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E039 EP Testing Requirements eosg  E 039 A Tabletop Exercise, mock trial,
CFR(s): 483.475({d)(2) and Full-Scale Drill will be altern-
ated annually with proper
§416.54(d)}(2), §418.113(d)(2), §441.184(d)(2), documentation
§460.84(d)(2), §482.15(d)(2), §483.73(d)(2), following. RHA staff will receive training
£483.475(d)(2). §484.102(d)(2), §485,68(d)(2), on both Tabletop Exercise and Full
§485.542(d)(2), §485.625(d)(2), §485.727(d)2). Scale Drills. The Emergency
§485.920(d)(2), §491.12(d)(2), §494.62(d)(2). : Preparedness

Plan Book will be reviewed by clinical
staff and reviewed with Direct Support
Professionals at monthly house
meetings. All drills and exercises will
be filed under clinical leadership with a
(2) Testing. The [facility] must conduct exercises ' copy in the Emergency Preparedness

to tesl the emergenoy plan annually. The [facility] Book,
must do all of the following:

*[For ASCs at §416.54, CORFs at §485.68, REHs
at §486,542, OPO, "Organizations” under
§485.727, CMHCs at §485.920, RHCs/FQHCs at
§491.12, and ESRD Faciliies at §494.62:

{i) Participate in a full-scale exercise that Is
community-based every 2 years; or
- [A) When a community-based exercise is nol
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.
{li} Gonduct an additional exercise at least svery 2
years, opposite the year the full-scale or
funclional 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
(B8) A mock disaster drill: or
~{C) A tabletop exercise or workshop that Is led by
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Any deficiency state! ] wath an asterisk (*} denoles a deficlency which the Institution may be excused from comecting providing il is defermined that
other safeguards provi enl protection to the palients . (See inslructions.) Except for nursing homes, the lindings slated above are disclosable S0 days
following the dale of survey whether or nol & plan of corraction is provided. For nursing homes, the above findings and plans of correction are disdns;bh 14
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a failitator and includes a group discussion using
& namated, clinically-relevani emergancy
scenario, and a set of problem staterents,
directed messages, or preparsed questions

~ designed to chaflenge an emergency plan.
(i) Analyze the [facility's] responss to and
maintain documeniation 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 communily based exercise is not
accessible, conduct an individual facllity based
functional exercise every 2 years; or

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

(ii) Conduct an additional exercise every 2 years,
oppaosite the year the full-scale or functional
exercise under paragraph {d)(2)(1) 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 funclional
exercise; or

(B} A mock disasler drill; or

{C) Atabletop exercise or workshop that is led by
a facilitator and includes a group discussion using
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E 038 Conlinued From page 1 E 039 E 039: A Tabletop Exercise, mock trial,

and Full-Scale Drilf will be altern-

ated annually with proper
documentation

following. RHA staff will receive training
on both Tabletop Exercise and Fuil
Scale Drilis. The Emergency
Preparedness .
Plan Book will be reviewed by clinical
staff and reviewed with Direct Support
Professionals at monthly house
meetings. All drills and exercises will
be filed under clinical leadership with a
copy in the Emergency Preparedness
Book.
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E03% Continued From page 2 E039-  E 039: A Tabletop Exercise, mock trial,
a namated, clinically-relevant emergency and Full-Scale Drill will be altern-
scanarlo, and a set of problem stalements, ated annually with proper
directed messages, or prepared questions documentation
designed to challenge an emergency pian. following. RHA staff will receive training
on both Tabletop Exercise and Ful
(3) Testing for hospices thal provide inpatient Scale Drills. The Emergency !
" care directly. The hospice must conduct Preparedness '
exarcises fo fest the emergency plan twice per Plan Book will be reviewed by clinica
year. The hospice must do the following: staff and reviewed with Direct Support
{i) Parlicipate in an annual full-scale exercise that Professionals at monthly house
I8 community-iased; or meetings. All drills and exercises will
(A) When a communily-based exercise Is not b6 filad y der dlinical leadershin wi
accessible, conduct an annual individual Y ? under clinical leadership with a
facility-based funciional exercise; or copy in the Emergency Preparedness
(B} If the hospice experiences a natural or Book.
man-made emergency that requires activation of
i 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 thatis
community-based or a facilily based functional
exerclse; or
{B} A mock disaster drill; or
. {C) Atabletop exercise or workshop led by a
faciiitator that includes a group discussion using a
narrated, clinically-relevant emergency sc¢enario,
and a sel of problem statements, directed
messages, or preparad questions designed to
challenge an emergency plan.
{iii) Analyze the hospice's response tc and
maintain decumentation of all drilis, tabletop
exercises, and emergency events and revise the
hospice's emergency plan, as needed.
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*{For PRFTs at §441.184(d}), Hospilals at
§482,15(d), CAHs al §485.625(d):}

{2) Testing. The [PRTF, Hospilal, CAH] must
conduct axercises to test the emergency plan
fwice 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 communily-based exercise is not
accessible, conduct an annual individual,
facitity-based functional exercise; or
(B} If the [PRTF, Hospilal, CAH) experiences an
actual natural or man-made amergency that
requires activation of the emergency plan, the

. [facility] is exempt from engaging in its next

: required full-scale community based or individual,

: facilily-based funclional exercise following the

. onset of the amergency evenl.

: {li) 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 tablelop 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.

{lii} Analyze the [facility's] response to and
maintain documentation of all drills, tablatop
exercises, and emergency events and revise the
[facility's} emergency plan, as needed.

*[For PACE at §460.84(d):)
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E 038 Continued From page 3 E032 E 039: A Tabletop Exercise, mock triaii,

and Full-Scale Drill will be altern-
ated annually with proper
documentation
following. RHA staff will receive training
on both Tabletop Exercise and Full
Scale Drills. The Emergency
Preparedness
Plan Book will be reviewed by clinical
staff and reviewed with Direct Support
Professionals at monthiy house
meetings. All drills and exercises will
be filed under clinical leadership with a
gopy in the Emergency Preparedness
ook. :
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E 038 Continued From page 4

{2} Testing. The PACE organization must conduct
exercises to fest the emergency plan at least
annually. The PACE organization must do the
foltowing:
{i} Pariicipate in an annual full-scale exercise that
is community-based; or
{A)} When a communily-based exercise is not
accessible, conduct an annual individual,
facility-based funclional exercise; or

: (B) if the PACE experiencas 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 Individua, facllity-based functional
axercise 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 fallawing:
(A) A second full-scale exercise that is
community-based or individual, a facility based
functional exercise; or

. {B) Amock 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 queslions
designed to challenge an emergency plan.

: (iii) Analyze the PACE's response to and

| maintain documentation of ail drills, tabletop
exercises, and emergency events and revise the

. PACE's emergsncy plan, as needed.

" *[For LTC Facilities at §483.73(d):]
" (2) The [LTC facility) must conduct exercises fo

ceoas  E 039: A Tabletop Exercise, mock trial,
and Full-Scale Drill will be aitern-
ated annually with proper
documentation
following. RHA staff will receive traming
on both Tabletop Exercise and Full
Scale Drills. The Emergency
Preparedness
Plan Book will be reviewed by clinical
staff and reviewed with Direct Support
Professionals at monthly house
meetings. All drills and exercises will
be filed under clinical leadership with'a
copy in the Emergency Preparedness
Book.
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test the emergency plan at least twice per year,
inctuding unannounced staff drills using the
emergency procedures, The [LTC facllity,
ICF/ID] must do the following:

. (i} Participate in an annual full-scale exercise that

: is community-based; or

* {A) Whan 2 community-based exercise is not

. accessible, conduct an annual individusal,

. facility-based functional exercise.
(B) If the [LTC facility] facility experiences an
actual natural or man-made emergency that
requiras aclivation of the emergency plan, the
LTC {acility is exempt from engaging its next
required a full-scale community-based or
individual, facility-based functional exercise

following the anset of the emergency event,
(ii) Conduct an additional annual exercise that
may Include, but is not limited to the following:
{A) A sacond full-scale exercise that is

, community-based or an individual, facility based

* functional exercise; or

_(B) Amock disasier drill; or
{C) Atabletop exercise or workshop that is led by
a facilitator includes a group discussion, using a
narrated, dlinically-relevant emergency scenario,
and a set of problem statements, directed
messages, or prepared questions designed to
challenge an emergency plan.
{iil) Analyze the [LTC facility] facility's response lo
and maintain documentation of all drilis, tabletop
exercises, and emergency events, and revise the
{LTG facility] facility’s emergency plan, as needed.

“[For ICF/IDs at §483.475(d)}:
(2) Testing. The ICFAID must conduct exercises
to test the emergency plan at least twice per year,
The ICF/ID must do the following:

(i} Participaie in an annual full-scale exercise that
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£ 089 - Continued From page 5 goss E 039: A Tabletop Exercise, mock tria),

and Full-Scale Drill will be altern-

ated annually with proper
documentation ;
following. RHA staff will receive training
on both Tabletop Exercise and Full
Scale Drills. The Emergency
Preparedness

Plan Book will be reviewed by clinical
staff and reviewed with Direct Support
Professionals at monthly house
meetings. All drills and exercises will
be filed under clinical leadership with a
copy in the Emergency Preparedness
Book.
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; Is community-based; or
{A) When a community-based exercise is not
accessible, conduct an annual individual,
facllity-based functional exercise; or.
{B) If the ICF/ID experiences an aciual natural or
man-made emergency that requires aclivation of
the emergency plan, the ICFID Is exempt from
engaging in its next reguired full-scale
- community-based or individual, facility-based
functional exercise following the onset of the
emergency event,

(ify Conduct an additional annual exarcise 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 thal 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 ICFHID's response to and
maintain documentation of all drills, tablstop
exercises, and emergency evenis, and revise the
ICF/ID's emergency plan, as needed.

*[For HHAs al §484.102]
{d)(2) Testing. The HHA must conduict exercises
to test the emergency plan at
{east annually. The HHA must do the following:
(i) Participate in a full-scale exercise thatis
community-based; or

{A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise every 2 yeats;
or.
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING GOMPLETED
34G093 B.WING 01/13/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2iP CODE
S Ry 1254 BRODKHAVEN DRIVE
e LINCOLNTON, NC 28092
4D SUMMARY STATEMENT OF DEFICIENCIES D PROVIOER'S PLAN OF CORRECTION X6)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FLLL PREFIX (EACH CURRECTIVE AGTION SHOULD BE COMPLETION
TAG. REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE bAlE
DEFICIENCY)
! 1
E659 | Coulbia Erom peigs & E 039 E 039: A Tabletop Exercise, mock trial,

and Full-Scale Drill will be altern-

ated annually with proper
documentation

following. RHA staff will receive training
on both Tabletop Exercise and Full
Scale Drills. The Emergency
Preparedness

Plan Book will be reviewed by clinical
staff and reviewed with Direct Support
Professionals at monthly house
meetings. All drills and exercises will
be filed under clinical leadership with a
copy in the Emergency Preparedness .
Book.
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E 039 Continued From page 7

{(8) 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 reguired full-scale
community-based or individual, facility based
functional exercise foliowing the onset of the
emergency evenl,

(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
fimiled to the following:

{A) A second {ull-scale exercige that is
community-based or an individual, facility-based
functional exercise; or

(B) A mock disaster dril; or

. {C) A tablelop 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
stalements, directed messages, or prepared

_ questions designed o chalienge an emergency
plan.

{iii} Analyze the HHA's response to and maintain
docurmentation of all drilis, tabletop exercises. and
emergency events, and revise the HHA's
emergency plan, as needed.

*[For QPOs 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 narraied, clinically relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared

" E 039: A Tabletop Exercise, mock trial;

. and Full-Scale Drill will be altern-
ated annually with proper
documentation
following. RHA staff will receive training
on both Tabletop Exercise and Full
Scale Drills. The Emergency
Preparedness
Plan Book will be reviewed by clinical

. staff and reviewed with Direct Support

. Professionals at monthly house
meetings. All drills and exercises will
be filed under clinical leadership with a
copy in the Emergency Preparedness
Book.

E 039
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E 039 Continved From page 8

questions designed to challenge an emergency
plan. If the OPO experiences an actual natural or
man-made emergency thal 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.

 (li) Analyze the OPQ's response to and maintain

. docurnentation of all tabletop exercises, and

{ amergency events, and revise the [RNHCI's and

* OPO'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

- lgast annually. A tabletop exercise is a group
discussion led by a facilitator, using a narrated,
clinically-relevant emergency scenario, and a set
of preblem statements, directed messages, or
prepared questions designed to challenge an

" emergency plan.
(i} Analyze the RNHCI's response to and
maintain documentation of all tablefop 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 interviews, the
facility failed to show evidence of exercises to
verify testing of the emergency preparedness
plan (EPP}. The finding is:

Review of facliity documentation on 1/13/26

ihe facility's EPP did not reveal evidence of a
mock drill, labletop exercise, or full-scale
community-based exercise to test the facllity's
EPP.

revealed an EPP daled 3/27/25. Further review of

Eosg E 039: A Tabletop Exercise, mock trial,

and Full-Scaie Drill will be altern-
ated annually with proper
documentation

- following. RHA staff will receive training

" on both Tabletop Exercise and Full

. Scale Drills. The Emergency
Preparedness
Plan Book will be reviewed by clinical :
staff and reviewed with Direct Support
Professionals at monthly house
meetings. All drills and exercises will
be filed under clinical leadership with a
copy in the Emergency Preparedness
Book,
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E 039 Continued From page 9

Interview with the qualified intellectuat disabilities
professional (QIDP) on 1/13/26 revealed thal
evidence of a tabletop exerclse, mock drill, or
fufl-scale exercise could not be found during the
survey. Further interviaw with the QIDP revealad
a live event was complefed, however, the
documentation could not be found. Conlinued

_interview with the QIDP verified that staff and

. management should complete all emergency
preparedness exercises to test the EPP as
reguired.

W 249  PROGRAM IMPLEMENTATION
. CFR({s): 483.440(d)(1)

As soon as the interdisciplinary team has
formulated a client's Individual program plan,

- sach client must receive a continuous active
treaiment 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
interview, the facility failed to ensure 4 of 6
audited clients (#3, 4, #5, #6) received a
continuous active treatment program consisting
of neaded interventions through formal and
informal training opportunities. The findings are:

Observation in the group home on 1/13/26 from
4:00 PM - 5:15 PM revealed four clients to sit in
the hames living room unengaged in formal or
informal activities. Further observation during this
same time revealed staff B to ask clients #3, #4,

E 039

W 249

E 039: A Tabletop Exercise, mock trial,
and Full-Scale Drill will be altern-

ated annually with proper
documentation

following. RHA staff will receive training
on both Tabletop Exercise and Full
Scale Drilis. The Emergency
Preparadness

Plan Book will be reviewed by clinical
staff and reviewed with Direct Support
Professionals at monthly house
meetings. All drilis and exercises will
be filed under clinical leadership with a
copy in the Emergency Preparedness
Book.

W 248: Al staff will receive further
training on active treatment for all
individuals in the home. Staff will
receive training on the skill technique
of PIRTing, while also understanding
client's rights. Staff will receive i
training on providing different
opportunities to ensure engagement .
for the clients. Staff will receive
training

on communication styles-offering
informal and formal opportunities

for individuals to express
independence

while also remaining a safe and
healthy

teaching facility. Finally, staff will
receive further training on all the
individuals plans and programs with
adequate documentation.
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W 249 Continued From page 10 W248 W 249: All staff will receive further

#5 and #6 if they'd prefer to waich something on

- the television or engage in an activity with "'no” as

" the combined response. Continued observailan

. revealed siaff B to sit with clients #3, #4, #5 and
#6 and engage in conversation. Subsequent

' observation at 5:13 PM revaaled staff A to call all
clients to “wash hands” for the dinner meal.

_ Additional cbservation revealed client #3 was not

, offered opportunities to count by 5's up to 25 or

“increase fiuids; clieni #4 to comptete clean table,
complete laundry routine or do activities; client #5
fo sweep room, maep room, or make change for
$2 and client #8 to tolerate stretching, identify

i food or match objects and socks.

Review of client #3's record on 1/13/26 revealed
a person-centered plan (PCP) daled 5/28/25

" which indicated training objective as follows:
appropriate use of items, follow mealtima
guidelines, closing door before using the
resiroom, counting by 5's up o 25, and Increase
fluid intake to one liter daily.

Raview of client #4's record on 1/13/26 revealed
a PCP dated 12/13/25 which Indicate training
objectives as follows: hair care routine, clean
table, clean mirror, laundry routine and activity.

- Review of client #5's record on 1/13/26 revealed
a PCP dated 3/7/26 which indicate training
objeclives as follows: thorough taoth brushing,
sweep floor, mop floor, clean doorknobs, and

- make change for $2.

Review of client #6's record on 1/13/26 revealed
a PCP dated 8/20/25 which indicate tralning

. objectives as follows: toothbrushing, getting

- dressed, bathing, tolerate stretching. and,
identifies food, matches objecls and malches

fralning on active treatment for all
individuals in the home. Staff will
receive training on the skill technique
of PIRTing, while also understanding
client's rights. Staff will receive i
fraining on providing different
opportunities to ensure engagement :
for the clients. Staff will receive
training

on communication styles-offering
informal and formal opportunities

for individuals to express
independence

while also remaining a safe and
heaithy

teaching facility. Finally, staff will
receive further training on all the
individuals plans and programs with
adequate documentation.
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W 249 Continued From page 11 w240 W 249: All staff will receive further
- "~ tralning on active treatment for all
; individuals in the home. Staff will
" Interview with the qualified inlellectual disabllities receive training on the skill technique
. professional (QIDP) on 1/13/26 confirmed the of PIRTing, while also understanding
* one hour and fifteen minute duration of idle time client's rights. Staff will receive
' was excessive and clionts #3, #4, #5, and #6 tralning on providing different
- should have been engaged in other opporiunities opportunities to ensure engagement
- to promote progress towards the achievement of for the clients. Staff will receive
! goals and objectives. Continued interview with the training
" QIDP confirmed client #6 should have been on communication styles-offering
: offered the opporlunity 1o assist with dinner : b
; " bt informal and formal opporiunities
prapersiicn fo kisefly taode. for individuals to express
W 369 DRUG ADMINISTRATION W 369 independence
T RSN while also remaining a safe and
The system for drug administration must assure healthy '
" il i Baladking Wioess: S siee teaching facility. Finally, staff will
salf-administered, are administared without error. receive further training on all the
“This STANDARD is not met as evidenced by: individuals plans and programs with
Based on observation, record review and adequate documentation.
tinterview, the facility failed to ensure thal all drugs
- were administered without error for 1 of 6 audited
- clients (#2). The finding is: W 369: Staff received individualized
Observation in the group home on 1/13/26 at 7:25 ggmi?lg eogug?fgicggggﬂagreﬁ?ﬁ: l;?‘t:m
AM revealed client #2 to receive the foliowing hlatden
medications: Clonidine 0.1 ER, Vitamin D3 2000 : . :
' IU, Methylphenidate 10mg, and Fooalin XR Unit. Nursing completed a follow up
' 40mg. Continued observations revealed client #2 with Individual day of to ensure his
fo take his medications without his blood pressure health and safety.
being laken by staff.
Review of client #2's record on 1/13/26 revealed
physician's orders dated 10/28/25. Review of the
physician's orders indicated Clonidine 0.1 ER -
take 2 tablets by mouth every moming for
" behaviors **check blood pressure every morning
bafore medicalions™ (call nursing if blood
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W 369 Continued From page 12 wase W 369: Staff received individualized
pressure is greater than 150/90 or less than training on medication administration
90/50). from the nursing depariment at the
Maiden :
Interview with the facility nurse on 1/13/26 Unit. Nursing completed a follow up -
. confirmed client #2's physician's orders are with individual day of to ensure his
current. Continued Interview revealed if client #2's health and safety.
- blood pressure is too low it may "bottom out” if he
takes the Clonidine. Further interview confirmed
staff should check client #2's blood pressure
every morning prior to medication adminislration.
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