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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),
§485.542(d)(2), §485.625(d)(2), §485.727(d)(2),
§485.920(d)(2), §491.12(d)(2), §494.62(d)(2).

*[For ASCs at §416.54, CORFs at §485.68, REHs
at §485.542, OPO, "Organizations" 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
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 RECE‘VED
(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 : Sect

community-based or individual, facility-based DHSR-MH LIEahsLIS

functional exercise following the onset of the

actual event.

(ii) 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

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Priinca Qo/ﬁuw&m CEO 12-27-23

Any deficiency slatﬁenl ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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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 [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
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) A second full-scale exercise that is
community-based or a facility based functional
exercise; or

(B) A mock disaster drill; or

a facilitator and includes a group discussion using

(C) Atabletop exercise or workshop that is led by
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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
facility-based functional exercise; or
(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) A second 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 questions designed to
challenge an emergency plan.
(iii) 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.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
34G3z8 B. WING 12/19/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GAIL B HANKS GROUP HOME ST ROWAN WAY
L
CHARLOTTE, NC 28214
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D 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)
E 039 Continued From page 2 E 039

E 039

Autism Service of Mecklenburg CO will
provided in-services/ training to the staff
on EP and participate in a mock drill/
exercise by 1/19/24. PC and QP will in-
services / train staff annually on all future
updates of EP drills/exercises.

To be completed by January 19,2024.
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*[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

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
questions 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):]
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(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,
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
based 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) 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 questions

| designed to challenge an emergency plan.

| (i) 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
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test the emergency plan at least twice per year,
including unannounced staff drills using the
emergency procedures. The [LTC facility,
ICF/1ID] 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
required a full-scale community-based or
individual, facility-based functional exercise
following the onset of the emergency event.

(ii) Conduct an additional annual exercise 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
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.

(iii) 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/lIDs 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
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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:
(A) A second full-scale exercise that is
community-based or an individual, 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 questions
designed to challenge an emergency plan.

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

*[For HHAs at §484.102]
(d)(2) Testing. The HHA must conduct exercises
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

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise every 2 years;
or.
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(B) If the HHA experiences an actual natural
or man-made emergency that requires activation
of the emergency plan, the HHA 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.

(if) 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) A second full-scale exercise that is
community-based or an individual, 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
questions designed to challenge an emergency
plan.

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

*[ RNCHIs at §403.748]:

(d)(2) Testing. The RNHCI must conduct
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
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:
Based on record review and interview, the facility
failed to conduct biennial testing of the facility's
emergency preparedness plan (EPP).

The finding is:

Review on 12/18/23 of the facility's EPP revealed
no evidence of a full-scale community or
facility-based training, a second full
scale-community or facility-based training or
mock drill, or a tabletop exercise.

Interview on 12/19/23 with the clinical supervisor
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Continued From page 9

for residential services confirmed the facility has
not conducted a full-scale community or
facility-based training, a second full
scale-community or facility-based training or
mock drill, or a tabletop exercise.
ADMISSIONS, TRANSFERS, DISCHARGE
CFR(s): 483.440(b)(3)

A preliminary evaluation must contain background
information as well as currently valid
assessments of functional developmental,
behavioral, social, health and nutritional status to
determine if the facility can provide for the client's
needs and if the client is likely to benefit from
placement in the facility.

This STANDARD is not met as evidenced by:
Based on record review and interviews, the
facility failed to have a current physical therapy
assessment and occupational therapy
assessment on file for client #4.

Review of records on 12/19/23 revealed an
individual support plan (ISP) on file for client #4
dated 12/1/23. Continued review of the ISP
revealed that client #4 is prescribed adaptive
equipment which includes a spork and a weighted
compression vest. Further review of the ISP
revealed no evidence of a physical therapy
assessment and no evidence of an occupational
therapy assessment on file.

Interview on 12/19/23 with the clinical supervisor
for residential services confirmed that the facility
did not have a physical therapy assessment nor
an occupational therapy assessment on file.
PROGRAM IMPLEMENTATION

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

E 039

W 200

W 200

Client #4 will receive an undated adaptive
equipment assessment which includes a
spork and a weighted compression vest
from physical therapy/ occupational
therapy consultant by 1/19/24. PC or QP
will observe the adaptive equipment at
least weekly.

To be completed by January 19, 2024.

W 249
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As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient number
and frequency to support the achievement of the
objectives identified in the individual program
plan.

This STANDARD is not met as evidenced by:
Based on observation, interviews, and record
review, the facility failed to assure a continuous
active treatment program identified as an
individual need was implemented for 1 of 3
sampled clients (#4). The findings are:

A. The facility failed to provide prescribed
mealtime adaptive equipment for client #4. For
example:

Observations in the group home 12/18 - 12/19/23
during the recertification survey revealed client #4
to participate in the dinner meal and breakfast
meal. Continued observation revealed client #4 to
be provided with the following adaptive
equipment: a shirt protector, dycem mat, and a
sectional scoop bowl. At no time during the dinner
meal and breakfast meal observations was client
#4 provided with his prescribed adaptive spork.

Review of the record on 12/19/23 for client #4
revealed an individual support plan (ISP) dated
12/1/23. Review of the ISP revealed an annual
nutritional assessment dated 11/6/22 for client #4
to have an order for an adaptive spork and
sectional scoop bow! to aid with self-feeding.
Continued review of ISP revealed a 2023 clinical
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assessment that based on occupational therapy
assessment that the client utilizes a sectional
plate and built-up spork curved at a 45-degree
angle. The client requires several prompts to not
overload his utensils, take a drink, and use his
napkin/utensils appropriately. Subsequently, the
facility did not have the occupational therapy
assessment on file available for review.

was current. Continued interview confirmed that
client #4 should have been provided prescribed
spork. Further interviews confirmed that the
facility does not have the occupational therapy
assessment on file.

B. The facility failed to provide client #4 with his
weighted compression vest. For example:

Morning observation in the group home on

12/19/23 at 6:02 AM revealed client #4 to sitin a
chair in the living room. Continued observations
revealed client #4 to stim and sit down in a chair

revealed the client to participate in medication
administration. Subsequent observation at 6:33
AM revealed the client to stim and sit down in a
chair in the living room. Additionally, the client

the client threw it on the floor. At no point during
the observations was staff observed to prompt
client #4 to wear his weighted vest.

Review of records on 12/19/23 for client #4
revealed that client #4 has a goal to tolerate

wearing his weighted vest 30 minutes multiple
times per day. Continue review of ISP revealed a

Interview om 12/19/23 with the clinical supervisor
for residential services verified that client #4's ISP

in the living room. Further observation at 6:20 AM

was provided with a sensory item at 7:16 AM and

revealed an ISP dated 12/1/23. Review of the ISP
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W 249 | Continued From page 12
2023 clinical assessment that client #4 is unable
to express his needs/wants however his actions
indicate the need for body support and favored
movements. Per Physical Therapy observation
the client seeks vestibular movement. Client will
tolerate the wear of his weighted vest for at least
30 minutes multiple times per day. Additionally,
the facility did not have the physical therapy
assessment on file for review.

Interview on 12/19/23 with the clinical supervisor
confirmed the goals for client #4. Continued
interview confirmed that staff should have
implemented client #4's goal to tolerate wearing
his weighted vest for 30 minutes.

W 368 DRUG ADMINISTRATION
CFR(s): 483.460(k)(1)

The system for drug administration must assure

the physician's orders.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interview, the system for drug administration

failed to assure all drugs were administered in

in the group home (#5) observed during
medication administration. The finding is:

Observation in the group home on 12/19/23 at
6:05 AM revealed client #5 to be in the
medication room for morning medications.
Continued observation of the medications for

basket from the medication closet and to assist
client to punch his medication into a medicine
cup. Further observation revealed staff A to pour
client #5's Chlorhexidine Gluconate 0.12%

' that all drugs are administered in compliance with

compliance with physician orders for 1 of 2 clients

client #5 revealed staff A to remove the pill packet

W 249

W 249

The IDT will in-services staff in the area
of program implementation. The training
objective will be to ensure that staff is
providing client training and services
consistent with the ISP which states that
client will tolerate wearing his weighted
vest for 30minutes multiple times per
day. PC/ QP will observe program
implementation weekly.

To be completed by January 19, 2024.

W 368
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Solution into a medicine cup and staff placed it in
front of client on desk. Subsequent observation at
6:09 AM revealed client #5 to drink the
Chlorhexidine Gluconate 0.12% Solution and staff
to take the client to the bathroom. Additionally,
staff A was observed to pour client #5's PEG3350
Powder into the client's nutritional supplement
drink which was a strawberry Boost.

Review of physician orders (P.O.) for client #5 on
12/19/23 revealed an order dated 9/14/23.
Continued review of the P.O. revealed an order
for Chlorhexidine Gluconate 0.12% Solution to
apply to gums with brush twice a day after
breakfast and at bedtime spit out. DO NOT
SWALLOW. Further review revealed an order for
PEG3350 Powder to mix one capful (17 GM) in
4-8 oz of water and drink by mouth twice daily.

Interview with the facility nurse on 12/19/23
verified that client #5's physician orders are
current. Continue interview with the facility nurse
revealed that staff should administer medications
as prescribed. Further interview with the facility
nurse confirmed that the physician will be notified
that client #5 swallowed Chlorhexidine Gluconate
0.12% Solution.

W 368

IDT will in-service staff on drug
administration to ensure that all
medications are administered in
compliance with the physician orders.
PC/ QP will observe program
implementation weekly.

To be completed by January 19, 2024
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