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E 004 Develop EP Plan, Review and Update Annually

CFR(s): 483.475(a)

[The [facility] must comply with all applicable 

Federal, State and local emergency 

preparedness requirements. The [facility] must 

develop establish and maintain a comprehensive 

emergency preparedness program that meets the 

requirements of this section.]

* [For hospitals at §482.15 and CAHs at 

§485.625(a):] The [hospital or CAH] must comply 

with all applicable Federal, State, and local 

emergency preparedness requirements. The 

[hospital or CAH] must develop and maintain a 

comprehensive emergency preparedness 

program that meets the requirements of this 

section, utilizing an all-hazards approach.

The emergency preparedness program must 

include, but not be limited to, the following 

elements:]

(a) Emergency Plan. The [facility] must develop 

and maintain an emergency preparedness plan 

that must be [reviewed], and updated at least 

annually.

* [For ESRD Facilities at §494.62(a):] Emergency 

Plan. The ESRD facility must develop and 

maintain an emergency preparedness plan that 

must be [evaluated], and updated at least 

annually.

This STANDARD  is not met as evidenced by:

E 004

 Based on record review and interview, the facility 

failed to ensure the Emergency Preparedmess 

(EP) plan was reviewed and updated at least 

annually.  The finding is:

The facility's EP plan was not reviewed or 

updated annually.
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E 004 Continued From page 1 E 004

Review on 12/12/18 of the facility's EP plan 

revealed the plan had been developed on 

7/21/17.  Additional review of the plan indicated, 

"This emergency plan must be reviewed and 

updated at least annually."  Further review of the 

plan did not include evidence of an annual review.

Interview on 12/13/18 with the Qualified 

Intellectual Disabilities Professional (QIDP) 

revealed he was not aware if the EP plan had 

been reviewed or updated after 7/21/17.

E 006 Plan Based on All Hazards Risk Assessment

CFR(s): 483.475(a)(1)-(2)

[(a) Emergency Plan. The [facility] must develop 

and maintain an emergency preparedness plan 

that must be reviewed, and updated at least 

annually. The plan must do the following:]

(1) Be based on and include a documented, 

facility-based and community-based risk 

assessment, utilizing an all-hazards approach.*                                                   

*[For LTC facilities at §483.73(a)(1):] (1) Be based 

on and include a documented, facility-based and 

community-based risk assessment, utilizing an 

all-hazards approach, including missing residents.

*[For ICF/IIDs at §483.475(a)(1):] (1) Be based on 

and include a documented, facility-based and 

community-based risk assessment, utilizing an 

all-hazards approach, including missing clients.

 (2) Include strategies for addressing emergency 

events identified by the risk assessment.

* [For Hospices at §418.113(a)(2):] (2) Include 

E 006
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E 006 Continued From page 2 E 006

strategies for addressing emergency events 

identified by the risk assessment, including the 

management of the consequences of power 

failures, natural disasters, and other emergencies 

that would affect the hospice's ability to provide 

care.

This STANDARD  is not met as evidenced by:

 Based on record review and interview, the facility 

failed to develop an Emergency Preparedness 

(EP) plan including and based upon a community 

and facility-based risk assessment, utilizing an 

all-hazards approach. The finding is:

The facility did not have an emergency plan 

based upon risk assessments.

Review on 12/12/18 of the facility's current EP 

plan dated 7/21/17 revealed the plan did not 

provide specific information in regards to a 

facility-based and community-based risk 

assessment using an all-hazards approach 

including flood, fire, tornadoes, hurricanes, winter 

storms, bio terrorism, missing clients or other 

emergency types.  

Interview on 12/13/18 with the Qualified 

Intellectual Disabilities Professional (QIDP) 

confirmed no EP risk assessment had been 

completed utilizing an all-hazards approach.

 

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 

E 037

FORM CMS-2567(02-99) Previous Versions Obsolete EQUE11Event ID: Facility ID: 922555 If continuation sheet Page  3 of 16



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  12/17/2018
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

34G036 12/13/2018
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

614 SEVEN OAKS ROAD
SEVEN OAKS ROAD-DURHAM

DURHAM, NC  27704

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 3 E 037

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.

(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 
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E 037 Continued From page 4 E 037

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.

*[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. 
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E 037 Continued From page 5 E 037

(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 

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 
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E 037 Continued From page 6 E 037

procedures. Thereafter, the CMHC must provide 

emergency preparedness training at least 

annually.

This STANDARD  is not met as evidenced by:

 Based on record review and interviews, the 

facility failed to ensure direct care staff were 

trained on the facility's Emergency Preparedness 

(EP) plan.  The finding is:

Staff had not been trained on the facility's EP 

plan.

Review on 12/12/18 of the facility's EP plan dated 

7/21/17 did not include any information regarding 

training of staff.

During an interview on 12/13/18, the Qualified 

Intellectual Disabilities Professional (QIDP) 

revealed there was no documentation to indicate 

if or when staff had been trained on the facility 's 

EP plan

 

E 039 EP Testing Requirements

CFR(s): 483.475(d)(2)

(2) Testing. The [facility, except for LTC facilities, 

RNHCIs and OPOs] must conduct exercises to 

test the emergency plan at least annually. The 

[facility, except for RNHCIs and OPOs] must do 

all of the following:

*[For LTC Facilities at §483.73(d):] (2) Testing. 

The LTC facility must conduct exercises to test 

the emergency plan at least annually, including 

unannounced staff drills using the emergency 

procedures. The LTC facility must do all of the 

following:]

E 039
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E 039 Continued From page 7 E 039

(i) Participate in a full-scale exercise that is 

community-based or when a community-based 

exercise is not accessible, an individual, 

facility-based.  If the [facility] experiences an 

actual natural or man-made emergency that 

requires activation of the emergency plan, the 

[facility] is exempt from engaging in a 

community-based or individual, facility-based 

full-scale exercise for 1 year following the onset of 

the actual event.

(ii) Conduct an additional exercise that may 

include, but is not limited to the following: 

    (A) A second full-scale exercise that is 

community-based or individual, facility-based.

    (B) A tabletop exercise that includes a group 

discussion led by a facilitator, using a narrated, 

clinically-relevant emergency scenario, and a set 

of problem statements, directed messages, or 

prepared questions designed to challenge an 

emergency plan.

(iii) Analyze the [facility's] response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events, and revise the 

[facility's] emergency plan, as needed. 

*[For RNHCIs at §403.748 and OPOs at 

§486.360] (d)(2) Testing. The [RNHCI and OPO] 

must conduct exercises to test the emergency 

plan. The [RNHCI and OPO] must do the 

following:

 (i) Conduct a paper-based, tabletop exercise at 

least annually. A tabletop exercise is a group 

discussion led by a facilitator, using a narrated, 

clinically relevant emergency scenario, and a set 

of problem statements, directed messages, or 

prepared questions designed to challenge an 

emergency plan.

 (ii) Analyze the [RNHCI's and OPO's] response 
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E 039 Continued From page 8 E 039

to and maintain documentation of all tabletop 

exercises, and emergency events, and revise the 

[RNHCI's and OPO's] emergency plan, as 

needed.

This STANDARD  is not met as evidenced by:

 Based on document review and interview, the 

facility failed to ensure a facility/community-based 

or tabletop exercise was conducted to test their 

emergency plan.  The finding is:

The facility's Emergency Preparedness (EP) plan 

did not include completion of 

facility/community-based exercise or tabletop 

exercise.

Review on 12/12/18 of the facility's EP plan dated 

7/21/17 did not include a full-scale 

community-based or individual facility-based 

exercise or a tabletop exercise to test their 

emergency plan.

Interview on 12/13/18 with the Qualified 

Intellectual Disabilities Professional (QIDP) 

confirmed the facility has not conducted a 

full-scale facility/community-based exercise or a 

tabletop exercise to test the effectiveness of their 

current emergency plan.

 

W 137 PROTECTION OF CLIENTS RIGHTS

CFR(s): 483.420(a)(12)

The facility must ensure the rights of all clients.  

Therefore, the facility must ensure that clients 

have the right to retain and use appropriate 

personal possessions and clothing.

This STANDARD  is not met as evidenced by:

W 137

 Based on observations, interviews and record  
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W 137 Continued From page 9 W 137

review, the facility failed to ensure client #2 had 

the right to access her personal possessions.  

This affected 1 of 3 audit clients.  The finding is:

Client #2 did not have access to her clothing.

During observations in the home throughout the 

survey on 12/12 - 12/13/18, client #2's clothing 

was kept locked in a hall closet.  Staff retrieved a 

key to obtain various clothing items for the client 

as needed.

Staff interviews (2) on 12/12/18 and 12/13/18 

revealed client #2's clothes are kept locked 

because she will throw her clothes around the 

room or urinate on them.  Additional interview 

indicated the client will destroy dresser drawers 

and throw furniture or clothing in the hallway. 

Review on 12/13/18 of client #2's record did not 

indicate the need for access to her clothing to be 

restricted.

Interview on 12/13/18 with the Qualified 

Intellectual Disabilities Professional (QIDP) 

revealed he was not aware client #2's clothes 

were being kept locked.

W 229 INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(4)(i)

The objectives of the individual program plan 

must be stated separately, in terms of a single 

behavioral outcome.

This STANDARD  is not met as evidenced by:

W 229

 Based on record review and interview, the facility  
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failed to ensure objectives for 3 of 3 audit clients 

(#2, #3, #4) were written in terms of a single 

behavioral outcome.  The findings are:

Objective statements for 3 of 3 audit clients (#2, 

#3, #4) were not written with single behavioral 

outcomes.

a.  Review on 12/12/18 of client #2's Individual 

Program Plan (IPP) dated 3/15/18 revealed the 

objective, "[Client #2] will sort denominations of 

money and place them into the correct basket 

with 65% independence for 12 months."

b.  Review on 12/12/18 of client #3's IPP dated 

5/24/18 revealed the objective, "[Client #3] will 

sort coins and place them into the correct basket 

with 45% independence for 12 months."

c.  Review on 12/12/18 of client #4's IPP dated 

1/25/18 revealed the objective, "[Client #4] will 

sort denominations of money and place them into 

the correct basket with 75% independence for 12 

months." 

Interview on 12/13/18 with the Qualified 

Intellectual Disabilities Professional (QIDP) 

confirmed the objective statements were not 

written with single outcomes.

W 257 PROGRAM MONITORING & CHANGE

CFR(s): 483.440(f)(1)(iii)

The individual program plan must be reviewed at 

least by the qualified mental retardation 

professional and revised as necessary, including, 

but not limited to situations in which the client is 

failing to progress toward identified objectives 

after reasonable efforts have been made.

W 257
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This STANDARD  is not met as evidenced by:

 Based on record review and interview, the facility 

failed to ensure client #3's Individual Program 

Plan (IPP) was revised after he failed to progress 

towards identified objectives.  This affected 1 of 3 

audit clients.  The finding is:

Client #3's IPP was not revised after he failed to 

progress towards 3 of 7 objectives.

Review on 12/12/18 of client #3's IPP dated 

5/24/18 revealed objectives to sort coins and 

place them into the correct basket with 45% 

independence for 12 months, to brush his teeth 

after each meal with 45% independence for 12 

months and to identify safety signs with 45% 

independence for 12 months.  The plan noted the 

objectives were implemented on 5/24/18.  

Additional review of objective's progress notes 

indicated the following:

Sorting coins

06/18 - 25% Independence

07/18 - 25% Independence

08/18 - No note

09/18 - 25% Independence

10/18 - 75% Gestures

Brush teeth

06/18 - 5% Independence

07/18 - 5% Independence

08/18 - No note

09/18 - 5% Independence

10/18 - 58% physical assistance
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Safety signs

06/18 - 100% Gestures

07/18 - 100% Gestures

08/18 - No note

09/18 - 100% Gestures

10/18 - 100% Gestures

Interview on 12/13/18 with the Qualified 

Intellectual Disabilities Professional (QIDP) 

confirmed the objectives had not been 

considered for revisions.

W 263 PROGRAM MONITORING & CHANGE

CFR(s): 483.440(f)(3)(ii)

The committee should insure that these programs 

are conducted only with the written informed 

consent of the client, parents (if the client is a 

minor) or legal guardian.

This STANDARD  is not met as evidenced by:

W 263

 Based on record review and interview, the facility 

failed to ensure a restrictive behavior support 

program (BSP) was only conducted with the 

written informed consent of a legal guardian.  

This affected 2 of 3 audit clients (#2, #3).  The 

finding is:

1. Client #2's BSP did not include a current 

written informed consent from her legal guardian.

Review on 12/12/18 of client #2's record revealed 

a BSP dated 11/6/17.  The BSP addressed 

inappropriate verbalizations, inappropriate 

toileting, failure to cooperate, falling to the floor 

and symptoms related to depression.  Additional 

review of the record identified the use of 
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Neurontin, Exelon, Divalproex, Risperdone, 

Zyprexa, Namenda and Melatonin to address 

inappropriate behaviors.  Further review of the 

record revealed the guardian had signed a 

consent dated 12/6/17.  Additional review of the 

consent form noted, "I understand that this 

authorization will expire on 11/6/18 and will not 

exceed one year from the date of my original 

authorization." The record did not include a 

current written informed consent signed by the 

guardian. 

Interview on 12/13/18 with the Qualified 

Intellectual Disabilities Professional (QIDP) 

confirmed the consent had expired and no 

current written informed consent had been 

obtained from client #2's guardian. 

2.  Client #3's BSP did not include a written 

informed consent from his legal guardian.

Review on 12/12/18 of client #3's record revealed 

a BSP dated 5/24/18.  The BSP addressed 

inappropriate touching and self-injurious 

behaviors. Additional review of the record 

identified the use of Lamictal and Ativan to 

address inappropriate behaviors.  Further review 

of the record revealed no signed written informed 

consent from the client's guardian.  Additional 

review of a BSP consent form signed by the 

former QIDP and Psychologist on 5/24/18 noted, 

"Plans containing restrictive interventions must 

have written consent from all parties every 6 

months." The record did not include a current 

written informed consent signed by the guardian. 

Interview on 12/13/18 with the QIDP confirmed no 

current written informed consent had been 

obtained from client #3's guardian.
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W 288 MGMT OF INAPPROPRIATE CLIENT 

BEHAVIOR

CFR(s): 483.450(b)(3)

Techniques to manage inappropriate client 

behavior must never be used as a substitute for 

an active treatment program.

This STANDARD  is not met as evidenced by:

W 288

 Based on observations, interviews and record 

review, the facility failed to ensure a technique to 

manage client #2's inappropriate behavior was 

included in a formal active treatment plan.  This 

affected 1 of 3 audit clients.  The finding is:

A technique to address client #2's inappropriate 

use of clothing was not included in an active 

treatment plan.

During observations in the home throughout the 

survey on 12/12 - 12/13/18, client #2's clothing 

was kept locked in a hall closet.  Staff retrieved a 

key to obtain various clothing items for the client 

as needed.

Staff interviews (2) on 12/12/18 and 12/13/18 

revealed client #2's clothes are kept locked 

because she will throw her clothes around the 

room or urinate on them.  Additional interview 

indicated the client will destroy dresser drawers 

and throw furniture and/or clothing in the hallway

Review on 12/13/18 of client #2's record revealed 

a Behavior Support Plan (BSP) dated 11/6/17.  

The BSP included techniques to address failure 

to cooperate, falling to the floor, inappropriate 

toileting, inappropriate verbalizations and 

symptoms of depression.  Additional review of the 

plan did not include a technique of locking away 
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client #2's clothing to address inappropriate 

behaviors.

Interview on 12/13/18 with the Qualified 

Intellectual Disabilities Professional (QIDP) 

revealed he was not aware of any inappropriate 

use of clothing behaviors being exhibited by client 

#2 and did not know her clothes were being kept 

locked.
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