all of the following: 

(3) Primary and alternate means for 

communicating with the following:

(i) [Facility] staff.

(ii) Federal, State, tribal, regional, and local 

emergency management agencies.

*[For ICF/IIDs at §483.475(c):] (3) Primary and 

alternate means for communicating with the 

ICF/IID's staff, Federal, State, tribal, regional, and 

local emergency management agencies.

This STANDARD  is not met as evidenced by:

E 032

 Based on documentation and interviews, the 

facility failed to develop an alternate means for 

communicating with facility staff, regional and 

local governments during an emergency.  The 

finding is:

The facility failed to develop an alternate means 

for communicating with staff, regional and local 

governments during an emergency.

Review on 8/13/18, of the facility's emergency 

preparedness (EP) did not include any 

information regarding alternate means of 

communication.

During an interview on 8/14/18, management 

revealed if the land line phone and cell service 

were down they did have any additional way to 

communicate during an emergency.
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E 037 EP Training Program

CFR(s): 483.475(d)(1)

(1) Training program. The [facility, except CAHs, 

ASCs, PACE organizations, PRTFs, Hospices, 

and dialysis facilities] must do all of the following:

(i) Initial training in emergency preparedness 

policies and procedures to all new and existing 

staff, individuals providing services under 

arrangement, and volunteers, consistent with their 

expected role.

(ii) Provide emergency preparedness training at 

least annually.

(iii) Maintain documentation of the training. 

(iv) Demonstrate staff knowledge of emergency 

procedures. 

*[For Hospitals at §482.15(d) and RHCs/FQHCs 

at §491.12:] (1) Training program. The [Hospital 

or RHC/FQHC] must do all of the following: 

(i) Initial training in emergency preparedness 

policies and procedures to all new and existing 

staff, individuals providing on-site services under 

arrangement, and volunteers, consistent with their 

expected roles.

(ii) Provide emergency preparedness training at 

least annually.

(iii) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency 

procedures.

*[For Hospices at §418.113(d):] (1) Training. The 

hospice must do all of the following: 

(i) Initial training in emergency preparedness 

policies and procedures to all new and existing 

hospice employees, and individuals providing 

services under arrangement, consistent with their 

expected roles. 

(ii) Demonstrate staff knowledge of emergency 

procedures.

E 037
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E 037 Continued From page 2 E 037

(iii) Provide emergency preparedness training at 

least annually.

(iv) Periodically review and rehearse its 

emergency preparedness plan with hospice 

employees (including nonemployee staff), with 

special emphasis placed on carrying out the 

procedures necessary to protect patients and 

others.

*[For PRTFs at §441.184(d):] (1) Training 

program. The PRTF must do all of the following: 

(i) Initial training in emergency preparedness 

policies and procedures to all new and existing 

staff, individuals providing services under 

arrangement, and volunteers, consistent with their 

expected roles.

(ii) After initial training, provide emergency 

preparedness training at least annually.

(iii) Demonstrate staff knowledge of emergency 

procedures.

(iv) Maintain documentation of all emergency 

preparedness training.

*[For PACE at §460.84(d):] (1) The PACE 

organization must do all of the following: 

(i) Initial training in emergency preparedness 

policies and procedures to all new and existing 

staff, individuals providing on-site services under 

arrangement, contractors, participants, and 

volunteers, consistent with their expected roles.

(ii) Provide emergency preparedness training at 

least annually.

(iii) Demonstrate staff knowledge of emergency 

procedures, including informing participants of 

what to do, where to go, and whom to contact in 

case of an emergency.

(iv) Maintain documentation of all training.
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E 037 Continued From page 3 E 037

*[For CORFs at §485.68(d):](1) Training. The 

CORF must do all of the following: 

(i) Provide initial training in emergency 

preparedness policies and procedures to all new 

and existing staff, individuals providing services 

under arrangement, and volunteers, consistent 

with their expected roles. 

(ii) Provide emergency preparedness training at 

least annually.

(iii) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency 

procedures. All new personnel must be oriented 

and assigned specific responsibilities regarding 

the CORF's emergency plan within 2 weeks of 

their first workday. The training program must 

include instruction in the location and use of 

alarm systems and signals and firefighting 

equipment.

*[For CAHs at §485.625(d):] (1) Training program. 

The CAH must do all of the following:

(i) Initial training in emergency preparedness 

policies and procedures, including prompt 

reporting and extinguishing of fires, protection, 

and where necessary, evacuation of patients, 

personnel, and guests, fire prevention, and 

cooperation with firefighting and disaster 

authorities, to all new and existing staff, 

individuals providing services under arrangement, 

and volunteers, consistent with their expected 

roles.

(ii) Provide emergency preparedness training at 

least annually.

(iii) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency 

procedures. 

*[For CMHCs at §485.920(d):] (1) Training. The 

FORM CMS-2567(02-99) Previous Versions Obsolete 5LO211Event ID: Facility ID: 956230 If continuation sheet Page  4 of 7



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  08/16/2018
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

34G337 08/14/2018
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

323 KING GEORGE ROAD
KING GEORGE GROUP HOME

GREENVILLE, NC  27834

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

E 037 Continued From page 4 E 037

CMHC must provide initial training in emergency 

preparedness policies and procedures to all new 

and existing staff, individuals providing services 

under arrangement, and volunteers, consistent 

with their expected roles, and maintain 

documentation of the training. The CMHC must 

demonstrate staff knowledge of emergency 

procedures. Thereafter, the CMHC must provide 

emergency preparedness training at least 

annually.

This STANDARD  is not met as evidenced by:

 Based on interview and record review, the facility 

failed to assure direct care staff were sufficiently 

trained on the facility's emergency plan (EP).  The 

finding is:

Staff had not received adequate training on the 

emergency plan (EP).

Review on 8/13/18 of facility documents revealed 

training inservice sheets  for direct care staff in 

regards to fire drills, disaster and EP training in 

November 2017. There were no additional 

training for EP after November 2017 available for 

review.

Staff interviews (2) on 8/14/18, revealed the 

following; staff were able to provide the 

procedures regarding fire drills and disaster drills; 

however, the staff could not provide specific 

details regarding evacuation sites, contact 

information and where they could find the 

concerning information the facility's EP program.

Interview on 8/14/18, with the qualified intellectual 

disabilities professional (QIDP) and management 

revealed they have not provided any additional 

training for direct care staff specific to the facility 's 
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E 037 Continued From page 5 E 037

EP after November 2017.

W 210 INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(3)

Within 30 days after admission, the 

interdisciplinary team must perform accurate 

assessments or reassessments as needed to 

supplement the preliminary evaluation conducted 

prior to admission.

This STANDARD  is not met as evidenced by:

W 210

 Based on record review and interview the facility 

failed to ensure the interdisciplinary team 

performed accurate assessments within 30 days 

after admission.  This affected 2 of 2 newly 

admitted audit clients (#3 and #6).  The findings 

are: 

1. Client #3 did not receive a occupational 

therapy (OT) or  a speech (SP) assessment in a 

timely manner.

Review on 8/14/18 of client #3's record revealed 

she was admitted into the facility on 9/11/17.  

Further review of client #3's record revealed an 

OT assessment dated 11/20/17.  Further review 

revealed a SP assessment dated 11/1/17.  No 

additional OT or SP assessments were available 

in the record. 

During an interview on 8/14/18, the qualified 

intellectual disabilities professional (QIDP) 

informed the surveyor, the OT and SP 

assessment were the only assessment for the 

client. However she was aware it was not 

completed in a timely matter. 
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W 210 Continued From page 6 W 210

2. Client #6 did not receive a occupational 

therapy (OT) or  a speech (SP) assessment in a 

timely manner.

Review on 8/14/18 of client #6's record revealed 

she was admitted into the facility on 9/5/17.  

Further review of client #6's record revealed an 

OT assessment dated 11/20/17.  Further review 

revealed a SP assessment dated 11/3/17.  No 

additional OT or SP assessments were available 

in the record. 

During an interview on 8/14/18, the qualified 

intellectual disabilities professional (QIDP) 

informed the surveyor, the OT and SP 

assessment were the only assessment for the 

client. However she was aware it was not 

completed in a timely matter.
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