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A revisit was conducted on 5/6/22 for all previous
deficiencies clted on 2/14/22. The fmi%owfng
deficiency was corractad W1E4 Tha fasility
remained out of compliance In W153, W286 and
WE08,
I TS OTAMT TIREATVIONT OF CLIENTS {¥y 1o}
CFR(s): 483.420(d)(2)
“The faciiity must sneure that ali alivgations of
mistreatment, neglact or abuse, as well as
injurizs of unknown BoUSS, 878 repoiied
Immediately to the administrator ot to ather
offiniafe in socordanao with Stals ! mw i uusu
eamblishad procedures.
This STANDARD is not met as avidensar kv
Basad on record review and interviews, the
facllity failed to iImmediately notify the
adminlstrator, faw enforcement, department of
ool services (Lot) and the etate agency, ohce
discovering an injury of unknown orlain. This
affected 1 of 1 former clients (FC #1). The finding

is;
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by the home manager (HM) on 12/21/24
regarding FC #1 revealed HM had transported
him to the der;tist Whan they ratumad home on
ALY, shs ook PO #1 Lo e battnuan v be
changed. The HM wrote that she noticed small
Sietohias on 0 #1's skin el weo ligid wivr, A
further revfew mveaied on 12/23/21, the MM left a
ot for FO #1's guaaian who was picking him
up for an extended hulicfay vlslt The note
providad & st of Ijutles: simall soies oi aryn,
redness and pealing both kneas and small ciark
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opele on fight bip, Iower BaoR and butiochs, Tin
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Incident Repuﬂinq 8/1/18 nollcv defined & Lavei 1|
incident as: Those incidents which ara not life
threatening but are very serious and require swift
fﬂ‘-’aa&gm-w v oF the Incldand resulls In i uuty,
bruises, scrapes, sericus unexplained injurles...or
a complaint oversight agency, An Incident review

Mml‘ﬁ;ﬂﬂﬂ Ehﬂ“ Fuen i rommmal s o s wlon s o o Tk
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TN T WE S el RS Gl SRR nuwn
o:f the qualltv assurance committes. The purpose
of this commlttaa w:if be revlew and make
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Level Il incidents.

Interview on 2/11/22 with the home manager
(HM) revea!ed on 12121!21 she took FC #1 to the
TRE SOITE W Tl (1= T RTIP il
brulses on buttocks and right hip et the lower
back, FC #1 was non-verbal and unabla ’m tell her
what happanad, The HM revealed that she had
witnessed FC #1 droppinag to the floor before and
that he would rest his buitocks on the hesls of his
chnae Tha HM mamcfadad thod dus bodnas omas

causad by a selfinjurious behavior (SiB)
tharafrnre sha did ant etart on inylggl:’gg!!{_\ﬂ'

intarview on 2!11!22 w;th the quaiiﬁed !nm? actuat
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ro avidence that the incident report for FC #1 had
been forwarded to her to start an investigation.

Interview on 2/14/22 with the administrator
revealed that incldants that results In brulses
should be Immediately reported.

1. According o a review with the OINP nn BIA/97,
there were no incidents or allegations of abuse in
the past 3 months,
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2 Basad on the faci!ity plarz of cnrrect:on the
fadiily naled umy wuuld irain gl stafi on reporiing
abusefneglect however all staff were not tralned
resulting in & recited deficiency,
Interview on 5/5/22 with the QIDP revealed she
did not retain training records for new staff and
did not ratain 8 months of manftaring rannede of
abusa neglect i 1t .
/ eg?:;tlncidentmmioﬂng iy mm= B} . 2wl amean all 2 . 4 2l
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BEHAVIOR
CFR(s): 483.450{b)(3)

Techniques to manage Inappropriate client
hehavinr must nevar ha used for rilqr*}n!!ngg}t
puUrposes.

This STANDARD is not met as evidenced by:
Based on record review and interviews, the

[ Idbl!ll\l m’mem io ﬂf&\l&ﬂi’ A resiririve mrnmm e ey |
the manage the inappropriate behavior of {of2
audit clients (#5). The finding is:

Review on 2/11/22 of an incident report on Client
#5 ravealed on 12/6/21 at 4:30 PM, Client #5
woudd not follow instructions from Staff A, Staff A
used a thraat to remove a te!evisian from the

B obnm Al wwack Pt} P
rogm of QliantHo B G0 R UUHIHIJ Shert wo

&tiil iahored Staff A, who then wernt 1o remove the
television from Client #5's bedroom. Client #5
TBSpONGE by eaving e Nome and weiking off
the property. Staff B and Staff C had to follow
Cliant #5 in their vehicles before the home

ﬂ"lﬁﬂ'iﬂﬂml‘ fl-ll\.&\ fata, (fﬂ ﬂ’\!‘llllﬂl\ﬂ b W5 tﬂ Qat ::-:

her vehfc!a

Interview on 2/11/22 with the HM revealad that
she did not report the incident to the administrator
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Continued From page 3
for review. The HM confirmed that Client #5 was
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disabilities professlonal (QIDP) revealed that she
was unawara of the incident and that Staf A
shotld not remova the television from Client #5'
room, because it would be a clients rights
violation,

Infarvicw rin 2114192 with tha srminictrater
revealed that staff cannot confiscate Client's
narsonal pronery hanaoss i was a rinhte
violation.

During review on 5/5/22, the facility's cllent rights
and behavior plan training were reviewed,
According to the facillity’s records, there was no
evidence that new staff had received training.
There was no aevidence of documentation for
March 2022 for monitoring clients. On 4/6/22,
4/14f22, M17122 and 4/27/22, management staff
reportedly moniiored inappropriate behaviors but
there were no indicators which staff and clients
were chaerved or if the behavior plan was
followed correctly.

Based on the facility's plan of correction, the
facility listed they would train all staff on client
behavior plans and client rights, however all staff
wera not trained resulting In a recited deficiency,

Intarview on 5/6/22 with the QIDP revealed she
did not have documentation about the astivitias
they observed for 3 months to ensure staff were
following clfents behaviors plans correctly.
COVID-19 Vaccination of Facility Staff

CFR(s): 483.430()(1)(3)(i}{x)

{W 508}
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§ 483.430 Condition of Particination: Fanility

siaffing.

(f) Standard: COVID~19 Vaccination of faciity
staff, The facllity must develop and implement
policies and procedures to ensure that all staff are
fully vastinated for COVID-1S. Tor purposes of
this section, staff are considered fully vaccinated
i it has basn 2 wesks oF more since they
completed a primary vaccination serles for
COVID-19. The completion of a primary
vaccination series for COVID-19 Is defined here
as the administration of a single-dose vacting, or
the administration of all required doses of a
multi-dose vaccine.

(1) Regardiess of clinical responsibility or client
contact, the policies and procedures must apply
to the following facllity staff, who provide any
care, treatmeant, or othar sarvices for the facility
and/or its clients:

(i} Facility employees;

(ily Licensed practitioners;

{iii) Students, trainess, and volunteers; and

{iv} individuals who provide care, freatment, or
other services for the facility and/or Hs clients,
under contract or by other arrangemant,

(2) The policies and procedures of this section
do not apply to the following facility staff:

{17 St wiw wxciusively provide tetehesaith or
telemedicine services outside of the facilily setting
and who do not have any direct contact with
clients and other staff specified in paragraph (f)(1)
of this section; and

(i) Staff who provide support services for the
taciity that are perfoimed exclusively outside of
the facility satting and who do not have any diract
contact with clients and other staff spaecified in
paragraph (f}(1) of this saction.

FORM CMS3-2587(02-28) Previous Veralons Obsolste Event i1 BIAX12 Faallity H): 965486 if cantinuation shoet Faga 5 of 10
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(3) The policies and procedures must include, at
@ minirurn, the following components:

{i) A process for ensuring all staff specified in
paragraph (f)(1) of this section (except for those
staff who have pending requests for, or who have
been granted, examptions to the vaccination
requirements of thls saection, or those staff for
whom COVID~18 vaceination must be temporarily
delayed, as recommended by the CDC, dus to
olmicaf precautions and mnsldemtsm) have

Isueivand, & 8 minimum, a singis-aose GUVID-19
vaccina or the first dose of the primary
VECGTIEUVT 2w Tu1 @ Imulti-dose COVi-149
vaceine prior to staff providing any care,
treatment, or other services for the facility and/or
it clients;

(i) A process for ensuring the implementation of
additional precautions, intended to mitigate the
tranarnigsion and gnraad nf r"-nmn_-:n for ol nind
who are not fully vaccsnatad far COV§D~19
(iv) A process for tracking and securely
documenting the COVID-19 vaccination status of
all staff spacified In paragraph (f)(1) of this

section;
{v} A process for tracking and sacureiy
ko, LT . N I T AW L

LESUIMETLNEG Wi LLAVIEESTE vESGaing slalus i
any staff who have obtained any booster doses
as recommended by the CDC;

(Vi) A process by which staff may request an
exemptlion from the staff COVID-19 vaccinaﬂun

s omin e a e Bm b 1 s ol
raculrameants hacad on an Lppnenoie 1 edsTEl 15w,

(vu) A process for tracking and securely
docurnenting information provided by those staff
who have requested, and for whom the facility
has granted, an exemption from the staff
COVID-19 vacelnation requirements;

(vill} A process for ansuring that all
documentation, which confirms recognized

FORM OM2-2567T{02-00) Pravious Vergions Obaaclety Evant ID: BEAX12 Facility 0. 966486 i continuation sheat Page 8of10
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clinical contraindications to COVID-18 vaceines
and which supports staff requests for medical

ANV IR VR RIS TIURILY, IS L SIGNEI
and dated by a licensed practitioner, who Is not
the Indlvidual requesting the exemption, and who
is acting within their respective scope of practice
as defined by, and in accordance with, all
applicable State and local laws, and for further
ansuring that such documentation cortaing:

(A} All information specifying which of the
authorized COVID-19 vaccines are clinically
sontramndicated for the staff member 1o receive
and the recognized clinical reasons for the
contreinoications; enc

(B} A glaternant by the stthontioating sractitionsr

rarrun s eetie Hond o wbmEE oo moce b mon bu
TRLOTINRENGNG W& l
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axamptad from the faclit/s DOWID 40

e e

vaccination requirernents for staff based on the
rarnnnizad clinieal contraindinatinne;

() A process for ensuring the tracking and
sacure documeantation of tha vanninatinn ctahre mf
staff for whom COVID-19 vaccination must be
temporarily delayed, as recommended by the
CDC, due to clinical precautions and
congiderations, including, but not limited to,
Individuals with acute finess secondary to
COVID-19, and individuals who recelved
monoclonal antibodies or convalescent plasma
for COVID.18 treatment; and

(%} Contingsncy plans for siafl wiho are not fuily

vaccinated for COVIDA19,

Effactive 60 Days After Pubiication:

(i1} A process for ensuring that all staff specifled In
paragraph (f)(1) of this section are fully
vaccinated for COVID-19, except for those staff
who have been granted sxemptions to the
vacclnation requirements of this section, or those

FORM CMS-2567(0:290) Pravious Varsions Obsolate " Evant 0 BAAX12 Farilly 1D 665488 if continuation sheet Faga 7 of 10
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Continued From page 7

staff for whom COVID-19 vaccination must he
temporarily delayed, as recommendad by the

L s R o R LIt T ey
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congidarations;

This S’YANDARD 18 not met as evidenced by:
Based on record review and Interviews, the
facility failed to develop policies and procedures
which include contingency plans that are based
on Centers for Medicare and Medicaid Services
(CMS) guidelines for staff who are not fully
vaccinated for COVID-18, The findings are:

Review on 2/14/22 of the facility's Mandatory
Vareinatinn Palicy, 218/21 ravasted srmnlovace
must be fully vaccinated no later than 4/9/22,
Staff must obtain the first dose of a two dose
vaccing no later than 3/5/22: and the second
Anae nn latar than AT ar sbialn sne dess of
a single dose vaccine no later than 3/26/22. Tha
facility wil comply o determine each employee's
vaccination statug and require vaceinated
employees to provide acceptable proof of
vaccine.

Interview on 2/14/22 with the qualified intellectus!
professional (QIDP) revealed the faclity was not
aware of the CMS smployee vaccine requirament
untl! learned of the new mandate through media
sources. The QIDF had met with the
Administrator last week, to work on a naw
vaccination policy. The QIDP acknowledged there
was a type on the original policy and it shouid
read, effective 2/9/22. The facility planned to train

Hhmiv s b mm AT promim sl be m womeaa

- |

interview on 2/14/22 with the Administrator
revealed that a new policy was Just developed
and was going to be shared with employses on

{W 508}
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2117122, The adminlstrator did not have a full igt
of staff working with the efents and had riot been
doing vaccine tracking. The administrator
acknowledged that there were 5 unvaccinated
staff that work in the home; and she had not
received requasts for medical or religious
exemptions approvais. The administrator's new
policy planned to require staff to have their first
COVID-19 vaceine by 3/9/22 and the second

I Yo T T S N T
".?‘:""!"""‘ ‘:em“!:‘tcd b“ a' - o E L P RANLE N RN BRSNS

hoped to be fully con;p!iam by 4/9/22,

1. According to the review on 5/5/22 of the
facility’s revised COVID-18 Vaccination Poficy
dated 2/18/21 was not specific to ICF staff
vaceine requirements, Their policy highlighted
that it was complying to Qcecupational Safety and
Health Administration (OSHA)'s emergency
temporary standard on vaccination and testing.

2, Raview on 5/5/22 of the facility's revised
COVID-19 Vaccination Policy dated 2/18/21
revealed that new employess must comply with
thelr policy by being fully vaccinated within 90
days of start date of employment. Staff A was
marked as a new employee and there was no
proof of his vaccine status. Further, the facility did
not have a record of Staff B, the nurse and the
administrator's vaceine status.

3. Revlew on 5/5/22 of the facllity's staff vacche
statuses revealed the home manager and Staff C
and Staff D were identified as receliving approved
refigious exemption for the COVID-18 vaccine. A
form titled "Coronavirus Vaccination Consent or
Declination” was reviewed on 5/5/22. it revealed
on 2/15/22 Staff D declined the vaccine and on
2/28/22 Btaff C declined the vaccine. The form
did not have any language that either Staff C or

FORM CM3.2567(02-89) Previous Vemnslons Obsolste Event i BBAX12 Facility 10: 955480
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Staff D declined the COVID-19 vaceine for
refiglous exemptions, The facility did not have a
record of the home manager's religlous
examption,

4. Raview on 5/5/22 of the Btaff Vaccinations
training conducted on 3/21/22 revealed that they
required all non-vaceinated staff must provide a
negative COVID-19 test on a weekly basis, The
fasility had no gvidencs non-vaccinated slaff were

reported results from weekly testing.

5. Based on the facillty's pian of corraction, the
fachity listed they would develop and implement a
staff COVID-19 vaceination policy, however their
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AND PLAN OF CGORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
R-C
Maz72 B. WING 05/05/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE -
114 GREENHOUSE LANE
OAD GROUP H
CRESTR OM= SOUTHERN PINES, NG 28387
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and

efforts were not fully documented and achisved A
resulting In a recited deficiency. s
y Fram w-!%&‘ pdfa‘[ &
Interview on 5/5/22 with the qusiffied intellectual & XEY X:?“Wl‘%) will be
disabillties professional (QIDP) revealed sha did b eAas wellas
not have coples of rafigious exemptions, weekly maan /
COVID-19 testing for unvaccinated staff, and was . a’l'ea{'
unable to gather from human resources proof that Gurren 1" vacin
all of the vaccinated staff records were on file, érmn PI% ers
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