PRINTED: 06/08/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
34G050 B. WING 06/07/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

6310 MOUNT HERMAN CHURCH ROAD
DURHAM, NC 27705

x4)iD | SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| . DEFICIENCY)

RESIDENTIAL SERVICES, INC. RETIREMENT CENTER

E 037 | EP Training Program E 037
! CFR(S): 483.475(d)(1)

§403 748(d)(1), §416.54(d)(1), §418.113(d)(1),
§441.184(d)(1), §460.84(d)(1), §482.15(d)(1),
§483.73(d)(1), §483 475(d)(1), §484. 102(d)(1),
§485.68(d)(1), §485.625(d)(1), §485.727(d)(1),
§485.920(d)(1), §486.360(d )(1) §491.12(d)(1).
*[For RNCHIs at §403.748, ASCs at §416.54,
Hospitals at §482.15, ICF/IIDs 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 all of |
the following: ‘ .
(i) Initial training in emergency preparedness |
| policies and procedures to all new and existing |
 staff, individuals providing services under |
| arrangement, and volunteers, consistent with their
expected roles.

(i) Provide emergency preparedness training at
least every 2 years.

(iii) Maintain documentation of all emergency
preparedness training.

(iv) Demonstrate staff knowledge of emergency
procedures.

(v) If the emergency preparedness policies and
procedures are significantly updated, the [facility]

' must conduct training on the updated policies and
| procedures. a

*[For Hospices at §418.113(d):] (1) Training. The
hospice must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
hospice employees, and individuals providing

i services under arrangement, consistent with their
| expected roles.

| (i) Demonstrate staff knowledge of emergency

| procedures.
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(iii) Provide emergency preparedness training at
least every 2 years.
(iv) Periodically review and rehearse its
emergency preparedness plan with hospice
employees (including nonemployee staff), with
special emphasis placed on carrying out the
procedures necessary to protect patients and
| others.
(v) Maintain documentation of all emergency
| preparedness training. |
i (vi) If the emergency preparedness policies and
procedures are significantly updated, the hospice |
must conduct training on the updated policies and
| procedures.

|
| *[For PRTFs at §441.184(d):] (1) Training

| program. The PRTF must do all of the following:

| (i) Initial training in emergency preparedness

| policies and procedures to all new and existing

' staff, individuals providing services under

| arrangement, and volunteers, consistent with their
expected roles. [
(i) After initial training, provide emergency
preparedness training every 2 years.

(i) Demonstrate staff knowledge of emergency
procedures.

(iv) Maintain documentation of all emergency
preparedness training.

| (v) If the emergency preparedness policies and

} procedures are significantly updated, the PRTF
must conduct training on the updated policies and
procedures.

*[For PACE at §460.84(d):] (1) The PACE '
| organization must do all of the following:

| (i) Initial training in emergency preparedness

| policies and procedures to all new and existing

' staff, individuals providing on-site services under
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E 037 | Continued From page 2

i arrangement, contractors, participants, and

| volunteers, consistent with their expected roles.
; (ii) Provide emergency preparedness training at
 least every 2 years.

| (i) Demonstrate staff knowledge of emergency
procedures, including informing participants of
what to do, where to go, and whom to contact in :
case of an emergency. |
(iv) Maintain documentation of all training. |
(v) If the emergency preparedness policies and ‘
procedures are significantly updated, the PACE
must conduct training on the updated policies and
procedures.

*[For LTC Facilities at §483.73(d):] (1) Training

| Program. The LTC facility must do all of the
following:

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under
arrangement, and volunteers, consistent with their
expected role.

(ii) Provide emergency preparedness training at
least annually.

| (iify Maintain documentation of all emergency

| preparedness fraining.

| (iv) Demonstrate staff knowledge of emergency
| procedures.

|

“[For CORFs at §485.68(d):](1) Training. The
CORF must do all of the following:
(i) Provide initial training in emergency
preparedness policies and procedures to all new
| and existing staff, individuals providing services
under arrangement, and volunteers, consistent
with their expected roles.
| (i) Provide emergency preparedness trainingat |
least every 2 years. 1
|

E 037
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(iii) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency
procedures. All new personnel must be oriented
and assigned specific responsibilities regarding
the CORF's emergency plan within 2 weeks of
their first workday. The training program must
include instruction in the location and use of
alarm systems and signals and firefighting
equipment.

(v) If the emergency preparedness policies and
procedures are significantly updated, the CORF
must conduct training on the updated policies and
procedures.

| *[For CAHs at §485.625(d):] (1) Training program.
| The CAH must do all of the following:

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

(ii) Provide emergency preparedness training at
least every 2 years.

(iii) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency
procedures.

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

| must conduct training on the updated policies and
5 procedures.

*[For CMHCs at §485.920(d):] (1) Training. The
 CMHC must provide initial training in emergency

I
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preparedness policies and procedures to all new
I and existing staff, individuals providing services
| under arrangement, and volunteers, consistent
with their expected roles, and maintain
‘ documentation of the training. The CMHC must
| demonstrate staff knowledge of emergency
| procedures. Thereafter, the CMHC must provide
| emergency preparedness training at least every 2
| years.
[ This STANDARD is not met as evidenced by:
i Based on document review and interviews, the
| facility failed to ensure direct care staff were
I adequately trained on the facility's emergency
| prepardness (EP) plan. The finding is:
| Review on 6/6/22 of the facility's EP manual
| (2020) did not include any information regarding
| training of staff,
|
| During an interview on 6/7/22, the Clinical
| Coordinator Registered Nurse (CCRN) confirmed
there was no information included in the EP
| concerning training of the staff.
E 039 | EP Testing Requirements
| CFR(s): 483.475(d)(2)

' §416.54(d)(2), §418.113(d)(2), §441.184(d)(2),
' §460.84(d)(2), §482.15(d)(2), §483.73(d)(2),

| §483.475(d)(2), §484.102(d)(2), §485.68(d)(2),
| §485.625(d)(2), §485.727(d)(2 ) §485.920(d)(2),
1§491.12( )2), §494.62(d)(2).

\

 *[For ASCs at §416.54, CORFs at §485.68, OPO,

‘ “Orgamzatrons" under §485.727, CMHCs at

| §485.920, RHCs/FQHCs at §491.12, and ESRD
Facilities at §494.62]:

% (2) Testing. The [facility] must conduct exercises
|

E 037

E037: A review of the company EP will be conducted
annually. Employees will complete annual EP
training by 6/30/2022 and annually thereafter. The
training will be conducted by a location supervisor or
administrator: Director, Clinical Coordinator RN \
(CCRN), or Senior Direct Supports Coordinator ‘
(SDSC).
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to test the emergency plan annually. The [facility] |
must do all of the following: .

(i) Participate in a full-scale exercise that is ?
community-based every 2 years; or
(A) When a community-based exercise is not
accessible, conduct a facility-based functional
exercise every 2 years; or
(B) If the [facility] experiences an actual

natural or man-made emergency that requires
activation of the emergency plan, the [facility] is
exempt from engaging in its next required |
community-based or individual, facility-based i
functional exercise following the onset of the i
actual event. f
(i) Conduct an additional exercise at least every 2 ;
years, opposite the year the full-scale or |
functional exercise under paragraph (d)(2)(i) of
this section is conducted, that may include, but is |
not limited to the following:
(A) A second full-scale exercise that is
community-based or individual, facility-based
| functional exercise; or

(B) A mock disaster drill; or
| (C) Atabletop exercise or workshop that is led by
' a facilitator and includes 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 emergency plan.
(ii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
[facility's] emergency plan, as needed.

*[For Hospices at 418.113(d):]
(2) Testing for hospices that provide care in the
patient's home. The hospice must conduct

E 039
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| exercises to test the emergency plan at least

' annually. The hospice must do the following:

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

| community based every 2 years; or

| (A) When a community based exercise is not

| accessible, conduct an individual facility based

| functional exercise every 2 years,; or

(B) If the hospice experiences a natural or
man-made emergency that requires activation of
the emergency plan, the hospital is exempt from {
engaging in its next required full scale
community-based exercise or individual
facility-based functional exercise following the
onset of the emergency event.

(i) Conduct an additional exercise every 2 years, |
opposite the year the full-scale or functional _
exercise under paragraph (d)(2)(i) of this section |
is conducted, that may include, but is not limited |
to the following:

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

(B) A mock disaster drill; or

| (C) Atabletop exercise or workshop that is led by
| a facilitator and includes 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 emergency plan.

(3) Testing for hospices that provide inpatient
care directly. The hospice must conduct
exercises to test the emergency 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

|

E 039
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| (B) If the hospice experiences a natural or .
' man-made emergency that requires activation of

| the emergency plan, the hospice is exempt from

| engaging in its next required full-scale community
based or facility-based functional exercise
following the onset of the emergency event.

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

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

(B) A mock disaster drill; or

(C) Atabletop exercise or workshop led by a
facilitator that includes a group discussion using a |
narrated, clinically-relevant emergency scenario,
and a set of problem statements, directed
messages, or prepared guestions designed to

‘ challenge an emergency plan.

' (ili) Analyze the hospice's response to and

‘ maintain documentation of all drills, tabletop

| exercises, and emergency events and revise the
| hospice's emergency plan, as needed.

| *[For PRFTs at §441.184(d), Hospitals at

| §482.15(d), CAHs at §485.625(d)]

| (2) Testing. The [PRTF, Hospital, CAH] must

| conduct exercises to test the emergency plan |

| twice per year. The [PRTF, Hospital, CAH] 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 exercise; or

| (B) If the [PRTF, Hospital, CAH] experiences an

actual natural or man-made emergency that
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requires activation of the emergency plan, the
[facility] is exempt from engaging in its next
required full-scale community based or individual,
' facility-based functional exercise following the
onset of the emergency event.
| (i) Conduct an [additional] annual exercise or
| and that may include, but is not limited to the
| following:
| (A) A second full-scale exercise that is
community-based or individual, a facility-based
functional exercise; or
(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared ‘
guestions designed to challenge an emergency |
plan. |
(iii) Analyze the [facility's] response to and !
maintain documentation of all drills, tabletop |
exercises, and emergency events and revise the
| [facility's] emergency plan, as needed.

*[For PACE at §460.84(d):]

(2) Testing. The PACE organization must conduct
exercises to test the emergency plan at least
annually. The PACE organization 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, |
L facility-based functional exercise; or

| (B) If the PACE experiences an actual natural or

' man-made emergency that requires activation of
' the emergency plan, the PACE is exempt from
engaging in its next required full-scale community
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i

| years opposite the year the full-scale or functional
| exercise under paragraph (d)(2)(i) of this section

| (B) A mock disaster drill; or

Continued From page 9

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

(if) Conduct an additional exercise every 2

is conducted that may include, but is not limited to
the following: |
(A) Asecond full-scale exercise that is
community-based or individual, a facility based
functional exercise; or

(C) Atabletop exercise or workshop that is led by |
a facilitator and includes 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 emergency plan.

(iii) Analyze the PACE's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d):]

(2) The [LTC facility] must conduct exercises to
test the emergency plan at least twice per year,
including unannounced staff drills using the
emergency procedures. The [LTC facility,
ICF/IID] 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 exercise.

(B) If the [LTC facility] facility experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
LTC facility is exempt from engaging its next

E 039

|
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required a full-scale community-based or
individual, facility-based functional exercise
following the onset of the emergency event.

(i) Conduct an additional annual exercise that
may include, but is not limited to the following:
(A) Asecond full-scale exercise that is
community-based or an individual, facility based
functional exercise; or [
(B) A mock disaster drill; or

(C) Atabletop exercise or workshop that is led by
a facilitator includes 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 emergency plan.

(i) Analyze the [LTC facility] facility's response to
and maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the |
[LTC facility] facility's emergency plan, as needed. |

*[For ICF/IIDs at §483.475(d)]:

(2) Testing. The ICF/IID must conduct exercises
to test the emergency plan at least twice per year.
The ICF/IID 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 exercise; or.

(B) If the ICF/IID experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the ICF/IID is exempt from
engaging in its next required full-scale
community-based or individual, facility-based
functional exercise following the onset of the
emergency event.

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

E 039
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' (A) A second full-scale exercise that is

functional exercise; or
(B) A mock disaster drill; or

a facilitator and includes 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 emergency plan.

(iii) Analyze the ICF/IID's response to and
maintain documentation of all drills, tabletop

ICF/IID's emergency plan, as needed.

*[For HHAs at §484.102]

to test the emergency plan at

least annually. The HHA must do the following:
(i) Participate in a full-scale exercise that is
community-based; or

accessible, conduct an annual individual,

or.

| engaging in its next required full-scale

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

opposite the year the full-scale or functional
is conducted, that may include, but is not

limited to the following:
(A) A second full-scale exercise that is

community-based or an individual, facility-based

(C) Atabletop exercise or workshop that is led by

exercises, and emergency events, and revise the

(d)(2) Testing. The HHA must conduct exercises

(A) When a community-based exercise is not
facility-based functional exercise every 2 years;
(B) If the HHA experiences an actual natural

or man-made emergency that requires activation
| of the emergency plan, the HHA is exempt from

(ii) Conduct an additional exercise every 2 years,

exercise under paragraph (d)(2)(i) of this section

E 039
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| community-based or an individual, facility-based
| functional exercise; or
‘ (B) A mock disaster drill; or

(C) A tabletop exercise or workshop thatis |
! led by a facilitator and includes 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 emergency
| plan.
| (iii) Analyze the HHA's response to and maintain
| documentation of all drills, tabletop exercises, and
| emergency events, and revise the HHA's

| emergency plan, as needed.

| *[For OPOs at §486.360] ;
| (d)(2) Testing. The OPO must conduct exercises |
to test the emergency plan. The OPO must do the
following: ]
(i) Conduct a paper-based, tabletop exercise or
workshop at least annually. A tabletop exercise is
led by a facilitator and includes 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 emergency
plan. If the OPO experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the OPO is exempt from
engaging in its next required testing exercise
following the onset of the emergency event.

(i) Analyze the OPQ's response to and maintain
documentation of all tabletop exercises, and
emergency events, and revise the [RNHCI's and
| OPQO's] emergency plan, as needed.

|
|
|
|

* RNCHls at §403.748]:
| (d)(2) Testing. The RNHCI must conduct
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E 039 | Continued From page 13 E 039
exercises to test the emergency plan. The RNHCI
must do the following:
(i) Conduct a paper-based, tabletop exercise at
least annually. A tabletop exercise is a group
discussion led by a facilitator, using a narrated,
clinically-relevant emergency scenario, and a set |
of problem statements, directed messages, or 7
prepared questions designed to challenge an ,
emergency plan.
| (i) Analyze the RNHCI's response to and
| maintain documentation of all tabletop exercises,
| and emergency events, and revise the RNHCI's
emergency plan, as needed.
This STANDARD is not met as evidenced by: E039: A full-scale community-based or tabletop
Based on document review and interviews, the emergency exercise will be conducted annually.
facility failed to ensure facility/community-based All active employees will complete a a full-scale
or tabletop exercises to test their Emergency table-top emergency exercise by 6/30/2022 and
Preparedness (EP) plan were conducted. This annually thereafter. The training will be conducted by
potentially affected clients #1, #2, #3, #4, #5, #5, f a location supervisor or administrator: Director,
#6, #7 #8, #9, #10, #11 and #12. The finding is: | Clinical Coordinator RN (CCRN), or Senior Direct
| Supports Coordinator (SDSC). Attendance/
Review on 6/6/22 of the facility's EP plan, did not | I RArticRAIAR ML be-dosimeniad foralaciive
include a full-scale community-based or tabletop | | AmRlGYEes recalvng tha waltiing;
exercise for 2021, which included all staff working
in the home.
During an interview on 6/7/22, the Clinical
Coordinator Registered Nurse (CCRN) confirmed
the table top exercise did not include all the staff
working in the home.
W 189  STAFF TRAINING PROGRAM W 189
CFR(s): 483.430(e)(1)
The facility must provide each employee with
initial and continuing training that enables the
employee to perform his or her duties effectively,
efficiently, and competently.
This STANDARD is not met as evidenced by:
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W 189 | Continued From page 14 W 189 | W189: Staff A received a Report to Personnel

Supplemental Training on 6/7/22 as a result of using
her mobile phone multiple times throughout the shift,
and not being professionally engaged in work related
activities. All staff will receive an in-service training

by 6/30/2022 to review company policies on RSl's |
Code of Values and Professional Conduct and [

| Based on observations, documentation review

| and interview, the facility failed to ensure all staff
were sufficiently trained to perform their duties
efficiently. This affected all the clients residing in
the home; #1, #2, #3, #4, #5, #5, #6, #7, #8, #9,

#10, #11 and #12. The finding is: remaining professionally engaged in work activities |

) . ) ] while working on shift. The training will be conducted |
During evening observations in the home on annually by a location supervisor or administrator: |
6/6/22 at 6:51pm, Staff A was observed sitting in Director, Clinical Coordinator RN (CCRN), or Senior |
a chair in the lobby testing on her cell phone for Direct Supports Coordinator (SDSC).

one minute. Further observations revealed there
were three clients in the vicinity while Staff Awas
texting on her phone. At 7:40pm, Staff Awas ‘
again observed texting her phone while they were

clients in her vicinity.

|
| Review on 6/7/22 of the facility's Professional

| Engagement dated 2/7/22 stated, "...7.

| Professional Focus. While at work, staff must

| focus on their jobs. Use of personal electronic
devices for personal communication is a barrier
to a job focus. Please maintain a professional
work environment for yourself and your
co-workers. Please ask your friends and family to
call only in emergency, and make these
conversations brief."

Review on 6/7/22 of the facility's On-Site
Orientation and Training-Unit 1 revised 10/18
indicated, "Persnal cell phone usage and other
personal electronic devices: Personal cell
phones should not be used for personal use while
directly supporting individuals...The use of cell
phones disrupts the therapeutic atmosphere in
the location distracting others and removing your
focus from the residents...."

Review on 6/7/22 of staff training dated 2/22 f 5
revealed Staff A signed a form entitled New i
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Employee On-Site Orientation and Training
Schedule Checklist which included personal
cellphones usage.

During an interview on 6/7/22, the home
supervisor (HS) stated all cell phones belonging
to staff should be put away while they are on duty.

During an interview on 6/7/22, the Clnical
Coordinator Registered Nurse (CCRN) confirmed
staff should not be on their personal cell phones

g while they are working.
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