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Plan Based on Al Hazards Risk Assessment
CFR(s): 483.475(a)(1)-(2)

{(a) Emergency Plan. The [faclity] must develop
and maintain an emergency preparedness plan
that must be reviewed, and updated at ieast every
2 years, 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,”

(2) Intlude strategies for addressing emergancy
events identifled by the risk agsessmant.

*fFor LTC facilities at §483.73(a}{1):] Emergency
Ptan, The LTC facility must develop and maintain
an emergency preparedness plan that must be -
reviewad, and updated al ieast annually. The plan
must do the follewing:

{1) Be based on and include a documeanted,
faciity-based and community-based risk
assassment, utillzing an all-hazards approach,
including missing residents,

{2) Include strategies for addressing emergancy
events identified by the risk assessmert.

*[For ICF/ilDs at §483.475{(a)(1)] Emergency
Plan. The ICFNID must develop and maintain an
amergency praparadness plan that must be
reviewsd, and updated at isast svery 2 years. The
plan must do the followlng:

{1} Be based on and inciude a documented,
facility-based and community-based risk
assessment, utlizing an all-hazards approach,
including missing cllents.

{2) Include strategies for addressing emergency
evants identifiod by the risk assessment,

* {For Hosple §418.113(a)(2):] Emergancy
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E 008 | Continued From page 1 E 008| 3 HIQ&/&{; he -@am’l{"’yba ‘;y
Plan. The Hospice must develop and maintaln an ‘X . %
smergency preparedness plan that must be EP plan Wi Il e revised ]
raviewed, and updated at loast every 2 years. The i :
plan must do the following: to AN chde 5ng‘&

{1) Be based on and Include a documented, n Qormnakien re arding
facllity-based and community-based risk Q s 4 ¢ 4
assessment, utilizing an all-hazards approach, Yhe. Yeo Wwoyf 49 Lram

{2) Include strategles for addressing smergency L\\"\i ‘h base Gl N 6“ &&9&59 o
aw

events identiflad by the rizk asasssment, %
including the management of the consequences

of powaer fallures, natural disasters, and other W ‘ an a“ ba 32'{2/""0,
amergencies that would affect the hospice's Ctppm 0()’! ’

abillty to provide care.

This STANDARD s not met as evidenced by
Based on policy review and interview, the facility
failed to develop an emergency preparedness
(EP) plan including and based upon a community
and facility-based risk assessmant utiizing an
all-hazards approach. This had the potantial to
affect all clients. The finding is:

The facllity did nat have an EP plan based upon
risk assessments,

Review on 3/10/20 of the the faclllty's current EP
plan revised on 12/31/19, rovealad the plan did
not provide specific information in regards to a
facility-based and community-based risk
assessment using an all-hazards approach.

infarview on 3/10/20 with the Habilitation
Spaciatist (H5) revealed that any additional
informatlon not contained in the EP manual

‘ p;?sented most iikely was kept at the corporate
Gee.

Intarview on 3/10/20 with the Quaslified intellectusl
Disabillties Professional (QIDP) identified that she
could not locate a risk assessment for the group
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Cortinued From page 2
home that identified specifics hazards.

Subsistence Neads for Staff and Patiants
CFR(s): 483.475(b)(1)

[{b) Policies and procedures. [Facilities] must
davelop and implement emergency proparedness
policles and procedures, based on the emergency
plan set forth in paragraph (&) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (¢) of
this section, The policies and procedures must
ba reviewed and updated every 2 years (annually
for LTC). Ata minimum, the policies and
procedures must address the following:

(1) The provision of subslstance needs for staff
and patients whether thay evacuate or shelter in
place, include, but are not limited to the following:
(i} Food, water, medicat and pharmaceutical
supplies
(1) Altarnate sources of snergy to maintain
the following:

(A} Temperatures o protact patlent health
and safoty and for the safe and sanitary storage
of provisions.

(B) Emergency lighting.

(C) Fire detection, extingulshing, and
alarm systems,

(D) Sewage and waste disposal,

*[For inpatlent Hospice at §418. 113(b){6)(ill}:)
Polivies and procedures,
(€) The following are additional requirements for
hospice-operated inpatient care facilities only.
The policies and procedures must address the
following:

(I} The provision of subsistence needs for
hospice employess and patients, whaether they

E 006

E015
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E 015 | Cantinued From page 3 E0s[The emevgen ‘Qx;m? Hlaolao
avacuate or shelter in place, include, but are not & f@ ‘O
limited to the followlng: orerage p&l oY Wi ﬂ e

(A) Food, water, madical, and
pharmaceutical supplies.

(B} Alternate sources of anargy to
raaintain the following:

(1) Temperatures o protect patient
health and safety and for the safe and sanitary
storage of provisions.

(2) Emergancy lighting.

(3) Fire detection, extinguiehing, and
alarm systems,

(<) Sewage and wagste disposal,
This ETANDARD s not met as evidenced by:
Based on observation, policy review and staff
Interviews, the facility failed to ensure emergency
provisions for subsistence needs for staff and
clients included adequate food and water as

identified In the emergency preparedness {(EP)
ptan. This potentially affected all clients residing
in the home. The finding is:

Adequate emergency food and water were not
avallable,

During observations In the home from 3/10/20 to
3/11/20, the facllity's portable container for
smergency food supplies remained empty. in the
facility cabinets was a large selection of canned
vegetables, boxes of dry pasta and satces, that
required a heat source to prepare. In addition
thare was an inadequata supply of ready to eat
fonds in the cabinet which Included: several
opened contalners of dry cereal, boxes of chips
and crackers, 1 six pack of applesauce, 1 four
pack of pudding, and 1 jar of peanut butter.

Review on 3/11/20 of the facility's EP plan revised
on 12/31/18, did not have specific information on
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emergancy food storage pollcy or identify & e
ratation schedule to ensure the food's freshness. : ‘ T
Interview on 3/10/20 with the Habhilitation B § .
Speclalist {(H5) revealad that it was the o

responsibliity of the Home Manager (HM) to stock o -
the emergency supplies. The HS acknowladged
that she was supposed te check monthly to
ensure that there wera adsquate supplles.

Interview on 3/11/20 with the Home Manager
{HM} revealad that In January '20, the nutritlonist
visitad the home and found expired food in the
emergency supplies container, The nutritionist
had the former MM discard all expired food. The
HM commented that she thought the emergency
food supplies were supposed to be check
annually. Currently, she stated that they had & 24
pack of watar and a fow gallons of water on hand
for clients and staff. The HS did not have an
explanation for why the food had not been
raplenished since she took over as HM & month
ago.

E 022 | Policles/Procedures for Sheltering in Place E 022
CFR(s): 483.475(b)(4)

(b) Policles and procedures. The [facilities] must
davelop and Implement emergency praparadness
policies and procedures, based on the amergency
plan set forth In paragraph {a) of this section, risk
assessment at paragraph (a)(1} of this sectlon,
and the communication plan at paragraph {¢) of
this section. The policles and procadures must
be reviewsd and updated at least every 2 years
{annually for LTC).] At a minlmum, the policies
and procedures must address the following:]

[(4) or (2),{3),(5),{6)] A means to shelter in place

FORM CMS-2867(02-98) Pravious Versiona Obsolete Event iD: RWD111 Faciity |0; $55488 if continuation shast Page 5 of 32
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:ﬁ; ;E?atg?l?tzs}' staff, and voluntesrs who remain in an& wnclude in e EP P\afp /
*[For Inpatient Hospices at §418.113(b):] Policies | Ldmhﬁﬁﬁ 'H/m ﬁp&b;gw&
or Inpatient Hospices a . ;] Policies ac
and proceduras, or 6hel "C“ ng nplact .
(8) The following are additional requirements for it stafl witl be
hosplee-oparated inpatient care facilities only,
The policies and procedures must address the pseniced onthe p(‘) ' U"
following: Wpen Whp mwl'ai‘lm-
{i) Ameans to shelter in place for patients, B
hospice employees who remain in the hospice. !‘he, pﬁ:‘ e Lot ll be
This STANDARD |5 not met as evidanced by
Based on record review and staff interviews, the recewed by ahhud
tacllity failed to develop policy and procedures for

sheitering in place in thalr emergency
preparedness (EP) plan. This potentially affected
all clients residing in: the home. The finding is:

The facllity's EF plan only focused on evacuation.

Review on 3/10/20 of the facility's EP plan revised
on 12/31/19 did not inglude language for
sltuations that would call for the clients and staff
to shelter in place.

Interview on 3/10/20 with the Habilitation
Specialist (HS) and Qualified Intellectual
Digablities Professlonal (QHDP) revesaled that
their EP policy had not addressed provisions and
instruction for staff In the event of an emergency
that required them to sheltsr in place, far an
undetermined parod of time, The HS suggested
that if anyone in their housshold was suspacted
of having #n Infectious dissase, sha would sesk
medical guidance from the hospital, in the event a
quarantine was necessary.

E 025 | Arrangement with Othar Facllities E 025
CFR(s): 483.475(b)(T)
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E 025 | Continued From page 6 £ 025 The. facility will include Yoy /

[(b) Policles and procedures. The [facilities] must
deveiop and Implement emergency preparedness
policias 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 pian at paragraph {(¢) of
this section. The policies and procedures must
be reviewad and updated at least overy 2 years
{annually for LTC).] At a minimum, the policles
and procedures must address the following:)

*[For Hospices at §418.113(b), PRFTs at
§441.184,(b) Hospitals at §482.15(b), and LTC
Facilltios at §483.73{(b):] Policies and procadures,
{7) [or (5)] The davelopment of arrangements with
other [facilities] [and] other providers to receive
patients in the event of limitations or cessation of
operations to maintain the continuity of services
to facility patients,

*[For PAGE at §460.84(b), ICF/IIDg at
§483.475(b), CAH3 at §486.625(b), CMHCs at
§485,920(b) and ESRD Facllities at §494.62(b)}
Policies and procedures, (7) [or (6), (8)] The
developmaent of armangemaents with other
[facilities] for] other providers to receive patients
in the avent of limitations or cegsation of
operations to maintain the continuity of services
to facility patients.

"For RNHCIs at §403.748(b)) Pollcies and
procaduras. (7) The development of
arrangements with other RNHCIs and other
providers to recsive patients in the event of
limitationg or cessation of operations to maintain
tha continulty of non-medical services to RNHC!
patients,

This STANDARD Is not met as evidenced by:
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E 037

Continued From page 7

Based on interviews and review of the facility's
emergency preparedness (EP) plan, the facility
failed to document pre-arranged accomodations
for clients in the event services couid not be
delivered In the home. This potentially affscted all
clients in the home, The finding ls:

The facility fafled to list emergency
accomodations In thelr EP plan.

Review on 3/10/20 of the facllity's ER plan revised
on 12/31/19 ravealsd that there was no listing of
accomadations or agreements for emergency
purposes,

interview on 3/10/20 with the Habillitation
Spaclallst (H8) revealed that the facility had an
arangament with & hotel in the county, but she
didd not have a copy of the agresment. The HS
stated that the Qualified Intellectual Disabilities
Professional (QIDP) had a copy of the hotel
atrangements,

Interview on 3/10/20 with the QIDP revealed that
the facility had used & local hotsl in the past for
the group homes. The QIDP could not locate a
copy of the agreament when reviewing the EP
plan files.

EP Treining Program

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

"[For RNGHIs at §403.748, ASCs at §416,54,
Hospitals at §482.15, ICF/IDs at §483.475, HHAs
at §484.102, "Organizations® under §485.727,
OPOs at §486.360, RHC/FQHCs at §491.12)) {1)
Training program. The [facility] must do ail of the
following:

(i} initial tralning in emergency praparednsess

E 026

E 037
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E 037 | Continued From page 8 E 037

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 svary 2 years.

(1) Maintain documentation of all emergency
praparedness fralnlng.

{iv) Demonstrate staff knowiedge of
emergency procedurss,

{v) if the emergency preparedness policies
and procedures are significantly updated, the
[facility] must conduet tralning on  the updated
polictes and procedures,

*[For Hogplees at §418.113(d).] (1) Tralning. The
hosploe must do all of tha following:

{1} Initlsl training In armergency preparedness
policies and procedures to all new and existing
hospice employees, end  Individuals providing
sarvices under arrangement, conslztent with thejr
sxpectad rolas,

() Demonstrate staff knowladge of
amargancy procedures,

(i} Provide emergency preparedness iraining
at loast avery 2 yoars.

{iv) Perlodically review and rehearse is
emergancy preparedness plan with hospica
employaes (including nonemployee  staff}, with
special emphasis placed on cartying out the
protedures hecessary to protect patients and
others,

(v) Maintain documentation of all emergency
praparadness training.

(vi) If the emergency preparadness policies
and procedures are significantly updated, the
hospice must conduct fraining on  the updated
palicies and proceduras.,

FORM CMS-2867{02-88) Provious Vargiong Obsalute Event ID:RWDIN Facllity iD: 355488 ¥ continuation shest Page © of 32



Gaf 27,2020 089128 GREATER IMAGE HEMLTH CaRE CORP,

DEPARTMENT OF HEALTH AND HUMAN SERVICES

{Fa3810 431 1000

B 117032

PRINTED: 03/16/2020
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

34G272 B. WING

(X1) PROVIDER/BUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION
IDENTIFICATION NUMBER: A BULDING

(X3) DATE BURVEY
COMPLETED

c
0311172020

NAME QF PROVIDER OR SUPPLIER
CREST ROAD GROUP HOME

114 GREENHOUSE LANE
SOUTHERN PINES, NC 28387

STREET ADDRESS, CITY, 8TATE, 2P CODE

(X4} 1Y SUMMARY STATEMENT OF DEFICIENGIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

0 PROVIDER'S PLAN OF CORRECTION {8
PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

E 037 | Continued From page 9

*[For PRTFs at §441,184(d);] (1) Training
program. The PRTF must do all of the following:

{i} Inltial training in emergency praparedness
policies and proceduras to all new and existing
staff, individuals providing  services unter
arrangement, s volunteers, consistant with their
expeacted roles,

(i} After initial training, provide emergency
preparedness training every 2 years.

{#i) Demonstrate staff knowledge of
emergency procadures,

{iv) Maintain documentation of all emergency
preparedness training.

{v) If the emergency preparedness policles
and proceduras are significantly updated, the
PRTF must conduct training on the updated
policies and procedures,

*[For LTC Facilities at §483.73(d):] (1) Training
Program. The LTC facility must do ali of the
following:

(1} inltiai training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing  services under
arrangernent, and volunteers, conglstent with their
expected role.

(if) Provide emergency preparecness training
at least annually.

(i} Maintain documentation of all emergency
praparedness tralning.

(iv) Demonstrate staff knowledge of
emargency procedures.

*[For CORFs at §485.68(d):)(1) Training. The
CORF must do all of the foliowing:

(I} Provide initia) tralning in emergency
preparedness policles and procedures to all new

E 037
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Continued From page 10

and axlsting staff, individuals  providing
services under arrangement, and voluntesrs,
consistent with their expected roles.

(i} Provide emergency preparedness training
at leagt svary 2 years.

(ili) Maintain documeantation of the training.

(iv) Demonstrate staff knowledge of
amergency procedures. All new personnel must
be oriented and assigned specific

rasponsibitities regarding the CORF's
amergency plan within 2 weeks of their first
workday. The fralning program mugt  Include
instruction in the lacation and use of alarm
systems and signals and firefighting equipment.

{v) if the emargency preparednass policles
and procedures are significantly updated, the
CORF must conduct training on the updatad
policies and procedures,

“[For CAHg at §485.625(d):] (1) Training program.
Tha CAH must do all of the following:

(i} Initial training in emergency preparedness
policies and procedures, including prompt
raporting and extinguishing of  fires, protection,
and where necessary, evacuation of patients,
personnel, and guests, fire prevention, and
cooperation with  firefighting and disaster
autherities, to all new and exsting staff,
individuals providing services under arrangement,
and  volunteers, consistent with thelr expected
roles.

(li) Provide emergency preparedness {raining
at least avery 2 years.

(i) Maintain documentation of the training.

(Iv) Demonstrate staff knowledge of
emergency procedures.

(v} If the emergency preparedness policies
and procedures are significantly updated, the

E 037
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CAH must conduct fraining on  the updated

policies and procedures, lbe mwmw Cd on Th'&
“[For GMHCs at §485.920(d)] (1) Training. The E mexgen k‘m‘

CMHC must provide initial training in emergency l i th Wt H
preparadness policles and procedures to all new W {j

ang existing staff, individualls providing services ae all cx1% ‘ﬁﬂq
under arrangament, and voluntesrs, conslstent

with their sxpected roles, and maintain 5’}0?42 a0 d ‘S{.a Within
documentation of the training. The CMHC must 3 D 5 ,
demonstrate staif knowledge of emergency daL\
procedures. Thereafter, the CMHC must provide
amergency preparedness training at ieast every 2
yoars,

This STANDARD s not met as evidenced by:
Based on racord reviaw and interviews, the
facility failed to document emergency
preparedness (EP) plan training for staff. This
potentially affacted all clients. Tha finding is

Staff did not receive EP plan training as required.

Raview on 3/10/20 of the faclity's EP plan
revealad that there were no evidence of EP
training for ail staff. There was one document,
dated 1/22/20 titled Emergency Evacuations with
an attachad flyer on cooking safety. There were
six participants which included four
nan-managernent staff, Further, the names of the
facllity's newast employees were not dosumentad
as recelving EP plan training sheat.

Interview on 3/10/20 with the Habllitation
Specialist (HS) revealad that the facility did not
provide any tralning for any new staff; plus no
table fop or full scale EP exercises ware
condueted.

interview on 3/11/20 with the Qualifled Intellactual
FORM CMS-2567102-59) Pravious Varslons Obsotate Evert 10 RWEH

Faglity |0: 855488 if continuallon shast Pags 12 of 32
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Disabilities Professional (QIDP) revealed that she
recalled someone trained staff in their homes on
EF plan. The QIDP acknowledged that she did
not have documentation of the tralning.

E 039 | EP Testing Requirements E 039
CFR(s): 483.475(2)(2) ‘

[For RNCHI at §403.748, ASCs at §416.54,
HHAs at §484.102, CORFs at §485.68, OPO,
*Organizations” under §485.727, CMHC at
§485.020, RHCFQHC at §491.12, ESRD
Facilitles at §494.62]:

(2) Testing. The {facility] must conduct axercises
to test the emergency plan annuaslly. The [facility]
must do &l of tha following:

{i) Participats In a full-scale exercise that Is
community-based every 2 years; or

(A) When a community-based exgrcise is
not accessible, conduct & facility-based functional
axercise evary 2 vears, or

(B) if the {fachity] experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the [facility]
is exempt from sngaging in its next required
community-based or individual, facility-based

functional exerclse following the onset of
the actual event,

(i1} Conduct an additional exercise at ieast
every 2 years, opposiie the year the full-scale or
functional exercise under  paragraph (d}2)() of
this section is conducted, that may include, but is
riot limited to the following:

(A) A second full-scale exercise that is
community-based or individual, facllity-based
functional exercise; or

(B} A mock disaster drill; or

(C} Atabletop exercise or workshop that

FORM CMS.2507(02-00) Previout Versions Obsolate Evant ID:RWDIH Facility 10; RES48E i continuation sheet Page 13 of 32
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Continued From page 13
s lad by a faciiitator and Includes a group
discusslon using a narrated,

clinically-relevant emergency scenario, and a
set of problem statements, directed massages, or
prepared questions designed to challengs an
amergency plan,

(iif) Analyze the [facility's| response to and
malntain documernation of il drills, tabletop
exercises, and amergency avents, and
revise the [facliity's] emergancy plan, as needed.

*[For Hospices at 418.113(d);)

(2) Testing for hospices that provide cars in the
patient's home. The hasplce must conduct
axercises to test the amargency plan at least
annually. The hospice must do the following:

() Participate in a full-scale exercles that is
community baged every 2 years; or

(A} When a community based exarcise i
not accessible, conduct an individual faclity
based functional exercise avery 2 years; or

(B) if the hospice experiences a natural
or man-made emergency that requires activation
of the emergency plan, the hospital s
exempt from engaging In its next required ful
scale community-based exercise or individual
facllity- baged functional exercise following
the onset of the emergency avent.

(i) Conduct an additional exercise every 2
yexars, opposite the year the full-scale or
functional exercise under paragraph (d) (2){1) of
this saction is conducted, that may Includs, but is
not limitad to the following: i

(A) Asecond full-scale exerclse that is
community-based or a faciiity based functional
exercise; or

(By Amock disaster driii; or

(C) Atabletop exerclse or workshop that

E 039
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Continued From page 14
is led by a facilitator and includes a group
discussion using a narrated,

clinically-relevant emergency scenario, and a
sat of problam statements, directed messages, or
prepared questions designed to challenge an
amergsncy plan,

{3) Testing for hospices that provide inpatient
cate directly. The hospice must conduct
exgrcises to test the emergancy plan twice per
year. The hospice must do the following;

{i} Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is
not accessible, conduct an annual individual
facility-based functional axerclse; or

(B} If the hospice experiences a natural
or man-made emergency that requires activation
of the smergency plan, the hospice is
exempt from engaging in its next required
full-scale community based or facllity-based
functional exercisa following the onset
of the emergency event,

(#) Conduct an additional annual exercise
that may inciude, but is not limited to the
following:

(A} Asgecond full-scale exercise that is
community-based or a facllity based functional
exRIciss; of

{B) Amock disaster drill; or

(C) Atabietop exercise or workshop led
by a facilitator that includes a group diacussion
using & narrated, clinlcally-relevant
emargency scenarfo, and a set of problam
statements, directed messages, or prepared
questions designed to challenge an
ameargency plan.

(i) Analyze the hospice's responge to and

E 038
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maintain documentation of all drills, tablstop
axercises, and emergency avents  and revise
the hospice's emergency plan, as neaded.

*[For PRFTs at §441.184(d), Hospitais at
§482.15(ct), CAHs at §485.625(d):]
{2) Testing. The [PRTF, Hospital, CAH) must
conduct exsrcises to test the smergency plan
twice par year. The [PRTF, Hospital, CAH] must
do the following:
{i) Participata in an annual full-scale exercise

that is community-based; or

(A} When a community-based exercise is
not accessible, condutt an annual individual,
faclity-basged functional exarcise; ar

(B} If the [PRTF, Hospital, CAH)
experiences an actua natural or man-made
amergency that requires activation of the
smergency plan, the [facliity] is axempt from
engaging in its next required fuli-scale community

based or indiviciual, facility-based
functional exercise following the onsst of the
emergency avent.

{1} Conduct an [additional] annual exercise or
and that may inchuda, but is not imited to the
following:

(A) A second full-scale exercise that is
community-based or individual, a facility-based
functional exercige; or

(B} A mock disaster drill; or

{C) A tabletop exerclse or workshop that
is lnd by a facilitator and includes a group
discussion, using a narrated,

clinically-relevant amergernicy gcanarle, and a
set of problem statements, directed messages, or
prapared questions designed to challenge an
amargancy plan.

(ii} Analyze the [facllity's) response to and

FORM CMS-2667(02-09) Previous Verstong Obsolabs Event D: RWD111 Faciity i) 9654568 if continuation sheat Page 16 of 32
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maintaln documentation of all drills, tabletop
exercises, and emergency events  and revise
the {facllity's] emergency plan, as needed,

“[For LTC Facilties at §483.73(d):]

{2) The [LTC facillty] must conduct exercises to
test the smergency plan at least twice per year,
including unannounced staff drills using the
amergency procedures. The [LTC facility,
IGFAID] must do the following:

() Participate in an annual full-scale axercise
that is community-based; or

{A) When a community-based exercise is
not accessible, conduct an annual Individual,
facility-baged functional axarclse,

(B} If the [LTC facility] faclity experiences
an actual natural or man-made emsrgency that
requires activation of the amergancy pian,
the LTC facllity is exempt from engaging its next
required a full-scale community-based or

individual, facility-based functional exercise
following the onset of the emergency event.

{fi} Gonduct an additional annual exercise
that may includs, bt is not limited to the
fallowing:

(A} Asecond full-scale axercisa that is
community-based or an individual, facility based
functional exercise; or

(B) A muack disaster drili; or

(C) Atabletop exercige or workshop that
Is led by a facilltator includes a group discussion,
using a narrated, clinicaly-redevant
emergancy scanarlo, and a set of problemn
statements, directed messages, or prapared
questions designed o challenge an
amergency plan,

(iii) Analyze the {LTC facility] facilty's
response to and maintain documentation of all

FORM CM3-2667{02-0) Pravicus Versiong Obsslete Event {0 RWDN Faciity ID; 855486 H conlinuation sheet Page 17 of 32
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Continugd From page 17
drills, tabletop exercises, and  emergency
avents, and revise the [LTC facliity] facility's
smergancy plan, as needed.

“[For IGFAIDs at §483 475(d):

{2) Testing. The ICFMD must conduct exerclees
to test the emergency plan at least twice per year.
The ICFAID must do the following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise |s
not accessible, conduct an annual individual,
facility-basad functional BXOrTISS; O,

(B} If the ICF/NID experiences an actual
natural or man-made emergency that requires
activation of the smergency plan, the ICFAD
Is exempt from engaging in its next required
tull-scale community-based or individual, factlity-

based functional exercise following the onset
of the emergency event.

() Conduct an additional annual exercise that
may include, but is not limited to the following:

(A) A second full-scale axercise that is
community-baged or an ingividual, faciity-based
functional exercise; or

(B) Amock disaster drif; or

(C} Atabletop exercise or workshop that
is lad by a facilitator and includes a group
digscusgion, using a narrated,

clinically-relevant emergancy scenarlo, and a
set of problem statements, directad messages, or
prepared guestions designed to challenge an
emergancy plan.

(1) Analyze the ICF/ID's respanse to and
maintaln documentation of all drills, tabletop
axercises, and emergency events, and revise
the ICF/NID's emergency plan, as needed.

E 038

FORM CMS-2587(02-00) Previdus Versiens Obsolete

Evant I RWDT11

Facility iD: 855486

#eontinuation shest Page 18 of 32




Gaf 27,2020 089132 6REATER IMAGE HEALTH CaRE CORP,

DERFARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

{Fa3810 431 1000 B 205032

PRINTED: ¢3/16/2020
FORM APPROVED
OMB NO. 0938-0391

{0)(2) Testing. The OPO must conduct exercises
{o test the emergency plan. The OPO must do the
following:

() Conduct a paper-basad, tabletop exarcise
or workshop at least annually. A tabletop exerclse
i led by & facilitator and  includes a group
discussion, using a narrated, clinically relevant
emergency scenario, and a set of problem
statements,  directed messages, or prepared
questions designad to challenge an emargency
plan. if the OPO expariences an actual natural
or man-made smargency that requires activation
of the emergency plan, the OPC s exempt from
engaging in lts next required testing exercise
fallowing the onsst of the emergancy event.

{ii} Analyze the OPO's response to and
malntain documentation of gl tabletop exercizes,
and emergency events, and revise the [RNHCFs
and OPQ's] emergency plan, as needad.

This STANDARD Is not met as evidenced by:

Based on document review and interviews, the
facility falled to ensure facility/community-based
or tabletop exercises o test their emergency
preparadness (EP) plan were conducted. This
potentially affacted ali clients in the home. The
findings is:

The facility's EP plan did not include compiletion
of faclfity/community-based or tabletop exercises.

Review on 3/10/20 of the facliity's EP plan revised
on 12/31/19, did not include a full-scale
community-based or tabletop exerclse.

Interview on 3/11/20 with the Home Manager
{(HM) revealed that she has beer in her role for a
month and had not conducted any training
exercizes on the EF full-scale community-based
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or {abletop exercizes.

Intarview on 3/41/20 with the Habilitation
Specialist {(HS) ravealed that sha could not recall
doing any full-scale community based exercise
for the EP training.

W 000 | INITIAL COMMENTS W 000

A complaint investigation was conducted during
the racertification survay for intakes
#NCO0160528 and #NC00160659. One
deficlency was citad as a resuilt of the complaint.
W 120 | SERVICES PROVIDED WITH OUTSIDE W 120
SOURCES

CFR(s): 483.410(d)(3)

The facility must assure that outside services
muet the needs of each client.

This STANDARD s not met as evidenced by:
Based on record review and interview, the facility
failed to ensure outside services were
coordinated in order to meet the needs of clients.
This affected 2 of 3 audit clients (#1, #5). The
findings are:

A. The potential use of a pain medication was
not coordinated with client #5's school,

During an intervisw on 3/10/20, client #5's
teacher revealed the use of & pain medication to
be used at school was discugsed at the client's
Individual Education Plan (IEP) mesting. The
teacher felt having a pain medication available to
be administered at school during her menstrug
cycle would be helpful during the cllent's behavior
episodes since she may be sxpressing pain.
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Additional interview indicated she was not sure
what happaned after the [EP but no pain
medication was aver provided from the facility.

interview via phone on 3/41/20 with the school's
nurse confirmed pain medication for client #5 had
been discussed. Additional interview indicated
per her nurse's notes dated 1/10/20, a request for
a physicien's order for the paln medication had
been sant homa In the client's book bag;
however, there had been no responss from the
facility since then.

Review on 3/11/20 of cllent #5's record revealed
an E-prascription datad 12/4/18 for
Acetaminophen 325mg, two tablets by mouth 4
times daily "PRN pain,"”

intarviaw on 3/11/20 with tha MHabllitation
Speciallst (HS) and Home Manager (HM)
raveaied they were not awara of 8 discussion
regarding pain medication at school or request for
an order being sent to tha homs, .

interview via cell phone on 3/11/20 with the
facility's nurse revealed client #5 hag a prn order
for Tylenol and she indicated the guardian felt the
client was already on too many medications and
some of her other medications could be
addressing pain already.

interview via phone on 3/11/20 with the Qualifled
Intellectual Disabilities Professional (QIDP)
indicated ghe had attended cllent #5's IEP
meeting; however, she did not recall a discussion
about pain medication being avallable at school
for client #5,

W 120
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B. Facility did not ensurs that client #1's school
received madication and current individua!
program plan (IPP),

During record review on 3/11/20, of client #1's
Allergy and Anaphylaxiz Emergency Plan dated
2/24/20, identified allergy to free nuts, grapes,
celery, grean pea, grean pepper, grean baan,
sesame seed. To treat the allergy, the doctor
prescribed the use of an Epinephrine Auto
injector (EPI pen) and Benadry! flguid, 3
teaspoons by mouth,

An additional review on 3/11/20 of client #1's IPP
dated 3/1/20 revealed that the schoo! staff were
not In attendanca,

Interview on 3M0/20 with client #1's teacher
ravealod, that cliant #1 had a reactlon to a food
allergy last month at school which required that
EMS be callad, An EPI pon was administered and
further allergy testing was coordinated by the
facllity. The teacher indicated that the school was
still walling for the facility to provide the liguid
allargy medication for client #1. The teacher also
indicated that she also did not racaive the current
IPP from the faciity.

Interview on 3/11/20 with client #1's school nurse
revealad that the facliity did not furnih the figuid
allargy medication after dropping off the food
aflargy liet and EPI pan last month.

interview on 3/11/20 with the Home Manager
(HM) revealad that the school has not received
the liguid allergy medication. The HM had made a
raquast to the corporate office to place the
medication on tha supply list since It was an tem
hot furnished by their pharmacy. The MM was still
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CFR(s): 483.430(e}(3)

Staff must ba able io demonstrste the skills and
techniques necessary to administer interventions
to manage the Inappropriate behavior of clients.

This STANDARD is not mat as avidenced by;
Based on observations, record review and
interviews, the facility failed to ensure all staff
ware able to demongtrats skills noedsd to
Implement interventions necessary to manage
inapproprista behaviors for 2 of 3 audit clients
(#1, #5). Tha findings are:

A. Cllent #5's Behavior intervention Plan (BSP)
was not implemented as writtan,

Throughcout observations in the home during the
survey on 3/10 - 3/11/20, staff were not obsarved
fo provide relnforcements for cllent #5's
appropriate hehaviors even though the client
frequently sat quistly while compieting tasks and
compiied with prompis from staff for various
tasks.

During dinner obsarvations In the home on
3/10/20 at 6:40pm, cilant #5 pointed to the bowl
of macaroni and cheese and stated, "More

/
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macgroni and cheese”, Staff C told the client to
finish eating the food on her plate. The client was
also told to remember her diet. Client #5 returned
to eating her food, At 6:43pm, client #5 again
ssked for macaronl and cheese. The Home
Marager (HM) stated, "Fruits and vegetables,”
Cliont #5 begen to whine. After a few seconds,
she turned over a glass of milk onto the table.
The cilent was told to calm down., Client #5 then
bagan to spit. Staff stated, "No spifting.” Client
#5 continued to spit and turned over another
glass and bagan swearing repeatedly. Staff C
and the HM then physically removed client #5
from the table and walked her to her badroom.

Interview on 3/10/20 with Staff C revealed she
has worked at the home for about & week and
had a couple of days of training. She indicated
she has had training on all behavior plans but has
only had to implement one of the plans since
starting this job. Additional interview reveatad
when client #5 has a behavior she should be
given five minutes to calm down in her bedroom
and then provided with an activity.

Review an 3/11/20 of client #5's BSP datad 1/6720
ravealed ohjectives to decrease the fraquency of
non-compliancs, running away from staff, food
stealing, profanity, explosive behaviors, apitting,
and self-injurious behavior for 10 out of 12
months. Tha plan noted, "[Client #5] will be
reinforcad for svery task complated with an
identifled reinforcers. Provide [Client #5] with
social praise at least avery thirty minutes in the
absence of the target behaviors, Give her a great
deal of attenticn whan sha ig exhibiting
approptiate behaviors to encourage continued
compliance as this will help her learn how to gain
attention through a sacially appropriate means

W 403
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other than through inapprapriate means.. Allow
for choices and decision-making whenever
possible: Before a problem develops..."

Further review of the BSP identified under spitting
behaviors, "If {Client #5) sppears to be getting
raady to spit, ataff will then tell her to swallow and
radlrect to an activity. If she spits, have her clean
up the area with a cleaning solution using
graduated guidance {(east intaraction
naecessary)...If she continues to spit, staff will say,
Cllent #5] No Spitting’ and then have her clean
up the area.” For profanity the plan noted staff
should call the client’s name "in a firm tons and
ask her not to use such languages..."

Interview on 3/11/20 with the HM revealed several
now steff were working in the home. Additionsi
interviaw indicatad most staff have been doing
hands-on tralning as behaviors occur. She stated
staff have read over each client's behavior plan.

B. Client #1's BSP was not implemented as
wrritten,

During moming observations in the home on
3/11/20 at 6:00am, staff were not observed to
provide positive reinforcemants for appropriate
behaviors, although the client completed fasks
such as sefting the table and placing food items
on the table for broakfast,

Durlng additional moming observations In the
home on 3/11/20 from &:10am - 6:23am, cllent #1
started arguments and caused disturbances with
at least two other clients In the home. He rafused
to aliow ona client to sit o the couch, called ather
client's names, and threatened to fight another
chient, During this time, he was told to calm down
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and asked if he wanted to go to his room. Client
#1 ignored the prompts from staff,

During observations in the home on 3/11/20 at
7:00em, cliant #1 was unengagad while walting
for his bus to come. He went to the activity room
door stating he wanted to go inside. Staff £
blocked the deor while tefiing him it was not time
o go Into the activity room yet. He continuad to
state he wanted o go in the room while
attempting to go around the staff blocking the
door. The staff repeatadly told him he could not
go into the area. After several minutes of arguing
back and forth with Staff E, the Habilitatlon
Specialist (HS) told Staff E client #1 could go into
the activity room if he wanted to. At 7:08am.,
client #1 want into the activity room and began
uging the computer.

Durlng further observations In the home on
3/11/20 at 7:28am, client #1 began to use
profanity whila iistening to music on the
computer. Staff D callad his name and went into
the activity room to check on him brisfly. A few
minutes later, he used profanity again, the HS
callad his name and told him If he swears again
he will nead to come out of the activity room.

During observations in the home on 3/1/20 at
7:40am, client #1 had been on the computer
listaning to music for approximately 35 minutes.
Staff £ entered the roum and told him he nesded
te take turns and allow another clignt to usa the
computer whila the other client stood waiting.
Client #1 became upset and screamed, "Noi* The
staff continued to remind client #1 about taking
turns, being rice and sharing, Cliant #1 was then
told to go to his room by the HES as she satata
table in an adjacent room. He screamed, "No,

W 183
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I'm not going to my room...who gonna make
me...I'm not getting upl” The client continued to
git at the computer. At 7:50am, when the HM
enhtered the area and bagan prompting the client
1o go to his room in a firm voice, client #1
comphied snd wani to his bedroom.

Interview on 311/20 with Stalf E revealed she
has worked at the home for approximately 3
weeks. The sigff indicated sha had receivad
tralhing on each client's BSP by the MM and HS,

Review on 3/11/20 of client #1's BSP dated
2/28/20 revaaled objectives to decrease the
frequency of defined non-compliance, physical
aggresslon, tantrum behavior, lying, profanity,
running from staff and stealing food for 10 out of
12 consecutive months, The BEP noted,
*...provide [Cliont #1] with a varlety of structured
laisure and recreational activities while at the
rasldence. When nof actively engaged in obvious
skt bullding habilitation goals, provide him the
epporunity and encourage him o engage, during
leisure time, in & structured and stimulating
activity." Additionally, the plan notaed, "(Client #1}
will be reinforced for avery task eomplated with
an identifled reinforcer. Provide [Client #1] with
soclal praise at least every thirty minutes in the
abssnce of the target behaviors. ldendified
relnforcers are as follows: social praise, water
games, praferred edibles and walks.”

The plan also indicated, "...Do not give undo
attention when applying an intervantion. Whaen
[Ciient #1] is displaying Inappropriate behavior, be
sure to give him the least amount of attention
natassary, Speak in g friendly positive manner.
He responds poorly to changes in his
environment, rules or when things don't go the

W 183
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way he expacts them to, {He has difficulty
handiing disappolntment). Be consistent and
follow through with what you tell him,. Focus on
positive things he doss. Allow for choices and
declsion-making whenever possible. Before g
problem develops, provide clear opportunities
rather than required participation whenaver

| possible...to the degree possible, give him what
he wants but do not reward demanding or
otherwise inappropriate behaviors."

Further review of the BSP under non-compllance
Indicated, "Stafi will give Cliert #1] an instruction.
if he doas not comply within one (1) minute, staff
will repaat the instruction. i he does not comply
after one (1) additional minute, wait five
minutes,...during the § minute fime span, talk to
him and attempt to focus his attention on the
request making it sound fun/sesm fun. You may
antice compliance by reminding him of the
reinforcer he will sam upon completion of the
activity." For profanity, the plan revegled, "Staff
will say [Client #1] In a firm tone and ask him not
to use such ianguage. If he does not immediately
stop, escort him away from others (His Room) for
8 minutes of calm. Then engage his attention to
another activity.'

interviaw on 3/11/20 with tha HM revealed several
new staff were working in the home. Additional
interview Indicated most staff have been doing
hands-on training as behaviors ocour. She stated
staff have read over each clisnt's behavior plan.
PROGRAM DOCUMENTATION
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behavior data shests and incident reports did not
include any behavior data from her school. behaner dode recewed fmm
Intarview on 3/11/20 with the Home Manager gc}nw' L bﬁ- mc‘lm& ieY;
(HM) indicated she thought they used to collect roowd of dato Coilected
data from the schoots but she was not sure. Special <t
Addltéanailintmviaw revealed the teacher usually The £1DP l Hab pe.C
calls to tell them about a behavior episode . .
involving cllent #5; however, this was not will moniter week | r
documented, The HM acknowledged collecting
client #5's behavior data from the school would dﬁ}"& &b I l %47 0N
be benaficial,
intarview via cell phone on 3/11/20 with the
Quaiifiad Infellectual Disabilities Professional
{QUDF) confirmed client #5'% behavior data from
school would be beneficial information overall for d
the psychologist to be aware of. ; e
W 267 | CONDUCT TOWARD CLIENT wae7| | SFakE will be nseryil
CFR(s): 483.450{5)(1) on the 0 3 MB Smob 'Ej
The facility must deveiop and implement written ) [ i
policies and procedures for the management of % i
conduct batween staff and clients. 3/{'@ !;\ 3y Il be méni WA
dai 'X*n%r i pementation
Thiz STANDARD is not met as evidenced by: ; {-‘f’
Based an observations and interviews, the faciiity b ) ona dmmf ‘Sm+
failad to Implement policies and procedures to 4th A1) dud “‘)Wgh ne
ensure actions Imposed upen clients by staff did .. , :
not potentially affect the client's quality of lifa. mited to ‘:*?’m& |
This affacted 1 of 3 audit clients (#3). The finding anages Habili yatren
"’*: pecizl s P and
3 i<t, HI1DP an
Staff smoked a cigarette within arms reach of
ollent #3, N
During morning obsarvations in the home on
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3/11/20 at 7.52am, Staff D prompted client #3
outslde to walt for his school bus. As they hoth
waited at the end of tha walkway in front of the
homs, Staff D began smoking a cigarette. As she
stoed within erms reach of client #3, the smoke
floated near him, The staff continued to smoke In
front of the client for approximately 3 - 5 minutes,

interview on 3/11/20 with Staff D revealed she
had not bean told she could not smoke in front of
the clients. The staff stated she thought it was ok
since they were outside.

Interview on 3/11/20 with the Home Manager
(HM) and Habilitation Specialist {HS} ravealed
staff should not be smoking in front of any clients
and all staff have been toid this.

Intarview via cell phone on 3/11/20 with tha
Qualifled intellectual Disabifities (QIDP)
confirmed all staff have been told they cannot
smoke in front of clients and they shauld be
smoking in designated areas around the outside
of the home. The QIDP stated, "That is not
acceptable at ail"

EVACUATION DRILLS

CFR({s). 483.4700)(1)

The facillty must hold evaicuation drills at least
guarterly for each shift of personnel,

This STANDARD is not met as evidenced by:
Based on document review and staff Interview,
the faciiity did not conduct the appropriate
number of fire drills, per quarter. This had the
potential to affect all clients. The finding is

W 267

W 440
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Facility did not conduct a fira drill, per shift, sach s :
o Pe all fire dolls are Lon

quarter.

During record review on 3/10/20 of the facllity's
fire drill log, it rovealed that shifts that the drills
waere conducted, ware Incorrectly ldentified based
an the tims of day. The collected dats statad:

st shift drills given on 3/18/18 at 1:30 am,
9/10/19 at 5:00 am and 12/5/12 at 4:45 pm.
2nd shift drills wag given on 4/22/19 at 3:40 am.,

Interview on 3/10/20 with Qualtifiad Intellectual
Disabliities Professional (QIDP) revealed that 1st
shift was between B8:00 am-4:00 pm: 2nd shift
tetween 4:00 pm-12:00 am and 3rg shift batween
12:00 am-8:00 am. GIDP indicated that the
former Home Manager (HM) was monitoring the
fire: drills untll Iast month, QIDP also
acknowledged that had not been "going behlnd”
the former HM o check the drills schadule.

ard documented ds vequired .
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