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

*[ForASCs 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

(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
functional exercise following the onset of the
actual event.
(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 thatis
community-based or individual, facility-based
functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is led by
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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 at418.113(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 afull-scale exercise thatis
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

(C) Atabletop exercise or workshop that is led by
a facilitator and includes a group discussion using

This page is intentionally left blank

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
34G117 B. WING 10/24/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2723 BOBWHITE CIRCLE
MEADOWVIEW HOME
WINGATE, NC 28174
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION %5)
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 1 E 039

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 092711

Facility ID: 922212

If continuation sheet Page 2 of 11




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

PRINTED: 10/25/2023

FORMAPPROVED

OMB NO. 0938-0391

a narrated, clinically-relevant emergency

scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

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) Conductan 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) A tabletop exercise or workshop led by a
facilitator that includes a group discussion usinga
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.
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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.
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 worksh op 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.
) 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 com munity
based or individual, facility-based functional
exercise following the onset of the emergency
event.

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, butis 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) Atabletop exercise orworksh op 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.

) 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.

This page is intentionally left blank

*[For LTC Facilities at §483.73(d)]
(2) The [LTC facility] must conduct exercises to
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testthe emergency plan at least twice peryear,

including unannounced staff drills using the

emergency procedures. The [LTC facility,

ICF/ID] must do the following:

(i) Participate in an annual full-scale exercise that

is community-based: or

{(A) When acommunity-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 exemnpt from engaging its next

required a full-scale community-based or

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

(i) Conductan 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.

(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
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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) Ifthe ICF/MID experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the ICF/ID 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 js
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 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
ICFNID'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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(C) 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.

(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 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 atieast 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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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 ensure direct care staff were trained on
the facility's emergency preparedness plan (EPP)
at least biennially. The finding is:

Review on 10/23/23 of the facility's emergency
preparedness plan (EPP) revealed no evidence
of initial or biennial training on the EPP.

Interview on 10/23/23 with the Statewide ICF
Director confirmed that initial training and biennial
training for current staff were not completed.

ICF Director will complete Tabletop
Exercise with all staff by 12/1/2023. ICF
Director will monitor annually by
requesting EPP and TTX to be sent to
me directly.
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questions designed to challenge an emergency
plan. Ifthe OPO experiences an actual natural or E 039
man-made emergency that requires activation of ICF Director will retrain Residential
the emergency plan, the OPO is exempt from Manager and Residential Team Leader
engaging in its next required testing exercise o dating the E
following the onset of the emergency event. N upaating the Emergency
(i) Analyze the OPO's response to and maintain Preparedness Plan at least every 2
documentation of all tabletop exercises, and years, an_d/ or whenever a change in
emergency events, and revise the [RNHCI's and clientele in the group home by
OPQ's] emergency plan, as needed. 12/1/2023.
"[RNCHIs at §403.748]. RM and/or designee will retrain all staff
{d)(2) Testing. The RNHCI must conduct on the emergency preparedness plan
exercises to test the emergency plan. The RNHCI by 12/1/2023
y - 10/28/2023
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CFR(s): 483.470(g)(2)

The facility must furnish, maintain in good repair,
and teach clients to use and to make informed
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client.
This STANDARD is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure adaptive
equipment was furnished for client #4 relative to
plate guard, gait belt and rollator. The finding is:

Evening observation in the facility on 10/23/23 at
5:03 PM revealed client #4 to participate in the
dinner meal. Continued observation revealed
client #4 to be provided the following adaptive
equipment for the dinner meal to include a shirt
protector and a deep divided dish. Further
observation revealed that client #4 moved about
the home during survey observations without the
use of any adaptive equipment. At no time during
the survey was staff observed to furnish client #4
with her plate guard, gait belt, and a rollator.

Morning observation in the facility on 10/24/23 at
6:50 AM revealed client #4 to participate in the
breakfast meal. Continued observation revealed
client#4 to be provided the following adaptive
equipment for the breakfast meal to include a
shirt protector and a deep divided dish. Further
observation revealed that client #4 moved about
the home during survey observations without the
use of any adaptive equipment. At no time during
the survey was staff observed to furnish client #4
with her plate guard, gait belt, and a rollator.

Review of the records for client #4 on 10/24/23

W436

ICF Director will have client #4 reevaluated
by OT by 12/1/2023 to determine what
adaptive equipment would be needed.

ICF Director will ensure that the home is
provided with the recommended adaptive
equipment as outlined in the new OT
assessment.

ICF Director will train all staff on updated
OT assessment by 12/1/2023. RM or
designee will complete shift observations 1
time per week for 4 weeks.

Target completion date: 11/30/2023
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revealed a Person-Centered Plan (PCP) dated
8/14/23. Continued review of the PCP revealed a
nutrition assessment dated 9/18/23 which
indicated client #4 uses a plate guard and
bib/shirt protector. Further review of
documentation in the group home revealed a
menu book in the kitchen to have a list of
adaptive equipment for client #4 to include a plate
guard and bib/shirt protector. Subsequent review
of records revealed an occupational therapy
evaluation dated 10/19/22 which indicated client
#4 would benefit from use of gait belt, rollator,
and staff assistance during mability to increase
safety and decrease risk of falls.

Interview on 10/24/23 with staff C revealed they
were aware of a deep dish and shirt protector for
client#4 as well as nighttime depends for
incontinence. Continued interview with staff C
revealed that if client #4 required additional
adaptive equipment that staff was unaware and
had not received any additional training regarding
adaptive equipment changes.

Interview on 10/24/23 with staff E revealed they
were aware of client #4 to use a deep dish and
shirt protector. Further interview with staff E
revealed that staff was told to supportclient #4 on
uneven surfaces by holding on to arm.

Interview with the Statewide ICF Director
confirmed the 8/14/23 PCP for client #4 was
current. Continued interview with the Statewide
ICF Director confirmed that client #4 should have
been provided with prescribed adaptive
equipment.
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