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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

(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 that is
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 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) 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
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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.

(ii) 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) Amock 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.
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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.

(ii) 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.

(ii) 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 individual, 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.

(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
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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/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
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) Asecond full-scale exercise that is
community-based or an individual, facility based
functional exercise; or

(B) Amock 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/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) 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.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
34G217 B. WING 09/04/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CATES STREET ICF/MR 306 CATES STREET
ROXBORO, NC 27573
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID 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 6 E 039

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: 1XJE11

Facility ID: 921625

If continuation sheet Page 7 of 16




PRINTED: 09/06/2024

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
34G217 B. WING 09/04/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CATES STREET ICF/MR 306 CATES STREET
ROXBORO, NC 27573
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID 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 7 E 039

(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.

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

*[ RNCHlIs 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 document review and interviews, the
facility failed to ensure a full scale
community/facility-based exercise, mock drill or
tabletop exercise to test their Emergency
Preparedness (EP) plan was conducted. The
finding is:

Review on 9/3/24 of the facility's EP plan (last
reviewed on 3/2/24) did not include a full scale
community/facility-based exercise, mock drill or
tabletop exercise.
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Interview on 9/4/24 with the Qualified Intellectual
Disabilities Professional (QIDP) confirmed all of
their emergency plan hazards were
reviewed/discussed during a staff meeting in April
2024, however, no documentation of a
emergency prepardness exercise was available.
W 240 INDIVIDUAL PROGRAM PLAN W 240
CFR(s): 483.440(c)(6)(i)

The individual program plan must describe
relevant interventions to support the individual
toward independence.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interview, the facility failed to ensure client #5's
Individual Program Plan (IPP) included specific
information to support the use of adaptive
devices. This affected 1 of 3 audit clients. The
finding is:

During observations in the home during the
survey on 9/3 - 9/4/24, a baby monitor and bed
side alarm mat was noted in client #5's bedroom.

Review on 9/3/24 of client #5's IPP dated 1/30/24
revealed, under adaptive equipment, "bed mat
with alarm and baby monitor". Additional review of
the plan did not include any specific information
regarding the devices or their use.

Interview on 9/4/24 with the Home Manager (HM)
revealed client #5 has a monitor and mat alarm in
his bedroom to alert staff in case he gets up in
the middle of the night since he is a fall risk.

Interview on 9/4/24 with the Qualified Intellectual
Disabilities Professional (QIDP) indicated client
#5's baby monitor and alarm mat are used to help
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CFR(s): 483.440(d)(1)

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 observations, record review and
interviews, the facility failed to ensure client #5
received a continuous active treatment plan
consisting of needed interventions and services
as identified in the Individual Program Plan (IPP)
in the area of implementation of dining guidelines.
This affected 1 of 3 audit clients. The finding is:

During 3 of 3 mealtime observations at the day
program and in the home throughout the survey
on 9/3 - 9/4/24, client #5 consistently consumed
his meals with his head positioned downward
towards his chest while chewing and swallowing.
At each meal, the client received infrequent
verbal prompts from staff to hold his head up.
With each prompt, the client raised his head for a
few seconds before lowering it again and
continuing to consume his meals in the same
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let staff know when he gets up in his bedroom
since he's at risk for falls and has fallen while in
his room in the past. The QIDP acknowledged the
client's IPP does not include any information
regarding the monitoring devices and their use.
W 249 PROGRAM IMPLEMENTATION W 249
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manner.

Interview on 9/4/24 with Staff C revealed client #5
needs prompts to raise his head up while eating
to keep him from choking.

Review on 9/3/24 of client #5's IPP dated 1/30/24
revealed dining guidelines (SG1). The guidelines
noted, "Staff should encourage [Client #5]
verbally to push his shoulders down, hold his chin
up when eating. Staff should give him praise for
self-correction...Staff should apply one finger to
[Client #5's] back between his shoulder blades to
help him adjust his posture while eating..."

Interview on 9/4/24 with the Qualified Intellectual
Disabilities Professional (QIDP) confirmed client
#5's dining guidelines are current and should be
followed.

W 312 DRUG USAGE W 312
CFR(s): 483.450(e)(2)

be used only as an integral part of the client's
individual program plan that is directed
specifically towards the reduction of and eventual
elimination of the behaviors for which the drugs
are employed.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure drugs used to manage client #3's
inappropriate behaviors were used only as an
integral part of a formal active treatment plan.
This affected 1 of 3 audit clients. The finding is:

Review on 9/4/24 of client #3's record revealed
she receives Trazadone 50 mg, Sertraline 50 mg,
Memantine 10 mg, and Gabapentin 800 mg %2
tab to address inappropriate behaviors. Additional
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record review revealed there was no formal
Behavior Support Plan (BSP) in place that
incorporated the use of these drugs.

Interview on 9/4/24 with the Qualified Intellectual
Disabilities Professional (QIDP) confirmed the
drugs were used to address client #3's
inappropriate behaviors and there was no formal
BSP in place that incorporated the use of these
drugs.

W 340  NURSING SERVICES W 340
CFR(s): 483.460(c)(5)(i)

Nursing services must include implementing with
other members of the interdisciplinary team,
appropriate protective and preventive health
measures that include, but are not limited to
training clients and staff as needed in appropriate
health and hygiene methods.

This STANDARD is not met as evidenced by:
Based on observations, document review and
interviews, the facility failed to ensure all staff
were sufficiently trained regarding the appropriate
use of latex gloves. The finding is:

During observations throughout the survey at the
day program and in the home on 9/3 - 9/4/24,
various staff wore latex gloves while performing
tasks in the kitchen and while assisting clients at
the table. For example, on 9/3/24 at the day
program at 12:17pm, Staff A and Staff E sat at
the dining table wearing latex gloves. Staff A was
noted to manipulate her hair just before adjusting
client #4's plate while continuing to wear the
gloves. During observations in the home on
9/3/24 from 6:35p - 6:55pm, Staff D put on latex
gloves just before applying gloves to client #4 and
client #5's hands. The clients were then assisted

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 1XJE11 Facility ID: 921625 If continuation sheet Page 13 of 16



PRINTED: 09/06/2024

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
34G217 B. WING 09/04/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

306 CATES STREET

CATES STREET ICF/MR ROXBORO, NC 27573

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID 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)
W 340 | Continued From page 13 W 340

to hold cups and/or pour their drinks. Further
observations in the home on 9/4/24 during
various times from 6:18am - 8:00am, Staff B
wore latex gloves while completing tasks for food
preparation. The staff continued to wear the
gloves while manipulating canned foods, boxed
foods, and touching knobs/handles and other
surfaces in the area.

Interview on 9/4/24 with Staff B revealed they
have been trained to wear latex gloves while
performing kitchen duties and during meal
preparation. Additional interview on 9/4/24 with
Staff C indicated some staff choose to wear
gloves while working in the kitchen. The staff
noted, "Some have a preference."

Review on 9/4/24 of the facility's policy for Use of
Disposable Gloves (effective 2/19/21) revealed,
"Use of gloves does not negate the need for hand
washing. Hands should always be washed after
removing gloves or use hand sanitizer."
Additional review of the policy noted, "Disposable,
non-sterile gloves shall be used as follows:

When there is contamination with blood, blood
body fluids with visible blood, drainage from
lesions or infected wounds and when participating
in activities that are likely to result in blood
contamination." Further review of the policy did
not indicate latex gloves should be used in the
manner previously described.

Interview on 9/4/24 with the Qualified Intellectual
Disabilities Professional (QIDP) confirmed latex
gloves should only be used as indicated in the
policy and staff have not been trained to routinely
use them while performing cooking tasks in the
kitchen or dining room.
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W 369  DRUG ADMINISTRATION W 369

CFR(s): 483.460(k)(2)

The system for drug administration must assure
that all drugs, including those that are
self-administered, are administered without error.
This STANDARD is not met as evidenced by:
Based on observations, record review and
interviews, the facility failed to ensure all
medications were administered without error.
This affected 1 of 4 clients (#4) observed
receiving medications. The finding is:

During morning observations of medications
administration in the home on 9/4/24 at 8:39am,
client #4 ingested Tradjenta, Glimepiride,
Metformin, Flomax, Enalopril, Docusate Sodium
and Tegretol. No other medications were
observed to be administered during this time.

Interview on 9/4/24 with the Home Manager (also
the Medication Technician) confirmed the
medications observed were the medications client
#4 normally receives in the morning.

Review on 9/4/24 of client #4's most current
physician's orders signed by the physician on
7/1/24 noted an order for Aspirin low chew 81 mg
once daily at 7:30am.

Interview on 9/4/24 with the facility's nurse
confirmed client #4's most current physician's
orders indicate he should receive Aspirin 81 mg in
the morning.

W 460 FOOD AND NUTRITION SERVICES W 460
CFR(s): 483.480(a)(1)

Each client must receive a nourishing,
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well-balanced diet including modified and
specially-prescribed diets.

This STANDARD is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to ensure 1 of 3 audit
clients (#3) received their specially-prescribed

diets as indicated. The finding is:

During observations at the home on 9/4/24 at
7:35 am, client #3 was served Cheerios, a whole
blue berry muffin, and fruit cocktail. Staff broke up
the muffin and the other items remained
unaltered.

Interview on 9/4/24 with Staff C revealed client
#3's diet consistency is ground and the
consistency works better with softer foods.
Additional interview with Staff B revealed client
#3's food consistency is chopped, but not as fine
as ground beef.

Review on 9/4/24 of a physician's order dated
7122/24 revealed client #3 should receive a soft
ground diet.

Interview on 9/4/24 with the Qualified Intellectual
Disabilities Professional (QIDP) confirmed client
#3's food texture should be ground per her
current physician's orders.
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