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E 004 | Develop EP Plan, Review and Update Annually !

CFR(s): 483.475(a)

The [facility] must comply with ali applicabls ;
Federal, State and local emergency

| breparedness requirements. The [facility] must
develop establish and maintain a comprehensive
emergency preparedness program that meets the
requiremsnts of this section.

| The emergency preparednass program must ‘
include, but not be limited to, the following
- elements:

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

and maintain an emergency preparedness plan
| that must be [reviewsd], and updated at least
every 2 years. The plan must do all of the
foliowing:

- " [For hospitals at §482.15 and CAHs at
§485.625(a):] Emergency Plan. The [hospital er |‘
CAH] must comply with ali applicable Federal, ;
Stats, and local emergency preparedness
| requirements. The [hospital or CAH] must
develop and maintain a comprehensive

i SMErgency preparedness program that maeis the

( requirements of this section, utilizing an :
! ali-hazards approach. i

* [For LTC Facilities at §483.73(a)] Emergency
Plan. The LTC facility must develop and maintain
- @n emergency preparedness plan that must be
reviewed and updated a1 least annuzlly,

* [For ESRD Facilities at §494.62(a)] Emergancy
Plan. The ESRD facifity must dsvelop and

| maintain an emergency preparedness plan that

| Must be [evaluated], and updated at least svery 2
| years.
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E 004

W 000

Continued From page 1

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the Emergency Preparedness
(EP) plan was reviewed and updated at least
annually. The finding is:

The facility's EP plan was not reviewad and/or
updated at least annually.

| Review on 9/1/20 of the facility's EP plan (dated

| 1116/19) revealed the plan was reviewed oy the

| Emergency Management Coordinzator from the

- County Department of Emergency Services,
Further review of the plan did not inciude
evidence of an annual review or update.

Interview on 8/1/20 with the Qualifisd intelleciual
Disabilities Professicnal (QIDP) revezied the EP
plan had not been reviewad or updated.

INITIAL COMMENTS

A recertification arnd complaint survey was

' completed on 8/2/2020. Deficienciss were not
cited as a result of the complaint survey for Intake
#NC00161780. The compiain: allegations were
unsubsiantiated.

' PROTECTION OF CLIENTS RIGHTS
CFR(s): 483.420(2)(7)

| The facility must ensure the rights of 2|l clients.
Therefore, the facility must ensure privacy during
treatment and care of personz| neads.

This STANDARD is not met as evidenced by:
| Based on observations, record review and
| interview, the facility failed to ansure clients were
| afforded privacy during personal cars This

E 004

E004-The facility will ensure the Emergency
| Preparedness (€P) plan be reviewed and 11/2/2020
updated at least annually. QP and
Residential will menitor annually. i B

W 000

W130,‘:
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W 130 | Continued From page 2 W30
affecied 2 of 3 audit clients (%3, #8,) and one “
non-audit client #2. The findings include::
A. Audit client #3 was not afforded privacy while . L
getling dressed. | W130-A The facility will ensure client #3 and
! | all clients afforded privacy while getting i 11/2/2020
 During observations on 8/2/20, client #3 came out dressad. Staff will be in-sarviced about I
of the bathroom, afier her bath, wearing a rabe. . Privacy. QP will monitor bi-weekly. Home
She requested assistance from staff at 5:22am | Manager waekly.
and was standing in her bedraom with her .
' bedrocm door open with oniy her panties on for § ! ;
| minutes until staff F could assist her. Staff F .
I came into her room at at 5:27am and closed the |
i ‘ bedroom doaor. |
! |
[ ' Interview on 9/2/20 with the qualified inteileciual ,‘
disabilities professional (QIDP) revealed client #3 |
needs assistance in maintaining her privacy when
dressing. Additional interview revealed staff f
' should assist her by verbai cueing her to close 5
the bedroom doar. ;
B. Aucit client #6 was not given privacy and
| dignity regarding his toileting needs. ,
. | During observations on 9/2/20 at 5:49am client #6
? | Was sezted in a chair on & chux pad that
- extended out across the chair, | W130-8 The facility will ensure clignt #5 ang
| | all clients have privacy and treated with
| During interview on 8/2/2020, the Residential | dignity with any toileting needs. IPP wi!l. 3 1
| Manager stated she was unceriain why the chux | reflect client #6 toileting needs. St_aff will be
| in-serviced on IPP, Programs, Dignity and

pad was in the chair. Further interview confirmed
| that client #8 does not have a toiteting program
but had ene in the past.

Review on 8/1/2020 of client #B's IPP revealed he
does have g toileting program that requires for
staff to take him to the bathroom irequently
during the day and check him for watnsss and

Privacy. QP will monitor bi-weekly. Home
Manzgesr weekly.

11/2/2020
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W 130 | Continued From page 3 W 130
| dryness. Data was reviewed for this program for !
June, July and August 2020.
Interview on 8/2/20 with the QIDP revesled direct
care staff should not be seating client #6 an 2 i
chux pad in the facility to ensure his dignity is ’
protected. Additional interview revesled staff may i
rieed additional training on audit client £6's ‘
! | programs. ‘
|
| C. Non-Audit client #2 was not zssisied with
' ensuring his privacy during toileting.
| During cbservations at the facility on 9/1/20 at f i
- 12:35pm, audit client #2 went into the bathroem, i | W130-C The facility will ensure client #2 and |
| did not close the door and began toilsting. Staf A all clients is assistant with ensuring their _ 11/2/2020
' came into the bathroom and did not shut the daor privacy during toileting, Staff will be in- [
- Staff A prompted him te pull up his shorts, fiush sarviced. QP will monitor bi-weekly. Home |
| the toilet and wash his hands. Manager weekly.
Interview on 9/2/20 with the QIDP revealed client [
| #2 requires assistance from staff to safeguard his '
 privacy during teileting and dressing.
W 249 | PROGRAM IMPLEMENTATION W 249/

CFR(s): 483.440(d)(1)

As socn as the interdisciplinary team has
formulated a client's individual program pian,
each cilent must receive a continuous active
treztment program consisting of nesded
interventions and services in sufficiert number
and frequency to support the achievement of the
objectives identified in the individua! program
| plan.

- This STANDARD is not met as evidenced by:

| W245-The facility will ensure client #3 ang ]
| "éandall client’s money manzgement

programs arz implemented. Staff in-service,

11/2/2020

. QP will monitor manthly. Home Meanzger {

manitor bi-weskly.
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W 248 | Continued From page 4 i W 249/
! - Based on observations, record reviews and ' ‘
J interviews, the facility failed to ensure 2 of 3 audit
clients (#3, #4) received a continuous aciive f

treatment plan consisting of needed interventions
and services as identified in the Individual
Program Plan (IPP) in the aress of money
management. The findings include: f

Staff did not consistently implement identified

money management programs for clients #3 and
#4 as described in their individual program plans | ‘
(PP). | |

&. Review on 9/1/20 of client #3's |PP dated : ‘ |
3/3/2020 revealed shs= has 2 money management i |
objective to identify maeney with 75% accuracy for :
2 review periods. This is to be trained on sacone g

| Shift. |

- During abservations in the facility on 9/1/20 from
4:40pm-6:30pm, client £#3 was not involved in
fraining on money management,

Review on 9/2/20 of client #3's data revealed nc
datz taken for June, July or August 2020,

Interview on 9/2/20 with the qualified intellectua ‘:
| disabiities professional (QIOP) reveslead this i [
3 program had not been consistently implemented : I
and may have "slipped through the cracks.” |

b. Review of client #4's [pp dated 4/1/2020

revealed she has a meney management objactive

to increase money management with 75% /
| accuracy for 2 consecutive review periods, This is |

' to be trained on gecend shift.

During observations in the facility an 8/1/20 from | ]‘
4:40pm-6:30pm, client £4 was not involved in ; i |
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Continued From page 5
training on money management.

' Review on 9/2/20 of client #4's data revealed no
data taken for June, July or August 2020,

Interview on 8/2/20 with the qualified intellectual
disabilities professicnal (QIDP) revealad this

program had not been consisiently implemented |
and may have “slipped through the cracks."
CLIENT BEDROOMS

CFR(s): 483.470(b)(4)(iv)

The facllity must provide sach client with
functicnal furniture, appropriate to the clients
nesds.

This STANDARD is not met 2 evidenced by:

Based on observation and confirmed by

interviews with staff the facility failzd to consider
 functional fumniturs for 1 of 3 audit cllents{ #1) and
| Nen-audit client ($2). The finding is:

The facility failed to adapt dining fumiture for
clients #1 and #2's stature.

During observaticns of dining on 8/1/20 at lunch
and supper and on breakfzst on 9/2/20 client £1
and client #2 were sitting at 5 regular dining
room table and chair. Both ciients jumped up into
their dining room chairs. Client #1's legs were
dangling about 1 foot from the floor, he pulled his
legs and feet into his chair. Client #2's legs were
dangling about 2-3 feet from the floor. Both

| clients frequently changed their seating positions

' pulling up closer to the dining room table.

Interview with the qualified intellzctual disabilities

W 248/

W 420

_ _Wﬂ»zo-'i'he facility will ensure client 21, #2, | —_—

and all other client will be providad with !
function furniturs that are appropriate to |
the clients needs. QP will manitor as !

l

needed.

|

11/2/2020
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prafessional (QIDP) on 9/2/20 revealed client #1 '
is 10 years old and client #2 is 8 years old and ‘
both clients are small in stature. approximately
less than 4 feet in height. Further interview
indicated that both clients had utilized booster
seats in the past. The QIDP stated both ciient 1
and client #2's seating at the dining room table ' |
needed to be reassessed,
W 454 | INFECTION CONTROL
CFR(s): 483.470(1)(1) ,

‘ The facility must provide a sanitary environment |
to avoid sources and transmission of infections. ' 5 f

W454-The facility will ensura 3| staff
. Provide a sanitary environmant by wearing

202
face mask as mandated by the COC. Staff will iEane

This STANDARD is not met as evidenced by:

Based on abservations, record review and be in-serviced. QP will monitor weekiy,

interview, the facility failed to ensure the potential Home Manager monitor daily. 1

for cross-contamination was prevenied. This | | {
| potentially affected & of 6 audit clients (#4). The
finding is:

| Staff failed to implement facility paolicy durng 3 .
' state mandated requirement to wesr face masks i
. during the COVID-19 pandemic. |

. Throughout cbservations on 9/1/20 at the facility |
from 12:10pm-1:35pm (85 minutes) and from | '
4:30pm-8:30pm (120 minutes), the Resideniial |
‘ Manager, Direct care staff A, Direct care staff 8, |
| direct care staff D and direct care steff £ lowered | | |
| their masks below their nasal passages, below .
their chins and at some points, even remeved
 their facial masks whilg they were warking directly .
- With the six clients in the facility. For exzmple, !
direct care staff B at 5:01pm took his mask { ‘
. completely off while working in the facility with the i |
clients. | l
|
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' Buring obaervations in the facility on 8/2/20 from
3:22am-7:45am (143 minutes), the Residentisl
Manager and staff D had their masks lowered
below their nasal passages but covered thair
maouth.

revealed staff are required to wear facial masks
in the facility when working witn clients.

Review on @ 2/20 of the facility’s policy from the
Centers for Disease Control and Prevention

' (CDC) ravealed, Put on face mask or respirator,

if the respirator has a nose piece, it should be
fitted to the nose with both hands, not bant or
tented.... Face mask/respirzaior should bs
extended under the chin. Both your mouth and
nose should be protected. Do not wear
respirator/facemask under your chin or store in
scrubs pocket between patients.”

disabilities professional (QIDP) and the Program
Director revealed direct care staff shouid
' consistently be wearing masks in the facility so
| that their nasal passages and mouth are covered
at alf times in conjunction with the statz mandate
to wear faciai masks.

i
i Intsrview on 8/2/20 with the qualified intzllectual
|
|

-

' Interviews on 9/1/20 with the Residentizi Manager

W 454
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October 22, 2020

Mental Health Licensure and Certification Section
NC Division of Health Service Regulation

2718 Mail Service Center

Raleigh, NC 27699-2718

Re: Recertification Completed 09/02/2020
Extra Special Care, 6214 Kilmory Drive, Fayetteville, NC 28304
Provider Number #34G146
MHL# 026-947

Dear Kimberly C. McCaskill:

Enclosed you will find corrections of the deficiencies cited listed on the Statement of

Deficiencies Form.

If you have any questions, please contact our office at (910) 491-2352 or mobile phone (910)
978-3675 or email: asia_parker@yahoo.com

Sincerely,

Ooral) o

Asia Parker
Qualified Professional




