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E 006 | Plan Based on All Hazards Risk Assessment £ 006*

CFR(s): 483.475(a)1)-(2) ﬂh& 3 ws% Mf)&“m{"

[(2) Emergency Plan. The {facility] must develop ;
and maintain an emergancy preparsdness plan Tﬁ\)\%‘sﬁ& C&."ﬁ»

that must be reviewed, and updated at least every

2 years. The plan must do the following:) \\'9 \\:&Wd \‘ \f\&ﬁﬂ-‘fﬂb\\l ‘.

(1) Be based on and includz a documented, 5 P«fn&‘-jﬁ\s L “ z o (p\\ i 1
facility-based and community-based risk R e e ) : hl
assessmont, ulilizing an sll-hazards approach.” " A 55"Ssmm,‘x & e \': lo QD

il
¥
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“[For LTC facilities at §483.73(a)(1):] Emergancy A ‘:CX'E‘: SRS ¥
! > < neluding¥he.
E
E

Pian. The LTC facility must develop antd maintain
an amergency preparedness plan that must be
reviewsd, and updated at least annually. The plan
must do the following:

(1) Be based on and include a documented

facilty-based and community-based fisk L‘,,e,. W\’Aﬂm"‘“ QI\A wﬂ"h
assessmant, utilizing an all-hazards approach, d &\j
including missing residents. Qfe, Q&A‘(ﬂ% Q }

(2} Include strategies for addressing emergancy
events identified by the risk assessment. WL WYe O

“IFor ICF/IDs at §483.475(a)(1)} Emergency QQ Ke'\l me,gk Ce,n—‘ce-ﬂ .
Pian. The ICFMD must develop and maintain an 7 ‘
smergenty preparedness plan that must b \ N
reviewed, and updatad at least every 2 years. The 3 ! i
plan must do the following: Eﬂ\,{, C..YY\&I"%e“c'\j : E T y-}
(1) Be based on and include a documented, e o . .
facility-based and comraunity-based risk vaadb\w m'd %V ma‘hcfﬂs
sssossmert, utilizing an ali-hazards approach,

inciudisg missing clients.
(2) Include strategias for addressing emergency

| events ideniified by the risk assessmeant. i -Sag& MMS (“.e'. %fe‘m
* [For Hospices at §418.113(a}2)) Emargency | ma_‘\my- Q)( a ¢ \'\[& U,)m

msommmrgmzm'ows OR PROVIDER/SUPFLIER. RE! AT OATE

SENTATIVE'S SIGNATURE TITLE 'P [ /
Any defigiency statement anding with an visk 0] denotes 3 deficiency which the institution may be eteged fmméurrﬁmng préviding it is determinad dhat

other satsguards provide aufficient protaction 16 4 patients. (5ea instryetlons.) Except for puralng homas, the findings steted above are diselosabla 50 daya
fotiowing the date of survey wivather or not a plan of correction i provided, Far nursing hames, the above findings and plans of corection are distiosatie 14
days following the date these documents ars made svadable o the faciity. 1 deficiencias are cited, an Approvad pian of carection is ragquisite to continued

program participation,
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'Plan. The Hospice must davelep and maintain an
ermergency preparedness plan that must be
raviewsd, and Updated ot least every 2 years. The
plan must do the following:

{1) Be bazed on and inciude a docurmentad,
facility-based and community-based risk
assessmant, utilizing an afi-hazards approach,

{2} Include strategies for addressing emergsncy
events identified by the risk assessment,
insluding the manzgement of the consequences
of powsr fallures, natural disasters, and other
emergencies that would affect the hospice's
ability to provide care,

This STANDARD s not met as evidenced by:
Based on policy review and interview, the facility
failed to develop an emergency praparedness

{EP) plan including and based upon a community
and facility-based rsk assessmant utiiizing an
all-hazards approach, This had the potential to
affect all clients, parficularly during & Coronavirus
pandemic, The finding is:

The facility did not have an EP plan based on risk
assessments,

Review on B/21/20 of the facility's curront EP plan
dated for 10/31/18, revealed the plan did not
provicke specific information in regards to a
facility-based risk assessment utilizing an
ail-hazards approach.

inferview on 9/21/20 with the qualified intellectuat
disabiliies professional (QIDP), ravezled that the
tacility had not obtained a facility-based risk
assessmant.

intarview on 9/22/20 with the Administrator
revealed that & risk assessment that focused an
hurricanes did not effect their facility. The
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| s g
admimstrato; acknﬂwledged that they had not
considered identifying other types of harards to
train staff,

E 022 | Policies/Procadures for Sheltering in Place g 022

CFR(s): 483.475(b)(4) K&ng,sk-s mnﬁ%bm‘b
g;) Plozfcies and procedures. The [faciiities] must \m \&M’&A m& W‘fi
and implermant ormer adn
\ion and Implertent etergency prenaradnass puk o shelker in plact.

policies and procedures, based on the emergency

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

assessment at paragraph (a)(1) of this sagtion, ?\&f\ (l\M:‘(\OY" L

and the communication plan at paregraph {c} of

this section. The pelicies ang procedures must W 5’\'0}&1 c'mn*\{

{annuslly for LTC).] At a minimum, the policies

and procedures must addrass the following:]
DRIONCE O

[t4) or (2),(31.45).(6)} A means to shelter In place
for patients, staff, and volunteers who remain jn \»QQ“ ‘-k' \ﬂ Ut)nh )

the [faciiity].

“[For Inpatient Hospices at §418.113(b);] Policies © Q, lo? 30 QD)
and procedures. AS q, :2'

{8} The following wre additionat requlrements for !
hospice-operated inpatient cars facilities only. v\ey U.)Q%k 5 (Y\
The policies and procedures must address the

fotlowing: Ae”d@

{i} A means to shelter in place for patients,

hospice employees whe rermain in the hospice. ‘ 5“@*&9" ‘\f\ ’Q\GCX-: ?\ G'ﬂ

This STANDARD is not mot as evidenced by:

Based on record review and staff interviews, the ‘Qb v %{, Cb\)\ D.-‘q

facility failed to deveiop policy and procedures for

sheltering in place in their emergency ?6\- h&ﬁ’.ﬂ'\\ C. Q& %C-hpbn

preparedness {EP) plan. This potentially affected

all cllents residing in the home. The finding is: w *e,%b\lammﬁ\- qt
The faciiity's EP plan did not address any plans to \M\ Cb“““}*

ghelter in place during a pandemic response,
m\-u Qo venk diree A,
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E 022 | Confinugd From page 3 EQ22
Review on 9/21/20 of the facility's EP plan
developad on 10/31/18 did not melude language
for situgtions that would call for the chients and
staff to shelter in place. )
intorview on 8/22/20 with the qualified intellectal
digabitities professional (QIDP), reveaied that the
facility had not incorporated a pandemls policy in
their EP plan.
& 025 | Arrangement with Qther Facilities £ 025 - *l .
CFR(s): 483.475(B)(7) Keyweots AT
o il continue, Yo taxty
[{b) Policies and procedures, The [facilities] must \))i .
devslop and implement emergency praparedness emr Q,nt..(ﬁ
policies and procedures, based on the emergency 0“'* \Jcs % ms
plan set forth in paragrapgh (a) of this section, risk &'ﬁs mﬂmc i
assessment at paragraph (2)(1) of this section, ?fewa
and the commurication plan at paragraph (c) of M m\m ‘
this section, The policies and procadures must 05
be reviewed and updated at least every 2 years @ ’
{annually for LTC}.] At a minimum, the policies CALrOtrES FouP
and procedures must address the following:] o L 5; A . 1
*[For Hospices at §418.113(b), PRFTs at “‘C*CAAXt . c»ﬂkHXiy
§441.184,(b) Hospitals at §482.15(b), and LTC o% u‘-ders‘rwﬂ\ ' "
Facilities at §483.73(b):] Policies and procedyres. 1, )
{7} [or (5)] The development of arrangements with Wmmbdﬁ“bﬂ :
other [facilities] [and] other providers 19 receive ‘
patients in the event of imitations or cossation of \»"Pﬂ S&m\'ﬁe}' ‘5“ wap
cperations to maintain the continuity of services
to facility patients, \30\1'\?: M ? al Q.D\q
»
“[For PACE at §460.84(h), ICF/IDs at 9 Sd\ed\.l\ﬁd %1' Wl
§483.475(b), CAHs at §485.625(b), CMHCs at
§485.920(b) and ESRD Facilities at §494.62(b);] b“ ?' a.\' ’ab’)l- ; 21‘ 2”(’
Policies and procedures. (7) [or {8), (8)] The i . ‘ * 6’
development of arrangerents with other ‘ ' T
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NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
1722 ATHENS AVENUE

{facilities] [or] other providars to receive patients
in the event of limitations or cessation of
operations 1o maintain the continuity of services
1o fasility patients,

*[For RNHCs at §403.748(b).] Policies ang
protedures. (7) The development of
arrangameants with ather RNMGls and ather
providers to receive patients In the event of
limitations or cessation of operations to maintain
the continuity of non-medical services to RNHO!
patients,

This STANDARD is not met as evidenced by:
Baged on interviews and review of the fagitity's
emergency praparedness (EF} plan, the facility
failed {0 document pra-grrangsd
accommodations for clients in the avent services
could nat be delivered in the home, This
potentially affacted all clients in the home, The
finding is:

The facility failed to list emergency
accommadations in their EF plan.

Raview on 8/21/20 of the facility's EP plan
developed on 10/31/18 revealed that there wag
no listing of accommodations or arrangements for
SMBrgency puiposes.

Intorview on 9/22/20 with staff B, revesled that
whah hirgd four monthe ago, he received training
on fire drills but dig not know where (o take slients
for emergency housing,

interview an 9/22/20 with the qualified inteflectusl
disabiities professional, reveaied that the facility
SouUld not produce an EP plan to inform staf
whens to take clients for smergency
accommodations.

KEYWEST CENTER
DURHAM, NC 27707
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CFR(s): 483.475(d)(1)

*{For RNCHis at §403,748, ASCs at §416.54,
Mospitals at §482.15, ICFAIDs at §483.475, HHAs
at §484,102, "Organizations" under §485.727,
OPQs at §486.360, RHC/FQHOCSs at §481.123) (1)
Training program. The [facility] must do all of the
following:

(i} Initial training in emergency preparedness
policies and procedures 1o all new and existing

staff, individuals providing services under
arrangement, and voluniears, congistent with their
expacted roles.

(iiy Provide emergency preparedness training

at least evary 2 years.

(iify Maintain documentation of all smargency
preparedness training.

(iv} Demonstrate sta# knowledge of
emergency procaduras.

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

[facility] must conduct training on the updeted

policies and procedures. )
HFor Hospices at §418.113(d):] (1) Training, The
hospice must do all of the following:

(i} Initial training in emergency praparedness
policies and proceduras to all new and existing

hespice amployees, and individuals providing

services undsr arrangement, consistent with their
expactod roles,

{1} Derngnstrate staff knowledge of
rMEBrgency procedures,

(i} Provide smargency praparedness training
3 lmast every 2 years.

(iv} Periodically review and rehsarss its
‘smergency preparedness plan with hospice

employsas (including nonamployee staff), with

’
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E 037 | EP Training Program
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F'037 | Continued From page 6 | E 037 VG\AQ a' iﬁWSS\Oﬁ Al
| procedures necessary to protact paﬁems and ! 0 '
othars. ?{th deA S‘h—“ m s :E %/2521

(v} Mairtain docurnentation of all emergsncy

preparedness training. ? ?or\_ur“hﬂ -’d’)

{vi} if the emergency preparedness policies )
and procedures are significantly updated, the m
hospics must conduct training on the updated aaam% \&
policies and proceduras, u aﬁ rd
rec! mﬁ\ for

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

program. The PRTF must do all of the following: Conse q“e,nc;e's ,,
() Initial trgnining it emergency preparedness W
policies and procedures 1o all new and existing Uﬂ mh& & »
staff, individuals providing ~ services under o n c‘
arrangement, and volunteers, consistent with their QQ}{ Qo!‘m o
expacted roles,

(i) After initial Taining, provide emergency

preparedness training every 2 yaars. ) \C \C.-e" , ,
(iily Damonsirate staff knowledge of aném ‘ ) ' '
emergency procedures. ' ‘L \J € |
(iv) Maintain documentation of all emergency Sho( Y, “e i
preparedness training. : w gﬁo\"m‘; f
(v} if the emergency preparednass politios '\-hu“ .,'
I

and procedures are significantly updated, the : L my\&
PRTF must conduct training on  the updatad QM eoX* X \
policies and procedures.

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

(i) Initial training in emergeﬁcy preparednass
palicies and procedures o all new and existng Lo
staff, indviduals providing services under ) 'O
arrangement, and volunteers, consistent with their <
expected role.

(i Provide emergency preparsdnass training | ‘ , ,
at lsast annyatly, C * ‘

(il Maintain documentation of all amergency

[
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E 037 | Continued From page 7 E 037
preparadness training.

{ivy Demonstrate staff knowledge of .
emargency procedures. ‘

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

(i} Provide initial training in emergency
praparedness policias and procedures to sl new
and exdsting staff, individuals praviding CE .
services under arrangaermant, and voluntagrs, . Ly
consistent with their expected roles, ‘

(ity Provide emergency prepargdness fraining
at l2ast every 2 years. ’ ) o

(i) Mairtain documentation of the training,

{iv) Demonstrate steff knowledge of .
amergenty procedures, All new personnel must . <
be orientad and assigned specific '

s s e AT e e et e e SV

workday, Ths taining prograit iust s
instruction in the location and use of alarm
systems and signals and firefighting equipmant.

(v} If the emergency preparedness policies
and procadures are significantly updatad, the : .
CORF must conduet training on the updated
policies and procedures,

*[For CAHs at §485.825(d)y:] (1) Training program.
The CAH must do alf of the following:

() Initiat training In amergency preparedness
policies and procedures, including prompt
reporting and extinguishing of fires, protection,
arul where necessary, evasuation of patients,
personnsl, and guests, fire prevention, and
cooperation with firefighting and disaster
authorities, to all new and existing staff,
individuals providing services Under areangement,
and volunteers, consistent with their expected

FORM GMS-2567{02-89) Pravious Varaions Obeslats Evant 1 1XKK 1 Fagility 1. 922088 if contimuation shest Page 8 of 37
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(iiy Provide emergency préparadngss trainimg
&t [east every 2 years,

(i) Maintain dosumentation of the training.

{iv) Damonstrate stalf knowledge of
emergency procedures.

(v} If the emergency preparedness policiss
and procedures are significantly updated, the
CAH must conduct fraining on {he updated
policies and procedures.

*IFor CMHCs at §485.920(d))] (1) Training. The
CMHC must provide initial training in emergency
preparedness policies and procedures to 2 naw
and existing staff, individuals providing services
under arrangement, and volurtesrs, consistent
with their expacted roles, and maintain
documentation of the training. The CMHC must
demonstrats staff knowledge of emergency
procedures. Thereafter, the CMHC must provide
gmergency preparedness training e least avery 2
yaars.

This STANDARD is not met as evidenced by:
Based on record review and intarviews, the
facility fafled to conduct emergency preparedness
{EP) ptan training for staff annually and for new
hires, This potentiaily affected all clisnts, The
finding is!

Staff did not recaive EP plan training a3 required,

Review on 3/21/20 of the facility's EP plan
revealed that there was no evidence of current
EP fraining for all staff. in the current manual,
contained training sheets for staff from 2018,
Furthermore, the names of the facility's newest
employsa was not documented 2s receiving EP
fraining. ‘
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Interview on §/22/20 with staff B, revealed that he
had not receivad training on the EP plan policy
since his hire four mMonths ago.

Interview on 8/22/20 with the assistant qualifiad
intellectual disabitities professional (QIDP},
ravealed that she could not produce any current
{raining for the EP plan policy.

Interview on 8/22/20 with the QIDP, revealed that
she did not conduct any fraining this yaar on the
EP plan due to the Coronavirus pandemic.

EP Testing Requirements

CFR{s): 483.475(d042)

E 039

*[For RNCHI at §403.748, ASCs at §416.54,
HHAS at §484.102, CORF's &t §485.68, OPO,
*Organizations” under §486.727, CMHC at
§485,920, RHC/FQHC at §481.12, ESRD
Faciliies at §494.62]:

{2} Testing. The [facility] must conduct exercises
to tast the emergency plan anoually. The [facility]
must do all of the following:
() Participaig in a full-scale exercise that is
community-based every 2 years; of
(A} When a community-based axarcise is
not accessible, conduct s facility-based functionat
exarcise overy 2 years, or
{B) i the [facility] experiences an astual
natural or man-made emergency that requiras
activation of the emergeéncy
iz exempt from engaging in its next required
cammunity-based or individuat, facitity-based
functional exerciza following the onset of
the actual avent.
(i} Conduct an additionat exarsise at least
svery 2 years, opposite the year the fullscale or

plan, the [facility]
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functional exercise under paragraph (d)(2)() of T ' ‘D
this section is conducted, thet may inciude, but is &s m&a -\M’\'
net limited o the following: : b *‘

{A) A second fulkscale exarcise that s % ‘-ﬁ A '
community-based or individual, facility-based Y)m Q’ - ‘
functional exercise; or Tk

(B) A mock disaster gril; or Sene. e (est

{G) A tabletop exarcise or workshop that W&é‘ Q..E’..ﬂ)‘m
is led by & facilitator and includes a group ()Q \L\EA}
discussion using a narated, :

clinically-rolavant emergency scenario, and a W‘ \" ’VM
sat of problam statements, directed messages, of m @\DD? 148 E
prepared guestions designed to challangs an : \e i
emergency plan, Q,.D M CL% !\\Pc&m |

(il Analyze the Facility's] response to and ) ) * . . '
maintain documentation of all drills, tablatop : ) M \ ).,)as
exercises, and emergency events, and f£NLx C:\. SE. ‘
rovisa the [facility's] emargency plan, &5 needed. . \.D\{‘Ch

™

{For Hospioes at 418.113(d)] ?:w\\ I I ) neck
{2) Testing for hospices that provide cara in the . N\",‘Aed a.
patient's home. The hospice must conduct \ . “ M
exarcises to test the emargency plan at least A\ %}ex- A_Y‘ W
annually. The hospice must do the following: ! w n

(i) Participate in a full-scale exercise that is a“-’ SUANSD ]
community baged every 2 years; or %Tw ? '

(A) When a community based exercise is @@\Ja’
net accessible, conduct an individual faciiity \d\‘\‘d\ \m&
based functional exercise every 2 years; or w

(B) If the hospice experiences a natural w %M 2o\
or an-made amergency that requires activation . » \m
of the emergency plan, the hospitat is ) ' \“\
exampt from engaging in s next required fill J? . ’
scale community-based exercise or individual ‘

Tacility- based functional exercise foliowing
the onsat of the emergency event. . .
(iy Gongduet an additional exercise every 2
years, opposite the yaar tha full-scale or N
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functional axercisa under paragraph {d) {28 of
this section ig conducted, that may include, but is
not limited to the following:

{A) Asecond full-scale exercise that is
commynity-based or a fagility based functional
axsreise; or

(BY Ameock disaster didll; or

{C) Atabletop exercise or workshop that
is led by 2 facilitator and includss a group
discussion using a narratad,

clinically-relevant emargency scenario, and a
set of problem statements, direcled mezsages, or
prepared quastions designad to chationge an
emeargancy pian.

{3) Testing for hospices that provide inpatient
carz dirsctly, The hospite must conduct
gxarcises 1o test the emargency plan twice per
year. The haspice must do the following:

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

(A) Whan a community-hased exercise is
not accessible, conduct an annual individual
facility-based functional exarcise: or

(B) ¥ the hospice expariencss a natural
or man-made emergangy that requires activation
of the emergency plan, the hospice is
exermpt from engaging in its next required
full-scale community based or facility-based
functionat exarcise following the onset
of the emergency event.

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

{A) Asecond full-seale exercise that is
community-based or a facility based functional
EXercise, or

{B) Amock disastar drill; or

Eoag
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{C) Atabletop axarcise or workshop led
by = facilitator that includes a group discussion
using a narrated, clinicalty-refevant
amergancy seanario, and a set of problem
statements, directed messages, or prepared
questions designad to challenge an
emergency plan,

(i} Analyze the hospice's response to and
rmaintain documantation of all drills, tabletop
exafcises, and emergency evenis and revise
the hospice's emergency plan, as needed,

*{Far PRFTs at §441.184{¢), Hospitals at
§482.15(d), CAHs at §485.625(d)]

() Testing. The [PRTF, Hospital, CAH] must
conduct exercises o test the emergency plan
twice per year. The [PRTF, Hospital, CAH] must
o the following

CE PSR

|
DR N LA A ety 1 : :
” |

[ : } i

not aecessible, conduct an annual individual,
facility-based functional exercise: or

{B) If the {PRTF, Haspital, CAH]
exporiences an actual natural or man-mads
amergency that requires sctivation of the
emergency pian, the [facility] is exempt from
engaging in ks next requirad full-scale community

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

(i} Conduct an [additional] annual exarcise or
and thal may include, but i3 not Emited 1o the
following:

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

{B) Amock disaster drill; or
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(C) Atabletop exercise or workshop that
is led by & facilitator and includes a group
disgussion, using a narrated,

clinically-relevant emergency scenaric, and a
set of problem staternents, directad messages, o
prepared questions designed o challengs an
emargancy plan.

(i) Analyze the [facilty's] response to and
maintzin documertation of all drills, 2bletop
exercises, and emergency avents and revise
the [facility's] omergenty plan, as needed,

For LTC Facilities at §483,73(d):)
{2} The [LTC facility! must conduct oxersises to
test the emergency plan at least twice per year,
including unannounced staff drils using the
emergency procedures. The [LTC facility,
HOFMD] must da the following.

(i} Pariicipate in an annuai full-scals exsrcise
that Is cormmunity-based; or

(A} Whan 2 community-based exercise is
riot accessible, conduct an annual individual,
facility-based functional eXercise.

(B}  the [LTC facilty} facility experences
&n actual natural or man-made emergency that
roquires activation of the arnangency phan,
the LTC facility is exempt from engaging its nexc
required a full-scale community-based or

individual, facility-based functional exerclse
following the onset of the emergency avent.

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

(A} Asacond full-scate exercise that is
community-based or an individual, facility based
funetional exercise; or

(B) Amock disaster drill; or

(C) Atabletop exercise or workshep that
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sot of problem: stataments, directed massages, or
prepared questions designad to challenge an
amergency plan.

(i) Analyze the ICFAD's response to and
maintain documeartation of all drills, tabletop
exercises, and emergancy ovents, and revise
the ICFAIDY's emergency plan, as naseder.

For OPOs st §486.360]
{4)(2) Testing. The QPO must conduct exersisas

o bk bl s bawn Tl FAESY i nmd b b,
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is led by a faciitator inchudas a group discussion,
using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an
Smergency pian.

(ifiy Analyze the [LTC facility] facility's
response to and maintain documentation of all
drills, tabletop exercises, and smergency
events, and revise the [LTC fagility] facility's
ernergency plan, as needed,

"[For ICFAIDs at §483.475(d)):
{2} Testing. The ICF/ID must conduct exercises
1o test the emergendy plan ot isast wite per year,
The ICFID must do the following;

(i} Participate in an annuat full-scaie exarcise
that is community-based; or

{A) When g community-based exercise is
riot accessible, conduct an annual individual,
facility-baged functional BXAICISA; OF.

(B) i the ICFIID experiences an actual
natural or man-made emergency that requires
activation of tha emargency pian, the ICFAID
is exempt from engaging in its next required
full-scale community-based or individual, facility-

based functional exercise following the onset
of the smergency evént.

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

{A) A second full-scale exercise that is
cammunity-based or an individual, fagility-based
functional exerciss; or

(B) A mock disaster drill: or

(G) A tabletop exereise or workshop that
is tad by a facilitator and includas a group
discussion, using a narratad,

elinically-relevant emergency soenario, and a

E 039
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Review on #/21/20 of the facility's EP plan
daveloped on 10/31/18, did not include a
fullscale community or tabletop éxerciss.

irterview on B22/20 with staft B, revealed that
#ftor he was hired four months ago, he did not
participate in any EF plan exerdises,

Intorview on §22/20 with the qualified intellectuat
digabilities professional, revesled that she had
not conducted any full-scale comrmunity or
tabletop exercises this vear because of the
Caropravirus pandamic.

W 000 | INITIAL COMMENTS WOo0

A rocertification and complaint survey was
compiated on September 22, 2020 for Intakes
#NCOG162457 and NGOG167330. Both
complaints were substantiated. Deficiancias
were cied in relation 1o the complaint intakes and

w122 ?ﬁf@ﬂﬁ;@?&g wiz| Dm?[e,ka q/Z.Z /2020
Since. the most recent

CFR(s): 483.420

The facility must ensure that specific cllent
proteciions requirsments ane met,

This CONDITION is not met as evidencad by:
The facility failed {o: implement written poiicies
and procedures that prohibit mistresiment,
neglect and abuse of the client (W148) and failed
1o thoroughly investigate allegations of abuse,
neglect and mistreatment to cliants (AW154).

Tha cumulative effect of these systemic practices
resulted in the faciity's faiture 1o provide
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v + Y
W 149 | STAFF TREATMENT OF CLIENTS wreDamy fesidents bite en rent

CFR(s): 483.420(3)(1)

The faciity must develop and implement written
policies and proceduras that peshibit
mistreatment, neglect or abuse of the client.

Thiz STANDARD is not mef as evidenced by.
Based on observation, recond review and staff
interviews, the facility failed to assure its policies
and procedures that prohibit neglact were
implemented to pravent neglect for 4 of 5 clients {
1, #2, #4 and #8). One decessed client (DC #6}
is also discussed in this finding. The findings are:

A, Facility Management faiied to retrain staff on
modifiad consistency diets far 2 of § clignts #1
and #4) after (DO #8) choked during maaltims on
714120 and subsequently died. For example:

Review on 921720 of an incident report dated
TH4/2020 at 4:30 pm revealed at a facility cookout
DC #6 was sitfing at the {able eating. Further
reviaw indicates he was, “prompted sbout
consuming to much food from staff, staff caution
client twice, [DC #8) continue to eat rapidly again
suaff prorpt him {6 slow down, notice cliant

911 was dispatched to facility, EMS arsived,
continue CPR on client, no response unabis to
revive cliart.”

Further review on 9721/20 of this incident report
revealed a ssuond staff documentad, "l saw
(DCH6) was choking so | procesded to do the

choking, staff membar immediately perform CPR.

‘L iy ‘5’cfbk£} Suidrda) hare, M\,

[N

The desi raled \ndividual
Shall mz’mm&mm
an\nGuiry o Yhe
o ol SWS5-

k]

Yo |
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Heimiich Mansuver. After that wasn't working, |
laid him on his back and started chest
compressions untit the paramedics arived.”
Further review revealed no follow up on the
incident report by the facility Nurse or by facility
management staff,

interview on 8/21/20 with the qualified intallactuat
disabilities profassional {QIDF} confirmad
following thie incident of DCHE choking on 7/4/20,
there was no investigation by facility management
staff. Further interview confirmed there was no
invastigation intd whether diregt care staff wara
following DO #6's diet or the prescribad diefs for
cliants #1, #3 and #4. Additional interview also
confirmed there was no investigation whether
clients #1, #3, #4 and DC #6 were baing
appropriately supervised during dining on 7/4/20.

1. During observations on 9/21/20 of knch at
12:0%pm, client #1 was served & turkey sandwich
that was cut into half, a small bag of whole
arapes and & bag of ¢hips. The mest inside the
sandwich was not modifisd. Client #1 consurned
the sandwich and chips with prompts o slow his
pace of eating by the assistant QIDP, He
consurmed the grapas quickly. The agsistant
QIDP and the QIDF were in the dining room.

Duiring obearvations on 21/20 of supper at
5:34pm, clierd #1 was served a pork chop ¢ut into
about half inch pieces, cooked carrots and a com
mmuffin. Client #1 used his spoon to scoop up the
pieces of pork chop (several pisces were about
1/4 insk) and carrots, He picked up the corn
muffin and als it quickly despite prompts fo slow
hig rate of esting. There were 2 direct care staff
and the QIDR in the dining room,

© Hurvey
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Buring observations of breakfast on 9/22/20 at
B:27am, client #1 was served cut up french toast,
patly saugage cut into half, grits and peachas
{uncut in syrup). Chent#1 quickly used his spoon
o soocp the gieces of french foast and sausage
into big mouth, Thers were 2 dirsct care staff and
the QIDP in the dining reom. Staff D verbaty
cuad client #1 fo slow his rate of consumption
however, he consumed soveral large pieces of
sausage and franch toast before being

redirected,

Raview on 8/22/20 of dlient #1's individual
program plan (IPP) dated 5/14/20 revealed he is
presoribed 5 2,000 calorie, chopped diet
congistency due to the possibility of him
gverlpading food during meals. Further review of
the individugl program plan (IPP) revesled client
#1is blind and requires complete physical
assistance preparing his meals,

Review on 9/21/20 of client #1°s nuiritional
evalustion datad 4/9/19 revealed clisnt #1
requiires *1:1 staffing due 1o his increased rate of
eating to prevent choking. Additional raview
revenled his diet prder is prescribed as a 2,000
watorie, chopped diet consistency.

2. During observations of lunch at 12:42pm, client
#4 was sorved a turkey sandwich cut info fess
thar one fourth inch sections, chips and grapes.
The QIDP prepared her lunch.

Raview an §/22/20 of client #4's IPP daied
SM4020 revealed she is prescribed an 1800
celorie diet that is 2 blended ground consistency
to reduce the possibility of choking. Fluids to be
consumad before maals with Carmation Instant
Breakfast twice daily.
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interview on $/22/20 with the QIDP revealed the
currant diet orders for clients #1 and #4 are
current, When asked about any recant training for

[P ' S QY JY W

1 [ i I
ganing since e chokirg ngidenl e SCHS o) i
Tia/Z0, The CHDP deferred to the digtician when
asked spacific questions regarding diet
consistencies. Further inforview revealed there
were noe madels of visual cues for staff to Toliow,
Additional imterview confirmed that staff should he
very aftentive to clients #1 and #4 as they require
muodified consigtency dists and consume their
meals rapidly unless they are consistently cued to
siow their rate of eating,

2. Facility Management faiiad to adequately
supervise client #2 t prevent repeated episodes
of unauthorized aceass io the medication
administration office so client #2 could access the
fagility's compuiers.

Review of the facility's incident reports for client
#2 on 92120 revealed the following concsrms,

1. On 2/20/20 at 11:08 am, direct care staff
convayed that found client #2 in the medication
room, with door cracked, accessing the faciity's
compter.

2. On 3/22/20 at 4115 am, staif A zaw client #2
goming ouf of the medication room and noticed
that it had been broXen into, by tarmparing with
the lock,

3, 0n 4/8/20 at 3:15 am, staff A heard & loud
bany, then saw client #2 going o his room. Staff
A noticed that the medication room had been
tEmpared with and the madication shelf had been
broken,
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4. On 8/5/20 at 8:45 piv, the house manager
found client #2 in the medication room, using the
facility's computer.

5, On 7116120 at 5:12 pro, the assistant qualified
intellectual developmeniza! professional (CHDP)
taft the medication room open o oo off,
because it was hot The agsistant QIDP left the
ares, to walicup front to falk with staff, when client
#2 antered the medication room to access the
computer.

8, On 7729720 at 8:10 am, staff Aleft the
madication key on the rnat on the counter in the
kitchen. Client #2 took the key and opened the
medication roorm door to use the computer,

inferviaw on 9/22/26 with staff B stated that the
fock to the medication room had to be changed
recently to try to provent sliont #2 from accessing
it

Interview on 9/22/20 with the QIDP when asied
about client #2's loval of supervision revesiad that
staff should check on the clienis every hour.
Additicnal interview revealed the locks to tha
gclication roorm has resently been changed to
pravent client #2 from accessing the medication
Toam.

C. Staff C neglacted clisn #5 by failing to ensure
chient #§ was not subjecied to abuse.

interview on 921720 with clisrt #2 in the facility
revealed he had overheard staff O call client #5 &
"B—" &5 he was |2aving the shower located
around tha corner from the kitchen area, staff C
threw a glass of water on her and thers was a lot
of water on the floor, Cliemt #2 stated he did not
withass this but came out of the bathraom, heard
client #5 yelling and saw water on the floor. Cliant

W 148
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#2 stated client #5 told kim what happened. Client
#2 stated client #5 was very upset and continued
to yell at staff for sevaral minutes afterwards.
Clignt #2 stated he did not report this allegation to
the QIDP.

interview on 8/21/20 with client #5 in the facifity
reveaied sha had become upset with dirgct care
staff C and after yeiling at her, staff G threw water
on her and called her a "B—." Further interview
with chient #5 revealed she did not report this
incident 1o the QLDP.

Immaediately after these client interviews on
§/24/20 these gllagations were shareg with the
QIDP. The GIDP confirmed she had not been
made awarg of thege allegations. The QIDP
stated diract care siaff C had not worked ity the
facility on $21/20 and was not scheduled back to
work umil 9/23/20. She stated she would begin
immadiately lcoking into this incident by starting
an intemnal investigation and that staff C would not
return to work untit & conclusion about this
incident could be reached. Additional inferview
rovealed client #5 had a BSP i address
inappropriate verbalizations, aggression and the
B5P was not followed,

Review on 9721720 of client #5's BSF dated for
2019120 revesled she has target bahaviors of
deiiberate verbal and physical aggression.

Review of the facility’s policy #00028 on Abuse
and Negiect effective 1/1990 revesaled emotionsd
abuse is dafinod as: "Threatening punishment,
deprivation or physical viglengs in any form.
Baiting, teasing, scolding using profane language
or in & loud harsh tone of voice or acting in any
manner designed to humitiate a person in any

W 149
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manner intonsistent with his/her therapeutic
goals." Neglect is defined as: "Any situation in
which staff does not carry out duties or
responsibilities which in turn has the potential to
negatively affect health, safety or well being of &
client. Neglect further refers 1o the failure of staff
to act sportaneausly in any situation, which migt
affact the heaith, safety or well being of a chent.
Noglect, as opposed to regligent performanca of
duties involves the filure to act whan discemible
tigk to client well-baing is avident whethar actual
harm otgurs ofF not”

After raviewing the above evidence, R was
determined facility management statf neglected

to thoroughly investigate the choking death of DC
#5 as well as failed to provide any additiona
training to direct care staff on moditied
consistericy dists for 4 of 5 clients after the
choking death of DC#6 and subsequently failed to
conduct additional meal monitering to onsure dist
consistencies were followad as written, Faciiity
management staff failed to ensure direct care
staff treated clionts with dignity and respect, failled
to adirese client #2's repeated lack of
supervision and failed to follow the behavior
support pragrams for cliamts #2 and #5 as written.
These failures resufied in the systemic negliect of
4 of 5 cliants and the team on site verified this
posed an mmediste jespardy w0 tha clients in the
facility,

The faciity's plan to rermove the immediate
jeopardy to the clients dated 8/22/2¢ included:

u-rls.:... Tl e s b 0 s siis bttt Fami s s ulalle e

1 i
e e )

Tuesday Deptember £2, 2040 witiessing i
modified diats. Impromptu fraining will ba
provided to staff during today's meal on all
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modified diets. This will ensure al staff
understand all client's modified prescribed diets.
Al staff will hava to complete training on a8 client
food modifications and consistencies starting
their work assignments, If staff rafuses (o aftend
offered iraining they will be suspanded
imrnediately until the training is salisfied. Al diet
plans were reviewad, updated and modified a3
neaded.

Allegations of abuse or possible mistreatment of
clients will be investigated and addressad
immadiately. A designated member of the Human
Rights Committee will be responsible for assuring
investigation i initiated within 24 hours, and
completed in 5 working days. Keywest Center will
continye to address the issues of clients
unauthorized areas of the home. To date,
Keywest Center has relocated staff computers,
changed Jocks, added computer passwords,
added door lock strike plates. Wl continue to put
in place safely measures that will prohibit entry 10
those areas. We will alst securs the medication
roorm medication keye."

Raview was completed on 9/22/20 of the video
training thet was provided to the QIDPs, The
material In this training was discussed, and an
inservice sheet was verifiad, There was 230 an
interview with direct care staff working in the
facility regarding the dietary training on modified
diat consistenciag, supervision of clients and
reporting allegations of abuse, neglect and
mistraatment.

Aftar raviewing the information that the faciity
providad on 9/22/20 at 6:30 pm a decision was
made by the surveyors on site fo rermove the
immediate jeogpardy w0 the clisnts in the facility,

W48

FORM CMES-R5E7HR-29) Previows Varsions Dhsolete Event 10 1HKKY

9¢

4 LROC o

Fasility 1) 922088

if confinuation shaet Page 25 of 37

Wygl ll 0007 '¢7 1%




PRINTED: 09/30/2620

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF SEFICIENGIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE GONSTRUCTION §X9) DATE Sg%EY
e UL AR E P T St A ST ATTEAARE R TR ST P MHAR|
i 5 ; [ TR MIW L [ W) : . ;
! i b ; - '
! A 1 § e ; U LLILUEY i
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
1702 ATHENS AVENUE
KE ST CENTER DURHAM, NG 27707
[y 10 SUMMARY STATEMENT OF DEFICIENCIES Hy) PROVIDER'S PLAN OF GORRECTION 8
SRERD {EADM BEFICIENCY MUST BE PRECEDED BY FULL PREEX (BALH CORRECTIVE ACTHON SHOULD BE COMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)

W 154 | STAFF TREATMENT OF CLIENTS w154 Q
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violations are thoroughly investigated.

This STANDARD is not met as evidensced by:
EBagzed on record reviews and inferviews, the
facility failed to investigate the death of a client
due to choking and failed {0 investigate
alogations of cliant mistreatment and abuse for 1
of 5 clients (#2 ) and one deceassd client (DOHE).
The findings are:

A. Facility management failed o thoroughly
invastigate the death of DC #6 after he choked at
the facility during mealtime and died on 7/4/2020.

Review on 9/21/20 of an incident report dated
T/472020 ot 4:30 pm revealed at & facility cookout
DC #6 was sitting at the table eating. Furthar
review indicates he was, "prompted about
consuming to much food from staff, staff caution
client twice, [DCHEB] continug 1o et rapidly again
staff prompt Bim to siow down, notica client
choking, staff member immadiately perform CPR
811 was dispatched to facifity, EMS arrived,
Continuas CPR on dient, Bo response unabie to
revive cliznt”

Further review on 9/21/20 of this Ingident report, 2
gecond staff dooumentad, | saw [DCRE) was
choking st | proceeded to do the Helmlich
Manauvar. After that wasnt working, 1 laid him on
his back and started chest compressions until the
paramedics arrived.” Further review revealed no
follow up on the incident raport by the facilty
Nurse or by facility management staff.
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Review on 9/21/2¢ of a death report to the ' R
Deparirment of Health and Human Services ’
{DHHS) dated 7/9/20 Indicated DC #6 died at the -
fzcility dug to an “accidént” and that the Durharm
County Polica Dapartment and Durham County
Emergency Services were involved, There is no
foltow up by facility managemnent noted on the
death report.

Review on §/21/20 of DC#6's record revealed he
was admitted on 6/27/15 and that he had been
diagnosed with a Severe Intellectual Disakility
and Autism Spectrurn Disordar. His individual
program plan {|PP) dated 8/25/13 revealed he
was ambtlatory and had limited eommunication
skills. Further review of his IPP revealed he was
prescribad a 2,000-2,200 calotie dist with double
portions and Carnation Instant breakfast at
Breakfast and supper, Additionat review of the
PP indicated he fed himself independently, he
required chopped meats, soft cooked vegetables
and used an inner lip plate. Staff insiructions
included putting one half of his foad portion on his
plate and then after that amount was consumed,
putting the second portion an his plate,

Review an 8/21/20 of DC #6's nutritional
evaluation dated 8/24/19 ravealad DC #6 was
prescribed a 2,000-2,200 calorie diet with double
portions and chopped feods, Further review
indicatad he was 1 be monitored closely by staff
for fobd stealing behavior and refrigerator raiding
behaviors as well as PICA.

Raview on 821720 of DG #6's behavior support
program: (BSP) dated 8/24/18 revealed he had
iarget behaviors of physical aggression,
non-compliance, food grabbing, refrigeratoy
raiding and physically acting ouf. His behavior

FORM CMS2587 (D2400) Pravicus Vaezions Dhaskate Evenl 1D 1RKKH Faclity i 922094 # continuation sheet Page 27 of 37

07 4 1807 o ' CWYEL L 0707 7 120



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED. 08/30/2C20

STATEMENT OF DEFICIENCIES (W1} PROVIDERVSUFPPLIER/GLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

46143

(X&) MULTIPLE CONSTRUCTION

A BULDING

B. WING

FORM APPROVED

OMB NO. 0938-0391
£X3) DATE SURVEY

COMPLETED

C
09/22/2020

NANME OF PROVIDER OF SUPPLIER

KEYWEST CENTER

STREET ADDRESS, CITY, STATE, ZIP LODE
1722 ATHENS AVENUE
DURHAM, NG 27707

(4 0
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

i)
PREFIX
1AG

BROVIOER'S FLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENGY}

)
COMPLETION
DATE

W 154

Continyed From page 27

support program (BSP) incorporated the use of
Calexa, Trazedone, Clonidine, Abilify and
Melateni.

interview on 8/21/20 with the qualified inteliectuai
gisabilifies profassicnal (QIDF) revesled she had
received a phone call from diredt care staff
working at the facility on 7/4/20 that DCES had
choked during meaitime and died at tha facility
akter EMS respanded to a choking incident at the
facility. Further interview confirmed there are
survelliancs cameras in the fagiiity in common
areas and that the camera foptage for this
ingident had boen reviewed by the Durham Police
Deparimaent and by harseif. Additional interview
porfirmed there was no documentation of this
surveillznca footage.

Continued interview with the QIDP revealed there
wara staternents by both staff working on 7/4/20
but no additional statemerts from staf or clionts
wht were imerviewable, The QIDP confirmaecd
there was no further investigation into what
consistency food DC #6 was served, who was
sitling with him at the table and no statements
frormn Durham County EMS or the Police
Department. When the QIDP was askad who
senducted the investigation inte DG #6°s death,
she confirmed the investigation was her
responsibility.

B. Facility management did not conduct an abuse
investigation on an sllegation made against the
QIDP,

Review on 9/21/20 of a Foliow-Up Form from
psychistey for client #2 on 3/19/20, found inthe
madical chart, contained tha following abuse
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accusations about staff;

“ldonotliketo beat _ facility), | do not feel
comfortable there. . Ms. _ (QIDP) beat me. They
have beat me a lot aven claims since last
Chrigtmasg.”

Intorview with tha QIDP on 9/22/20 revealed that
the facility did not conduct an abuse investigation
on client #2's gllegation, besause the psychiatrist
didd his own investigation,

The Administrator on 9/22£20 was present during
a discussion on the facility's abuge invastigations
in 2020. He did not offer 2ny explanation for the
reason the facility did not coordinate for &
designes to conduet an investigation on the

QIDP,who was accused of abuse by client #2, “ A
W312 | DRUG USAGE waiz| The. Arqa Y fﬂY.Y zine

CFR(s): 483.450(s)(2)

Drugs used for contrsl of inappropriate behavior “Qa\- 60""“)’ ms

-,

.

&u

| cienis inwdividuai pridgia g i s dileciou i Fowy “'"; Th e
specifically towards the reduction of and eventual
elimination of the behaviors for which the drugs \J\I '\.‘»’\E’, ’9\‘\\\5 \L\ O.n »
ara ampioyad,

_ | | wa\ug no \mqer‘
This STANDARD is not mat a5 evidenced by,
B‘asaﬂ on racord raview and interviev:;, the Facility “‘5&5 c,bn)q-gl &rugs

failed to ensure drugs used for behavioral
management were not ordered on an as needed
hasis (PRN) for 1 of 5 (#2) audit clients. The Qﬂ\} YE.S\de.ﬂlcﬁ cy
findings is: M X

¢ Wnoppropriote DRNAI

Facility maintained & staading PRN order for
ciiant #2's bahaviorat medication.
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Raview on 8/21/20 of the physician's groers,
written 7/31/20 and renewed on 8/13/20 for cliant
£2 revealed an order was written to “ake 1 tabiet
{Hydroxyzine HCL 50 mg) by mouth as directed
as neadad if agitation maore then 2 minutes may
repesat in 15 minutas if st upset. Maximurn 100
mg/24 hours.” An additional review of the August
2020 Medication Administration Recerd (MAR)
documentad that client #2 received 2 PRN doge
on 812120,

imtarview on 8/22/20 with the assistant qualified
intellectual disabiliies professional (QIDM
revealed that the facility was unaware that
behavioral medications should not be prescribed
for PRN management of agitation.

PRUG STORAGE AND RECORDKEEPING
CFR(s): 483.460()2)

The facility must keep alf drugs and biologicals
locked excapt when being prepared for
administration.

This STANDARD is not mef as evidenced by:
Based on record review and staff interviews, the
facility failed 1o ensure that the madication room
remained locked to prevent unauthorized access
for 1 of 5 clients (client #2), The finding is:

Staff failad 10 secure the top and bottom doors to
the madication room when not in use.

Review of the facility's incident raports for client
#2 on 9721120 revealed the following concerns:

A, On 220020 at 11:05 am, staff (not on survey)

w312
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conveayead that found client #2 in the medication
room, with deor cracked, aceessing the facilify's
computer.

B. On 3/22/20 at 4:15 am, staff A saw ¢lient #2
coming out of the medication room and noticad
that it had been broken into, by tampering with
the lock.

C. On 47820 at 3:18 am, staff A heard a loud
bang, then saw cliert #2 going 10 his room, Saff
A noticsd that the madication ropm had heen
tamperad with and the medication shelf had been
braken.

0. On 8/5/20 at 8:45 pm, the résidential manager
found client #2 in the medication room, using the
facility's computar.

E. On 7/16/20 at 5:12 pm, the assistant qualified
intellecival disabiliies professionat (QIDP) left the
medication room open 1o ¢conl off, becauss it was
hof, The assistant QDR (eft the araa, to walk up
front to tallk with steff, when client #2 entered the
medication room 1o actess the computer.

F. On 7729720 at 810 am, staff A left the
medication Key on the mat on the counter in the
kitchen. Cliant #2 took the kay and opened the
medication room goor, 1o use the computsr.

Irterview on 8/22/20 with staff B stated that the
lock to the medication roor had to be changed
racently, to try to prevant client #2 was accessing
it.

Interview on 8/21/28 with the assistart Q|DP
revaaled that client #2 will iy any measure to gain
access into the medication room, so that he gon
usas the computer for unguthorized use. Since the
incidents, staff have baon ol 1o keep the
medication reom [ocked and to maintain contact
with the ey,
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Interview on §/21/20 with the CIDP revoaled that
cliant #2 used opporiunities inadvertently
provided by staff, to gain gccess to the
medication room, when staff did not lock the
doors, and leaving the area. Bhe has instructad
staff that they must lock the door and keep the
key an their bodies. The facility has aiso changed
the lock to the door and &dded a strike plate, to
prevent cliont #2 from breaking in the medication
rsm,

INFECTION CONTROL

CFR(sY 483.470(0{1)

W4as4

The facility must provide a sanltary environment
to avoid sources and transmission of infechons.

This STANDARD i3 not met as evidenced by
Based on abservations and interview, the facility
faited to engure the potential for
eross-contamination was prevented, This
poientially affected & of B audit clients during the
Coronavirys pandemic, The finding is:

Staff falled to implemant facility policy during a
state mandated requirernent 10 waar face masks
duzing the COVID-19 pandemic.

Throughout observations on 9/21/20 at the facility
from 3:27 pro-6:20 pm the residential ranagar
was observed to wear her facial mask below her
¢hin laaving her mouth and nasal passages
exposed.

Irterview on 9722120 with the gualifiad intellectual
disabilifies professional (QIDP) revealed dirgct
cara staff should sonsistently be waafing masks
in the facility so that their nasal passages and

The: Medication Sorg
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mouth are covered at all imes in conjunction with as m\‘lm&flﬂg } z{p
the state mandate to wear facial masks. The mﬂm&w ) .
QIDP demonstratad screening procedures for all (‘ ’ﬂl\&- ‘H .
staf as they enter the facility which includes SDQG.\ d‘m‘ ) enront
soreening guestions and having their temperature \.\ \\
taken, Further interview with the QIDF revesled ‘n\-o m, QQ(A \"5 m nS
she did not have a written pandemic policy.
Additional interview reveaied there is also a sign ‘ Qw&u
on the antrance door that requires individuals to \ \tﬂﬂ ‘\'hqufb n
wear their masks when entering the fagility. : lém 5 m \ ‘h
W459 | DIETETIC SERVICES C w58 (_hec.\% Om. aa.; \j ounns

CFR(s) 483480 dtSﬂ\Q'C.‘-‘NB oftre QUie

“The facility must snsure that spacific dietetic
services requirgments are met. Y\om, .

| (ECRAVE
This CONDITION s ot met 8 avidenced by: Nq Qq Rﬁﬁ\d&‘*’g C‘D M ’b & ﬁ‘\‘ 5
“The facility failed to: ensure each dlient received odi %t«d C.bhgﬁmﬁj v (T ]

wir modified amnd specially-prescribed di
(wao;d ‘I’f‘l?; aﬁ;m;s 3 of 6 auc clants ?E: #4 N-GRIVIEE "W‘“‘“\“ﬁ wRs q.ﬂa.‘lb

and #5) in the fachity who reapelved modified
consistency diets,

The surnulative affact of these systemic practices

rasultad in the facility's failure to provide

| statutorily mandated Digtetic Services,
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Each client must ressive a nourishing,
wel-balanced diat including modified and
specially-prescribed diets.

»-0

This STANDARD is not met 43 evidencsd by:
Based on abservations, intarviews and record
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Continued From page 33

reviews, the fecility failed to ensurs 3 of § audit
clionts (1, #4 and #5) racaived modified and
specialy-prescribed dists as indicated. The
findings include:

A. Direct care staff fziled to ensure for 4 observed
meals on 9/21/20-9/22/20 that clients #1 and #4
and #5 recoived their modified congistency diets
as prescribed. For exampie:

1, During obsorvations on 8/21/20 of lunch at
12:09 pm, client #1 was served = turkey sandwich
that was out into half, a small bag of whole
grapes and & bag of chips. The meat ingide fha
sandwich was not modified. Client #1 consumad
the sandwich and chips with prompts to slow his
pace of eating by the assistant qualified
intellentual disabiliies professional (QIDP). He
consumed the grapes quickly. The assistant
QIDP and the QIDP were in the dining raom.

During cbservations on 9/21/20 of supper at 5:34
prn, client #1 was sarved a pork chop ouf into
about haif inch pieces, cocked camols and & com
muffin. Client #1 usad his spobn 1o scoop up the
pieces of pork chop {(several pisces wera about
14 inchy and sficed cooked carrots. He picked
up the com rmuftin and ste i quiekly despite
prompts 10 slow his rate of aating. There were 2
direct care staff and the GIDP in the dining room.

During observations of breakfast on 8/22/20 at
&:27 e, client #1 was served out up french toast,
patty sausage cut into haif, grits and peaches
(uneut in syrup). Client #1 quickly used his spoon
o seoop the pieces of french toast and sausages
into his mouth. Thers were 2 direct care staff and
the QIDP in the dining room. Staff D verbally
cued client #1 10 slow his rate of consumption

W4as0
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however, he consumed seversl large pieces of
sausage and french toast before being
redirectad,

Review an 3/22/20 of client #1's individual
program plan {IPP) dated 5/14720 revealed he is
prescribed a 2,000 calorie, chopped diet
congistency due 10 e possibiity of him
Gverloading food during moals. Further revisw of
the individual program plan (IPF} revealed client
#1 is blind and raquiras complate physical
sssistance preparing his meals.

Raview on 8/21/20 of cliant #1°s nuritional
evalustion dated 4/9/M19 revealed client #1
requires ™:1 staffing due to his increased rate of
aating 10 prevent choking.” Additional roview
revealed his diet order is preseribed as a 2,000
calorie, chopped diet consistency.

2. During observations of lunch at 12:42 pm,
client #4 was served a turkey sandwich cut into
less than one fourth inch sections, chips and
whole grapes. The QIDP prepared her lunch,

Review on 8/22/20 of client #4's IPP dated
5/14/20 reveaied she is prescribed an 1800
calorie diet that is & blandad ground songistency
to reduce the possibility of choking. Fluids to be
consumed before meals with Carnation Instant
Braakfast twice daily,

Interview on $/22/20 with the QIDP revealad the
current diat prders for clients #1 and #4 are
surrent. When asked about any recent training for
dgirect care staff in the area of diet consistencies,
she confimed there has not been any additional
training since the choking incidernt for DC #6 an
7/4120. The QIOP defarred to the distician when
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asked spacific quastions regarding diet
consistenciaz. Further interview revealed there
were no models of visual cues for staff to follow,
however she did verfy after talking with the
dietician, grapes for a chopped diet should be
slicad in half. Subsequent interview revaaled
ground diets should be prepared with a
mechanical chopping devize and have a smooth
fexture. Additional interview conflrmed
supplemental raining was needed for diract care
staff on diet consistencies.

.

sandwich with & slice of lunchaon meat and
¢hoose, 3 package of large whole grapes, chips,
small can of vegetable juice, and a can of soda.
Glient #5 was missing her fop and bottor front
testh and had trouble making small bites of the
sandwich, due ty the luncheon meat, She was
ohserved biting into sandwich and needing to tug
on the meat with ber incisor teeth, which puilad
the mest out of the sandwich, causing her 1o ¢at
g larger portion of meat. After ber meal, clisnt #5
returned to the living room and had a few random
coughs, as she watched lavision,

Dusing the dinner cbservation of cient#5 on
921720 ar 5:00 pm, she was served a whoie
baked pork chop, a cup of wild rice, cooked sliced
carrots and had water and millk for her
beverages, Cliant #5 used har knife and fork to
cut up half of the pork chop, as staff stood by
monitoring her actions. After meke several 1/2"
cuts inte the meat, client #5 picked up the piece
of tha pork chop, attachad to the bone and took a
large bite with her teeth. Client #5 consumed all
of her food and drinks. Afterwsirds, client #8
walched felevision ahd could be heard making a
few random coughs,
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Reviaw on 9/21/20 of client #5's Nutritional
Evaluation dated 1/18/19 prescribed a 1800-2000
calorigs dist, Cliant #5 should received chopped
soft meats/soft cooked vegafables, no raw
vegatablas or fruite due fo decline in chewing
ability with missing testh. Clisnt #5 had a
tendency to eat too fast and should be monitored
by staff during meéals, with prompting to slow
down pace of eating.

Interview with the QIDF on 9/22/20 revealed that
she belleved cliont #5 10 be on a modified diet
and that she was aliowad to have whole grapas.
Afollow up inderview with the CIDF on 9/22/20
revaalad that she had consulted with the distician
consultant and should have besh serving client
#8 chopped meat for meals, similar to chicken
salad and that the grapes shouid be sliced in half.
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KEYWEST CENTER, INC.

1722 Athens Avenue
Durbam, NC 27707
Phone: 919-682-9392

TONY BULLOCK GWENBOLYN JOHNSON
Administrater QIDD/Assistant Administrater

October 23, 2020

Mental Heailth Licensure and Certification Section .
Division of Health Service Regulation

2718 Mail Service Center

Raleigh, NC 27699-2718

Re: Recertification - Plan of Correction

Provider # 34G143 Mental Health #. 032-049
Intake: #NC00162457 and #NC00167330 - -

Dear Ms. Moore:

Enclosed is the written plan of correction for the Keywest Center regarding deficiencies
cited during the recertification visit conducted September 22, 2020,

This letter serves as our written request for a revisit. We have decided that November 3
thru November 6, 2020 will be made available to you to verify that all conditions cited
have been corrected.

| further information or clarification is required contact us at the number listed above.

We will again expect to see you on your retumn,

/fméb&m

Tony Bullock
Administrator

Enclosed: POC
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