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E 015 Subsistence Needs for Staff and Patients

CFR(s): 483.475(b)(1)

[(b) Policies and procedures. [Facilities] must 

develop and implement emergency preparedness 

policies and procedures, based on the emergency 

plan set forth in paragraph (a) of this section, risk 

assessment at paragraph (a)(1) of this section, 

and the communication plan at paragraph (c) of 

this section. The policies and procedures must be 

reviewed and updated at least annually.] At a 

minimum, the policies and procedures must 

address the following:

(1) The provision of subsistence needs for staff 

and patients whether they evacuate or shelter in 

place, include, but are not limited to the following:

(i) Food, water, medical and pharmaceutical 

supplies 

(ii) Alternate sources of energy to maintain the 

following:

    (A) Temperatures to protect patient health and 

safety and for the safe and sanitary storage of 

provisions.

    (B) Emergency lighting.

    (C) Fire detection, extinguishing, and alarm 

systems.

    (D) Sewage and waste disposal.

*[For Inpatient Hospice at §418.113(b)(6)(iii):] 

Policies and procedures.

(6) The following are additional requirements for 

hospice-operated inpatient care facilities only. 

The policies and procedures must address the 

following:

(iii) The provision of subsistence needs for 

hospice employees and patients, whether they 

evacuate or shelter in place, include, but are not 

limited to the following:

    (A) Food, water, medical, and pharmaceutical 

E 015

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete T64311Event ID: Facility ID: 921880 If continuation sheet Page  1 of 5



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  08/21/2019
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

34G192 08/06/2019
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

8460 BELEWS CREEK ROAD
FORSYTH GROUP HOME #2

BELEWS CREEK, NC  27009

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 015 Continued From page 1 E 015

supplies.

    (B) Alternate sources of energy to maintain the 

following:

        (1) Temperatures to protect patient health 

and safety and for the safe and sanitary storage 

of provisions. 

        (2) Emergency lighting.

        (3) Fire detection, extinguishing, and alarm 

systems.

    (C) Sewage and waste disposal.

This STANDARD  is not met as evidenced by:

 Based on observation, record review and 

interview, the facility failed to implement the 

emergency preparedness policy relative to the 

provision of subsistence needs for clients and 

staff.  The finding is:

Review of  the facility's emergency preparedness 

plan (EP), conducted on 8/5/19, revealed a policy 

relative to the provision of subsistence needs for 

clients and staff which was updated 10/18.  

Continued review of this policy revealed 

documentation stating the facility should maintain 

at least a three day supply of non-perishable food 

and water, to include a minimum of 24 gallons of 

water. 

Observation of the emergency food and water 

supply present in the group home on 8/5/19 

revealed an adequate supply of emergency food, 

however, no emergency water supply was 

available.  Interview with staff B revealed she was 

unaware the water supply was inadequate and 

stated the supply most likely had not been 

replenished since the evacuation drill on 3/19.   

Further interview revealed the group home 

manager is responsible for making sure the EP 

supplies for the home are adequate.  Interview 

with the qualified individual disabilities 
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E 015 Continued From page 2 E 015

professional (QIDP) on 8/6/18 verified 24 gallons 

of water should be available in the group home as 

specified in the facility's emergency preparedness 

plan.

W 247 INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(6)(vi)

The individual program plan must include 

opportunities for client choice and 

self-management.

This STANDARD  is not met as evidenced by:

W 247

 Based on observations and interviews, the facility 

failed to assure 2 of 3 sampled clients (#3 and 

#6) the opportunity and choice to eat/drink a 

requested food item (coffee).  The findings are:

A.  Observations conducted during the morning of 

8/6/19 revealed client #6 to enter the kitchen area 

of the group  home at 7:05 AM and ask staff A to 

assist him to make coffee.  Staff A stated "not 

now... it is not time for coffee".  Staff A instead 

instructed client #6 to return to his room or "have 

a seat in the living room".  Continued observation 

revealed client #6 to sit in the living room area for 

10 minutes and again ask staff A for "coffee" at 

7:15 AM.  Further observation revealed Staff A to 

ignore client #6's second request for coffee. 

Continued observations at 7:25 AM revealed staff 

C to enter the group home and begin her shift of 

work. Further observations at 7:30 AM revealed 

client #6 to ask Staff C to assist him to make his 

morning coffee.  Continued observations revealed 

staff C to assist client #6 to make coffee at 7:45 

AM.  Subsequent observations revealed client #6 

to have his coffee at 7:55 AM, 45 minutes after he 

first requested assistance to make his morning 

coffee.
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W 247 Continued From page 3 W 247

Interview with Staff A at 7:50 AM revealed there 

was no reason client #6 could not have been 

given coffee, "I was just waiting for our breakfast 

staff to come in and make coffee".  Interview with  

Staff C at 7:45 AM on 8/6/19 revealed there was 

no reason client #6 should not have been 

assisted with making coffee on his first request at 

7:05AM, as many times coffee is started very 

early for clients.  Continued interview with Staff C 

revealed client #6 should have been assisted to 

make coffee at 7:05 AM when he first requested 

coffee.

Interview with the qualified intellectual disabilities 

professional (QIDP) on 8/6/19 confirmed client #6 

should have been allowed to exercise choice and 

self management by being assisted with making 

his coffee at 7:05 AM and not waiting until a 

second staff allowed him to make his coffee at 

7:45 AM. 

B.  Observations conducted during the morning of 

8/6/19 at 7:15 AM revealed client #3 sitting in the 

living room listening to his music.  Continued 

observations at 7:20 AM revealed client #3 to 

state "I am thirsty".   Further observations 

revealed Staff  E to bring client #3 a glass of 

water.  Continued observations at 7:20 AM  

revealed client #3 to state "I want some coffee".  

Further observations at 7:23 AM revealed Staff E 

to ignore client #3's request for coffee and 

continue to offer him water, which he accepted 

and drank.  Subsequent observation at 7:25AM 

revealed client #3 to again request "coffee", which 

Staff E ignored.  Client #3 was not offered any 

coffee until he came to the breakfast table at 8:05 

AM.
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W 247 Continued From page 4 W 247

Interview with the facility QIDP on 8/6/19 

confirmed client #3 should have been allowed to 

exercise choice and self management by being 

assisted with making his coffee at 7:20 AM and 

not waiting until staff allowed him to make his 

coffee at 8:05 AM. 

Therefore, clients #3 and #6 were not allowed to 

exercise choice and self management, but were 

only given the opportunity to make and drink 

coffee as allowed by staff.

FORM CMS-2567(02-99) Previous Versions Obsolete T64311Event ID: Facility ID: 921880 If continuation sheet Page  5 of 5


