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Supervision

10A NCAC 13F .0901 Personal Care and
Supervision

(b) Staff shall provide supervision of residents in
accordance with each resident's assessed needs,
care plan and current symptoms.

This Rule is not met as evidenced by:
TYPE A1 VIOLATION

Based on interviews and record reviews, the
facility faited to provide supervision for 1 of 1
sampled residents {Resident #1) in accordance
with the resident's assessed needs and current
symptoms, which resulted in the physical assault
and subsequent death of another resident.

The findings are:

Review of Resident #1's hospital-generated FL-2
dated 02/03/15 revealed:

-Diagnoses included Lewy body dementia and
recurrent falls.

-The resident was not designated as physically or
verbally abusive or dangerous to self or others.
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physical assessment. All available
assessment documentation and
interviews will be considered when
deciding on making a bed offer.
(Attachment A for Policy &
Attachment B for Assessment Tool)

Upon admission, appropriate
monitoring will be set up for 72
hours for the new resident based on

~ the needs and available history of

the resident. The Special Care Unit
Admission Staff Rounds Policy &
Procedure (Attachment C) will be
used as a recommended guideline.
More frequent monitoring for longer
periods of time can be put in place if
indicated. Staff is required to
communicate needs to the Special
Care Coordinator; the Resident Care
Coordinator and/or the
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02/01/15 revealed: ‘

-Lewy body dementia with agitation andg "violent
outbursts",

-Recent physical assault by resident of three
family members prior to hospitalization.
-Attempted to swing at the hospital Certified
Nursing Assistant (CNA).

Review of the facility's New Admission Notice
revealed Resident #1 was admitted on 02/03/15
at 3:00 pm,

Review of facility care notes, behavior reports,
and incident reports revealed:

-On 02/03/15 at 6:30 pm, Resident #1 wandered
into another resident's room and an unwitnessed
physicat altercation occurred.

-0On 02/04/15 evening shift, Resident #1 was
“running in the hallways" for 30 minutes.

-On 02/05/15 at 6:30 am, Resident #1 wandered
into a female resident's reom and pushed her
down.

-On 02/06/15 day shift, Resident #1 was "not as
combative" as he had been the "past couple of
days".

-0On 02/06/15 evening shift, Resident #1 was
running in the hallways chasing staff.

-On 02/06/15 at 10:00 pm, Resident #1 was
swinging at staff.

-On 02/06/15 at 10:50 pm, Resident #1 bit a staff
person,

-On 02/06/15 at 11:00 pm, Resident #1 wandered
into another male resident's room and punched
him in the left eye,

-On 02/07/15 at 6:30 am, Resident #1 lifted a
93-year-old female resident out of her wheelchair,
punched her in the face, and hit her across the
legs with a belt, Both residents were discharged
to the hospital.

If the staff observes a resident
change in status which results in an
increase in agitation and/or
aggression, it will be reported
immediately to the Supervisor in
Charge and/or Resident Care
Management who will implement a
schedule of increased supervision
following the Policy & Guidelines
for Resident Increased Agittion.
(See attachment.D).

In the event of an aggressive and/or
violent behavior, the resident
involved will be transferred by
ambulance or police escort to the
appropriate healthcare center. The
incident will be documented and
behavior reported to the attending
physician, the Special Care
Coordinator, the Resident Care
Coordinator and/or the
Administrator. (See Attachment I)
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Review of documentation from the locatl hospice
facility revealed the female resident expired on
02/09/15 at 7:20 am.

Review of facility care notes revealed there was
nao documentation of increased supervision of
Resident #1 in response to aggressive or violent
behaviors exhibited toward staff and other
residents.

Review of flowsheets provided by the facility
revealed:

-Staff documented Resident #1 was placed on
30-minute checks on 02/05/15 at 3:00 pm which
continued through 02/06/15 at 5:30 am.

-Staff documented Resident #1 was checked
every 30 minutes from 02/06/15 at 7:00 am
through 3:00 pm and again from 11:30 pm .
through 5:30 am.

Interview on 02/19/15 at 2:23 pm with the
Dementia Care Coordinator (DCC) revealed:
-The DCC initiated the 30-minute checks on
02/05/15 before she went home for the day
because she "just had a feeling”.

-Resident #1 was not agitated that day.
-Resident #1 was pleasant, but moving furniture
and wandering, so she decided to implement
30-minute supervisory checks.

-She was not aware the checks were not being
done consistently,

-She routinely reviews the checks weekly on
Mondays.

Interview on 02/19/15 at 3:45 pm with an evening
shift Medication Aide (MA) revealed:

-Resident #1 "got into it" with another resident on
his first day in the facility, on 02/03/15,

-Both residents were hitting each other and both
had bruising.

In the event that a resident has an
incident of aggressive or violent
behaviors and the hospital is able to
offer effective solutions and return
the resident to us, the Resident Care 9-

) W13
management and staff will follow
the guidelines set forth in the Policy | §@tg
& Guidelines for Returning :
Residents back to Salem Terrace
after Agitated Incidents. (See -
Attachment H)
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-Resident #1 also had a "couple" of episodes of
swinging at staff during that shift on day of
admission.

-Staff "figured" Resident #1 was adjusting to
being in a new place.

-There was no increase in supervision of
Resident #1 in response to his behaviors.

Interview on 02/23/15 at 6:45 am with a second
night shift PCA revealed:

-When she arrived for duty on 02/03/15 at 11:00
pm, the second shift staff reported Resident #1,
admitted earlier that day, was combative and to
"be careful around him".

-The PCA was never instructed to increase
supervision of Resident #1.

-Staff were instructed to "keep an eye on him".

Interview on 02/23/15 at 6:27 am with a night shift !
PCA revealed: I
-When staff tried to guide Resident #1, he would 1
get "kinda violent",

-The resident balled his fists and tried to swing at
the PCA on one occasion.

-The PCA walked about 10 feet away from the
resident when he was violent to "let him calm
down",

-On one occasion, the PCA heard a female
resident calling for help. When he entered her
room, Resident #1 was present and she reported )
that Resident #1 had pushed her down to the i
floor.

-The PCA was instructed to "keep a close eye" con
Resident #1 to keep him out of cther residents’

| rooms, but the staff routinely did that for all
residents anyway.

-The PCA stated he thought he signed a
30-minute supervision list that was implemented

i 80 staff would watch Resident #1 closer to

! prevent wandering.
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interview on 02/23/15 at 11:09 am with an
evening shift Personal Care Aide (PCA) revealed:
-0 02/06/15 at about 10:00 pm, she attempted
to give incontinent care to Resident #1 when he
"got violent" and grabbed her arms and would not
let go of her.

-When he finally let her go, she "panicked and left
rapidly” and the resident began chasing her.

-The resident was "charging" after all visible staff
and swinging at them.

-Afier a few minutes, the resident appeared calm,
so she approached him and motioned with her
hand for him to follow her so she could continue
his incontinent care.

-The resident appeared calm and was talking with
the PCA about his family and previous career.
-The PCA asked the resident if he needed a hug
and he grabbed her wrist and bit her on the arm
at the elbow, breaking the skin and bruising her
arm,

~The incident was witnessed by the MA on duty.

Telephone interview on 02/24/15 at 8:30 am with
a second evening shift MA revealed:

-She was the MA on duty the evening of 02/06/15.

-At about 10:40 prm, Resident #1 was swinging at
staff in the hallway. The resident approached her
like he was going to punch her, but she backed
away. The resident kept going toward her and
began chasing her and the other staff.

~-The MA "started running away looking for
somewhere safe to go".

-Resident #1 calmed down after about 11:00 pm
"like turning off a light switch".

-While the MA was preparing to take out the trash
and taundry, she heard another staff persen
yelling, "Come back! He's swinging on (named
resident)!"

-The MA re-entered the unit and was informed
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Resident #1 had hit another resident in the eye.
-The MA reported the incident to the encoming
shift for follow up and told them "if he gets any
more agitated, he needs to be sent out to be
evaluated”.

-Resident #1 was not on any increased
supervision "as far as (she) knew".

-The MA did not impiement increased supervision
of Resident #1 in response to the events.

Interview on 02/23/15 at 8:03 am with the night
shift Supervisor revealed:

-She was the Supervisor on duty the night of
02/06/15.

-She worked on the assisted living side of the
facility but was responsible for supervisory duties
throughout the facility.

-When she reperted to work that night, the
evening shift staff reported to her that Resident
#1 had become aggressive toward staff and was
chasing them down the haliways.

-The Supervisor witnessed Resident #1 chasing
staff, "running full force" behind them at 10:45 pm
on 02/06/15 but did not intervene.

-The evening shift staff reported Resident #1 had
"been like that since 10:00 pm" and he bit a staff
member and had just punched another resident
in the face.

-The Supervisor asked the previous shift what
had been done about Resident #1's behavior and
was told a behavicr report had been started.
-The resident was not on any increased
supervision as far as she was aware.

-As a Supervisor, she would have been notifled
by the previous shift if a resident was on
increased supervisory chacks and Resident #1
was not on increased checks.

-The Supervisor did not implement any increased
supervision of Resident #1 in response to his
viclent behavior toward staff and residents on the
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evening and night of 02/06/15.

-The resident calmed down around $1:30 pm or
11:45 pm and the supervisor "kept watch" on him
to lock for any return of his previous behaviors.
-On the morning of 02/07/15, a PCA went to the
assisted living side of the facility and reported to
the Supervisor that Resident #1 had punched a
fermale resident in her face and slapped her with
a belt across her legs.

-When the Supervisor went to the SCU to see
what happened, she observed Resident #1
walking calmly alcne in the hallway, so she went
back to the assisted living side of the facility to
call the Resident Care Director (RCD) to see
what fo do.

-The supervisor was instructed to send both
residents to the hospital for evaluation.

-The supervisor called 911 and requested two
ambuiances and law enforcement.

Interview on 02/23/15 at 9:40 am with & night shift
PCA revealed:

-8Shortly after reporting to wark on the night of
02/C06/15, she heard a staff member screaming
for help.

-The staff member was trying to get Resident #1
out of another maile resident's room and reported
Resident #1 had just hit the other resident.
-Resident #1 was already on 30-minute
supervisory checks because he had pushed
another resident down to the floor the previous
day.

-Resident #1 was on 30-minute checks
throughout the night.

-Resident #1 woke up and got out of bed around
8:00 am on the morning of 02/07/15 and was
"highly angry and agitated, banging on doors and
marching like in the army up and down the halls,
stomping",
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-While Resident #1 was banging on the doors
and marching throughout the hallways
independently, the staff were busy getting people
up and dressed for the day.

-When the PCA emerged from a resident's room,
she observed Resident #1 "yank" a female
resident out of her wheelchair by her sweater,
held her up and punched her in the face with his
fist.

-The female resident was crying and saying,
"Stop, please, stop".

-The PCA started screaming, "l need help! Put
her down! He's hit her!" Resident#1 had a
folded belt in his hand and hit the female resident
across the thigh as the PCA was running toward
the residents.

-When the PCA reached the residents, Resident
#1 shoved the female resident into the PCA and
took her wheelchair and left with it. !
-The PCA asked a coworker to retrieve the i
resident's wheelchair, take the resident to her
room, and notify the supervisor of the incident.
-The PCA then began to gather the other
residents and put them info the TV room for
safety because Resident #1 was still very agitated
and hitting on doors with his hands and with his
belt.

-The PCA observed Resident #1 enter another
male resident's room and she followed. She
observed Resident #1 had taken the leg off the
resident's wheelchair and was standing over the
resident with the wheelchair leg raised, about to
strike the resident with the wheelchair leg whiie
the resident lay in bed.

~The PCA grabbed the wheelchair leg from

behind Resident #1's back and "moved back fast
into the hallway".

-Resident #1 snatched the covers from off the
resident and left the resident's room.

-Resident #1 continued to wander up and down
Division of Health Service Regulation b
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the halls for about 30 minutes beating on doors
while the PCA was trying to get other residents to
safety.

-Another resident came out of his room and was
upset, reporting to the PCA that Resident #1
entered his room and took his ciothes while he
was trying to get dressed.

-The PCA did not try to engage Resident #1, but
was trying to remove other residents from the
area.

-The PCA stated, "No one was really staying with
him; 1 was trying to get the other residents to
safety". The PCA stated she thought if she got
the other residents off the hall and quiet, Resident
#1 would calm down.

-Ambulances arrived around 7:15 am and
fransperted both residents to the hospital for
evaluation.

Intarviews with 10 SCU staff members revealed:
-10 of 10 staff members were aware of Resident
#1's history of combative, aggressive, and/or
violent behavior toward others prior to the incident
of 02/07/15.

-7 of 10 staff members interviewed had witnessed
Resident #1 being aggressive and/or violent prior
to the incident of 02/07/15.

-7 of 10 staff members interviewed were not
aware of implementation of increased supervision
of Resident #1.

Interview on 02/19/15 at 2:23 pm with the DCC
revealed.

-Staff routinely made rounds every two hours for
all resigents.

-Supervision of Resident #1 was not increased on
the day of admission (02/03/15) after the
altercation with another male resident because
the other resident initiated the altercation when
Resident #1 wandered into his room.
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-Supervision of Resident #1 was not increased on
02/05/15 after he pushed the female resident to
the floor because the incident was not withessed
so she did not know whether or not the female
resident identified the correct person.

-The DCC initiated 30 minute checks on the
evening of 02/05/15 because she "had a feeling”.
-She did not increase supervision of Resident #1
in response to the combative behavior toward
staff on 02/06/15 at 10:00 pm, the biting of a staff
member at 10:50 pm, or the physical assault of
another male resident at 11.00 pm because she
was not on duty and unaware of the incidents.
-The Medication Aide (MA) on duty or the
supervisor on duty could have increased the
frequency of supervisory checks of Resident #1,
assigned staff to provide 1:1 supervision of the
resident, or called her or other management for
instructions.

Review of Emergency Department (ED) notes
from the local hospital for the female resident
who was assaulted revealed:

-She was evaluated on 02/07/15 at 8:26 am,

-Her injuries included a superficial abrasion to the
right ear canal with minimal bleading and bilateral
Jjaw fractures.

-She was discharged to a hospice facility on
02/07/15.

Review of hospice Clinical Notes revealed:

-The resident was admitted on 02/07/15 at 2;50
pm following an assault,

-The resident was unable {o get aggressive
treatment due to her age.

-The resident centinued to complain of "severe
pain" and had bruising and deformity on the chin,
jaw, and neck areas.

-Nursing staff administered Dilaudid, Morphine,
Ativan in response {o multiple complaints of
Division of Health Service Regulation
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severe pain. (Dilaudid and mormphine are narcofic

pain relievers; Ativan is used to freat anxiety.)
-The resident subsequently expired on 02/09/15
at 7:20 am.

Interview on 02/18/15 at 12:15 pm with a hospice
nurse revealed:

-Hospice services were initiated on 07/15/14 for
failure to thrive.

-Al the time of initiation of hospice services, the
resident was very thin, frail, and consistently short
of breath with an admission weight of 74;
however, the resident showed significant
improvement and was no longer "end of life" at
the time of the incident on 02/07/15.

Interview on 02/23/15 at 6:45 am with a PCA
revealed prior to the incident of 02/07/15, the
female resident was able to walk short distances,
converse with staff, dress herself with minima!
assistance, feed herself, propel herself in her
wheelchair throughout the hallways, toilet herself,
and shower herseif with supervision only.

On 02/23/15, the Administrator submitted a Plan
of Protection as foliows:

-All residents would be assessed immediately to
determine the appropriate level of supervision
required to maintain their safety and the safety of
other residents.

| ~Supervision would immediately be provided

based on the above assessment.
CORRECTION DATE FOR THE TYPE A1

VIOLATION SHALL NOT EXCEED MARCH 26,
2015,

10A NCAC 13F .0802{b) Health Care

D270

0273

As per the Plan of Protection, all
residents at Salem Terrace were
evaluated by the DON, the Special
Care Coordinaotr and the Resident
Care Coordinator for potential
behaviors. Two residents in the
SCU were identified as needing
additional intervention. These
residents have received additional
evaluation and support from their
healthcare providers.

A &L
Qoraply
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() The facility shall assure referral and foliow-up l%
to meet the routine and acute health care needs SIC’s and Med Aides have been w& ‘“i B ]

of residents.

This Rule is nct met as evidenced by:

TYPE A1 VIOLATION

Based on record reviews and interviews, the
facility failed to notify the physician and refer to
mental health services for 1 of 1 sampled
residents (Resident #1} with violent behavior
resulting in the physical assault and subsequent
death of another resident.

The findings are:

Review of Resident #1's hospital-generated FL-2
dated 02/03/15 revealed:

-Diagnoses included Lewy body dementia and
recurrent falls.

-The resident was not designated as physically or
verbally abusive or dangerous to self or others,

Review of hospital discharge informaticn dated
02/01/15 revealed:

-Lewy body dementia with agitation and "violent
outbursts”.

-Recent physical assault by resident of three

_| family members prior to hospitalization.
~Attempted to swing at hospital Certified Nursing

Assistant (CNA).

Review of the facility's New Admission Notice
revealed Resident #1 was admitted on 02/03/15
at 3:00 pm.

Review of facility care notes, behavior reports,
and incident reports revealed:

re-educated on reporting,
documentation and intervention .
processes for residents who begin -
to display aggressive and/or
violent behaviors. (Please see
Attachment G for complete
training packet) (Please see
Attachment E & F for all
signatures of attendecs to
training) This list reflects all
SIC’s and Med Aides currently
employed at Salem Terrace. This
information will be placed in the
SIC Manuel and kept available
for all new staff training and for
current staff reference.

SIC’s and Med Aides will report
agitated and/or violent behaviors
to the Special Care Coordinator
and the Restdent Care
Coordinator so that referrals can
be made to the appropriate
physician and/or mental health
professional for follow up.

(53 é”“*‘““%
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-On 02/03/15 at 6:30 pm, Resident #1 wandered
into another resident's room and an unwitnessed
physical altercation oceurred.,

-On 02/04/15 evening shift, Resident #1 was
"running in the haliways" for 30 minutes.

-On 02/05/15 at 6:30 am, Resident #1 wandered

into a female resident's room and pushed her
down.

-On 02/08/15 day shift, Resident #1 was "not as
combative" as he had been the "past couple of
days",

-On 02/06/15 evening shift, Resident #1 was
running in the hallways chasing staff,

-On 02/06/15 at 10:00 pm, Resident #1 was
swinging at staff.

-On 02/06/15 at 10:50 prn, Resident #1 bit a staff
person.

-On 02/06/15 at 11:00 pm, Resident #1 wandered
into another male resident's room and punched
him in the left eye.

~0n 02/07/15 at 6:30 am, Resident #1 lifted a

93-year-old female resident out of her wheelchair,
punched her in the face, and hit her across the
legs with a belt. Both residents were discharged
to the hospital,

Review of documentation from the local hospice
facility revealed the female resident expired on
02/G9/15 at 7:20 am,

Review of facility care notes revealed there was

no documentation the physician was notified of
Resident #1's aggressive or violent behaviors
exhibited foward staff and cther residents,

Review of facifity incident reports revealed:

-The report for the incident oceurring on 02/03/15
at 6:30 pm was faxed to a physician,

-There were no other incident reports completed
for Resident #1's behavior.

If the staff observes a resident
change in status which results in an
increase in agitation and/or
aggression, it will be reported
immediately to the Supervisor in
Charge and/or Resident Care
Management who will implement a
schedule of increased supervision
following the Policy & Guidelines
for Resident Increased Agittion.
{See attachment I).

In the event of an aggressive and/or

violent behavior, the resident ) @W&f)
involved will be transferred by - N
ambulance or police escort to the ¥ T+ %ﬁ’“& I

appropriate healthcare center. The
incident will be documented and
behavior reported to the attending
physician, the Special Care
Coordinator, the Resident Care
Coordinator and/or the
Administrator, (See Attachment I)
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Telephone interviews on 02/19/15 at 2:15 pm and

3:52 pm with the nurse from the physician’s office
revealed:

-Resident #1 was not their resident.

-The physiclan's office did not have an active or
inactive file on Resident #1,

-Resident #1's name was unfamiliar.

-All faxes received at the physician's office were
filed under the appropriate resident's name and
the facility did not have any record of having seen
Resident #1 at any time.

-The nurse called back to clarify that the facility
sent an intake packet for Resident #1 on
G2/03/15 but the packet was incomplete; it did not
contain the FL-2, insurance card or Medication
Administration Record (MAR).

-The physician's office contacted the facility on
02/03/15, 02/08/15, and 02/09/15 to request the
reguired information in order to accept the
resident and provide services, but the information
was never sent to them.

-When the office contacted the facility on
02/09/15, they were told the resident was no
longer at the facility.

Interview on 02/19/15 at 2:23 pm with the
Dementia Care Coordinator (DCC) revealed:
-The house doctor was going to be Resident #1's
doctor because most new admissions see him.
-The Nurse Practitioner (NP) routinely visited the
facility on Wednesdays and Fridays.

-The NP was in the facility on 02/03/15 and
02/06/15 but did not see Resident #1 because the
physician's office staff had not yet entered the
resident's information into the computer system
for him to receive services.

-if a resident was in need of medical intervention
before a physician was established, the resident
should be sent to the local hospital Emergency

SALEM TERRACE
WINSTON SALEM, NC 27127
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Intake processes have been
examined and changes made to
process of referring newly admitted
residents fo Physician’s Home
Visits. In the event of any incidents
prior to the first visit by the
physician, residents exhibiting any
aggressive and/or violent tendencies
will be assessed at a local healthcare
center,

e i
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Room {ER).

-The BCC stated, "My rule of thumb is all
residents with violent episodes be sent out (to
ER)"

~The staff on duty during Resident #1's
aggressive behavior and violent outbursts should
have utilized the services of the ER or crisis
center if initial interventions to calm the resident
were ineffective.

-Even if attempts to calm the resident were
effective, the staff on duty should have nofified
the crisis center and the physician to inform them
of the issue and to give the doctor a chance to
write orders or change the plan of care.

-It was the DCC's expectation that staff notify her
of any incidents occurring during their shift, but
she was not notified of any of the incidents which
occurred on 02/06/15 or 02/07/15.

-The DCC stated if she had been notified of the
incidents which occurred on the evening of
02/06/15, she would have instructed staff to send
Resident #1 out to the ER for evaluation.

Interview on 02/19/15 at 3:45 pm with an evening
shift Medication Aide (MA) revealed:

-When an incident occurred, it was the
responsibility of the MA on duty to complete the
incident report, fax it to the physician's office, and
notify the DCC.

-She was working on 02/03/15 when the
unwitnessed altercation occurred between
Resident #1 and another maie resident.

-The MA stated the physician was notified of the
incident because she faxed the incident repert to
his office.

Interview on 02/23/15 at 11:09 am with an
evening shift Personai Care Aide (PCA) revealed:
-At about 10:00 pm, she attempted to give
incontinent care to Resident #1 when he "got
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violent" and grabbed her arms and would not let
go of her,

-When he finally let her go, she "panicked and lefi
rapidly” and the resident began chasing her.

-The resident was "charging” after all visible staff
and swinging at them. P
-After a few minutes, the resident appeared calm, i
s0 she approached him and metioned with her . !
hand for him to follow her so she could continue
his incontinent care.

-The resident appeared calm and was talking with
the PCA about his family and previcus career.
-The PCA asked the resident if he needed a hug
and he grabbed her wrist and bit her on the arm
at the elbow, breaking the skin and bruising her
arm.

-The incident was witnessed by the MA on duty.

Telephone interview on 02/24/15 at 8:30 am with
a second evening shift MA revealed:

-She was the MA on duty the evening of 02/06/15.
-At about 10:40 pm, Resident #1 was swinging at
staff in the hallway. The resident approached her
like he was going to punch her, but she backed :
away. The resident kept going toward her and L
began chasing her and the other staff.

-The MA "started running away looking for
somewhere safe to go".

-Resident #1 calmed down after about 11:00 pm
"like turning off a light switch™.

-While the MA was preparing to take out the trash
and laundry, she heard another staff person
yelling, "Come back! He's swinging on {named
resident)!”

-The MA re-entered the unit and was informed
Resident #1 had hit another resident in the eye.
-The MA reported the incident to the oncoming
shift for follow up and {old them "if he gets any
more agitated, he needs to be sent out to be
evaluated",

Divisicn of Health Service Regulation
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-The MA did not fill out an incident report or
contact a physician or send the resident out for
evaluation because the incident occurred at the
beginning of the oncoming shift,

-All MAs were supposed to notify the DCC at the
end of their shift of any incidents occurring during
the shift,

-The MA stated she texted the DCC because it
was "more convenient" for her and sha preferred
to text. She informed the DCC about Resident
#1's agitation, swinging on staff, hitting of the
other resident, and chasing staff.

-The MA did not call the DCC for instructions or to o

ensure the text message was received. . - » @mlﬁ
call have been
-The MA did not receive a call back from the Managers who are on ;5\ !

DCC. instructed to call the facility with fg‘%‘%g\.‘%ﬁ%ﬁ'ﬂ

~The MA did not notify any other member of alternate phone numbers if their
management.

phones are inoperative.

Interview on 02/19/15 at 2:23 pm with the DCC )
revealed: Managers on call have been SR D PRTUTNY. |

-8he did not receive a text message on the night . .
of 02/06/15 because her phone was not working 1nstructed to remind staff members

properly. that text messages are not

-When her phone service was restored, there appropriate forms of communication
was no text message from the MA regarding the . o .

incidents of 02/06/15. for official facility business or care

-If a text message had been sent while her phone issues.
service was down, it would have been received
when her service was restored.

Interview on 02/23/15 at 8:03 am with a night shift
Supervisor revealed:

-She was the Supervisor on duty the night of
02/06/15 through the moming of 02/07/15.

-When she arrived for her shift at around 10:45
pm, she observed Resident #1 being aggressive
toward staff, chasing them down the hallway
running “full-force" behind them:.

-The evening shift MA instructed the staff to stop
Division of Health Service Regulation
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running from the resident.

-The evening shift MA reported to her that
Resident #1 had "been like that since 10:00 pm".
-The MA asked what had been done about the
resident's behavior and the evening shift MA told
her she started a behavior report.

-The evening shift MA also reported Resident #1
had "just" hit another male resident in the face.
-The Superviscr completed an incident report for
the resident who was hit by Resident #1 and
faxed if to his physician, but did not complete an
incident report for Resident #1 or contact a
physician about him.

-By 11:3C pm to 11:45 pm, Resident #1 had
"calmed himself down and the supervisor "kept
watch” on him to fook for any return of his
previous behaviors.

-On the morning of 02/07/15, & PCA came to the
assisted living side of the facility and reported to
the supervisor that Resident #1 had punched a
fernale resident in her face and slapped her with
a beit across her legs.

-When the Supervisor went to the SCU about
6:45 am to see what happened, she observed
Resident #1 walking calrely alone in the hallway,
s0 she went back to the assisted living side of the
facility to cail the Resident Care Director (RCD) to
see what to do.

-The Supervisor was instructed to send both
residents to the hospital for evaluation.

-The Supervisor stated she should have sent
Resident #1 out for evaluation earlier in the shift.

Interview on 02/23/15 at 9:40 am with a night shift
PCA revealed:

-Shortly after reporting to work on the night of
02/06/15, she heard a staff member screaming
for help.

-The staff member was trying to get Resident #1
out of another male resident's room and reported
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Resident #1 had just hit the ofher resident.

-Resident #1 woke up and got out of bed around

6:00 am on the morning of 02/07/15 and was

"highly angry and agitated, banging on doors and

marching like in the army up and down the halls,

stomping”.

-\While Resident #1 was banging on the doors
and marching throughout the hallways
independently, the staff were busy getting people
up and dressed for the day.

-When the PCA emerged from a resident's room,
she observed Resident #1 "yank" a female
resident cut of her wheelchair by her sweater,
held her up and punched her in the face with his
fist.

-The female resident was crying and saying,
"Stop, please, stop™.

-The PCA started screaming, " need help! Put
her down! He's hi¢ herl” Resident#1 had a
felded belt in his hand and hit the female resident
across the thigh as the PCA was running toward
the residents.

-When the PCA reached the residents, Resident
#1 shoved the female resident into the PCA and
took her wheelchair and left with it.

-The PCA asked a coworker to retrieve the
resident's wheelshair, take the resident to her
room, and notify the supervisor of the incident.
-The PCA then began to gather the other
residents and put them into the TV room for
safety because Resident #1 was stiil very agitated
and hitting on doors with his hands and with his
belt.

-The PCA observed Resident #1 enter another
male resident's room and she followed, She
cbserved Resident #1 had taken the leg off the
resident's wheelchair and was standing over the
resident with the wheelchair leg raised, about to
strike the resident with the wheelchair leg while
the resident lay in bed.
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-The PCA grabbed the wheelchair leg from
behind Resident #1's back and "moved back fast
into the hajlway".

-Resident #1 snhatched the covers from off the
resident and left the resident's room.

-Resident #1 continued to wander up and down
the halls for about 30 minutes beating on doors
while the PCA was trying to get other residents to
safety.

-Another resident came out of his room and was
upset, reporting to the PCA that Resident #1
entered his room and tock his clothes while he
was trying to get dressed.

-The PCA did not try to engage Resident #1, but
was trying to remove other residents from the
area.

-The PCA siated, "No one was really staying with
him; 1 was trying to get the other residents fo
safety". The PCA staied she thought if she got the
cther residents off the hall and quiet, Resident #1
would calm down.

-Ambulances arrived around 7:15 arn and
transported both residents fo the hospital for
evaluation.

Review of Emergency Medical Services (EMS)
call logs revealed the facility called for two
ambulances and the police at 7:11 am on
02/07M15.

Review of Emergency Department (ED) notes
irom the local hospital for the female resident
who was assaulted revealed:;

-She was evaluated on 02/07/15 at 8:26 am,

-Her injuries included a superficial abrasion to the
right ear canal with minimal bleeding and bilatera!
jaw fractures.

-3he was discharged to a hospice facility on
02/07/15.
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Review of hospice Clinical Notes revealed:

-The resident was admitted on 02/07/15 at 2:50
pm following an assault.

-The resident was unable to get aggressive
treatment due to her age.

-The resident continued to complain of "severe
pain” and had bruising and deformity on the chin,
jaw, and neck areas.

~Nursing staff administered Dilaudid, Morphine,
Ativan in response to multiple complaints of
savere pain. {Dilaudid and morphine are narcotic
pain relievers; Ativan is used to treat anxiety.}
-The resident subsequently expired on 02/09/15
at7;20 am.

Interview on 02/19/15 at 12:15 pm with a hospice
nurse revealed:

-Hospice services were initiated on 07/15/14 for
failure to thrive.

-At the time of initiation of hospice services, the
resident was very thin, frail, and consistently short
of breath with an admission weight of 74;
however, the resident showed significant
improvement and was no longer “end of fife" at
the time of the incident on 02/07/15.

Interview on 02/23/15 at 6:45 am with a PCA — _
revealed prior to the incident of 02/07/15, the
female resident was able to walk short distances, As per the Plan of protection all
converse with staff, dress herself with n'ummal Supervisor’s and Med Aides w cre
| assistance, feed herself, propet herse!fin her . ) . .
whealchair throughout the hallways, toilet herself, inserviced prior regarding proper

and shower herself with supervision only. procedures for reporting and et -\

followi inci i i
On 02/23/15, the Administrator submitted a Plan owing up on incidents including | o5
of Protection as follows: notification of the appropriate

-All supervisors and medication aides would be manager and physician for further Wé 3

insarviced prior to their next scheduled shift : :
tr .
regarding praper procedure for reporting and mstructions. {Sce attachments E, F

following up incidents, including notification of the & G)
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10A NCAC 13F .0909 Resident Rights

An adult care home shall assure that the rights of
all residents guaranteed under G.8. 131D-21,
Declaration of Residents' Rights, are maintained
‘and may be exercised without hindrance.

This Rule is not met as evidenced by;
TYPE A1 VIOLATION

Based on interviews and record reviews, the
facility failed to ensure residents were free of
neglect related to failure to provide safety and
protection for residents by admitting a resident to
the Special Care Unit with a history of violent
outbursts who had physical altercations with
residents resulting in injury to residents and the
death of one resident.

The findings are:

Review of Resident #1's hospital-generated FL-2
dated 02/03/15 revealed:

-Diagnoses included Lewy body dementia and
recurrent falls,

-The resident was not designated as physically or
verbally abusive or dangerous to self or others.
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appropriate manager and physician for further
instructions.
-The Director of Nursing (DON) will ensure &l!
residents receive appropriate referral and follow
up geoing forward.
CORRECTION DATE FOR THE TYPE At
VICLATION SHALL NOT EXCEED MARCH 26,
2015. .
D 338 10A NCAC 13F .0909 Resident Rights D338

To ensure the safety and freedom
from harm for all residents, all
potential residents for the SCU will
be evaluated and assessed in person
following the Salem Terrace’s
Special Care Unit Admission Policy
& Procedure. ( Attachment A) The
Pre-admission screening will be
completed through the onsite
physical assessment, record review
and interviews with family and staff
when available. A Pre-Admission
Assessment Form will be
completed. (See Attachment B)

All available assessment
documentation and interviews will
be considered when deciding on
making a bed offer,

good s
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Review of hospital discharge information dated
02/01/15 revealed:;

-Lewy body dementia with agitation and “violent
cutbursts”.

-Recent physical assault by resident of three
family members prior to hospitalization.
-Attempted to swing at the hospital Certified
Nursing Assistant {CNA).

Interview on 02/16/15 at 11:30 am with the
Director of Nursing (DON) revealed;

-It was her responsibility to assess potential
residents to determine whether ar not the resident
would be appropriate for admission, but it was the
Administrator's decision whether or not to accept
the resident for admission.

-Sometirmes the DON's recommendaticns for
admission were followed and sometimes they
were not.

-She reviewed Resident #1's hospital FL-2 and
History and Physical, which included information
regarding aggressive behavior and violence
toward family members.

-The DON sent an email to the Administrator
stating the facility could meet the resident's health
care needs, but she had concerns regarding the
resident's diagnosis and tendency towarg
violence,

-The DON stated she did not fee! the resident

.| should have been admitted to the facility and

thought the email conveyed that information
clearly.

-The DON did not complete a documented
preadmission screening because she did not
think the facility was going to accept the resident
for admissicn based on her review of the
resident’s information and recommendation.

-On 02/03/15, the day of admission, the DON was
informed by the Administrator that the resident

Upon admission, appropriate
monitoring will be set up for 72
hours for the new resident based on
the needs and available history of
the resident. The Special Care Unit
Admission Staff Rounds Policy &
Procedure (Attachment C) will be
used as a recommended guideline.
More frequent monitoring for longer
periods of time can be put in place if
indicated. Staff is required to
communicate needs to the Special
Care Coordinator, the Resident Care
Coordinator and/or the
Administrator.

In the event of an aggressive and/or
violent behavior, the resident
involved will be transferred by
ambulance or police escort to the
appropriate healthcare center. The
incident will be documented and
reported to the attending physician,
the Special Care Coordinator, the
Resident Care Coordinator and/or
the Administrator. (See Attachment

D
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was being admitted, at which time the DON
verbally expressed her concern regarding the
facility's ability to manage the resident's
behaviors.

-The Administrator told the DON if anything
happened, they could discharge the resident back
to the family.

Interview on 02/19/15 at 2:23 pm with the
Dementia Care Coordinator (DCC) revealed:

-t was the DON and Administrator's responsibility
to determine the appropriateness of admissions
fo the SCU.

-The DCC saw an email prior to the resident's
admission indicating the DON's recommendation
was not to accept the resident into the facility
because of his diagnosis and prior history of
aggressive behavior and violence.

-On 02/63/15, while off duty, the DCC received a
text message informing her Resident #1 was
being admitted.

Interview on 02/23/15 at 11:40 am with the
Administrator revealed:

-The Director of Nursing (DON) was responsible
for completing preadmission screening for all new
residents to the Special Care Unit (SCU).

-The DON reviewed Resident #1's hospital
information and verbally approved him for
admission, though she had some concerns
regarding his diagnosis and potential for
aggressive behavior.

-The Administrator stated the email sent by the
DON was sent after the bed offer had already
been made; however, the email did not say the
DON's recommendation was not to accept the
resident but that she had concerns about the
resident’s behaviors.

-The Administrator stated to the best of her
knowledge, she thought the DON was willing to

If a resident is transferred to the
hospital as a result of an aggressive
or violent behavior and the hospital
is able to offer effective solutions
and return the resident to us, the
Resident Care Management will
establish a schedule of monitoring
based on the Policy & Guidelines -
for Returning Residents Back to
Salem Terrace after Agitated
Incidents. (Attachment H)

All Med Aides and/or Supervisors
have been re- trained on the Policy
entitled Resident on Resident Abuse
Policy. (AttachmentI)) See
signature sheets for attendees of the
training. The list represents all
SIC’s and all Med Aides currently
employed at Salem Terrace.
(Attachment E & F) Resident on
Resident Abuse Policy will be
entered into the SIC manual and will
be used for all engoing training for
new Med Aides and Supervisors.
See Attachment G for all handouts
given to staff at mandatory training.
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"try him" (admit the residnet} and she would not
override the DON's recommendations.

Review of the facility's New Admissicn Notice
revealed Resident #1 was admitted on 02/03/15
at 3:00 pm.

Review of facility care notes, behavicr reports,
and incident reports revealed:

-0On 02/03/15 at 6:30 pm, Resident #1 wandered
into another resident's room and an unwitnessed ‘
physical altercation ocourred. |
-On 02/04/15 evening shift, Resident #1 was
"running in the hallways" for 30 minutes.

-0On 02/05/15 at 6:30 am, Resident #1 wandered
into a female resident's room and pushed her
down,

-0On 02/06/15 day shift, Resident #1 was "not as
combative" as he had been the "past couple of
days".

-On 02/06/15 evening shift, Resident #1 was
running in the haliways chasing staff.

-On 02/06/15 at 10:00 pm, Resident #1 was
swinging at staff.

-On 02/06/15 at 10:50 pm, Resident #1 bit a staff
person,

-On 02/06/15 at 11:00 pm, Resident #1 wandered
into another male resident's room and punched
him in the left eye.

-0n 02/07/15 at 6:30 am, Resident #1 lifted a
93-year-old female resident cut of her wheelchair,
punched her in the face, and hit her across the
legs with a belt. Both residents were discharged
to the hospital.

Review of documentation from the local hospice
home revealed the female resident expired on
02/08/15 at 7:20 am,

Interview cn 02/19/15 at 3:45 pm with an evening
Division of Health Service Regulation
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shift Medication Aide (MA) revealed:
-Resident #1 "got into it" with another male
resident on his first day in the facility, on
02/03/15.

-Both residents were hitting each other and both
had bruising.

-Resident #1 also had a "couple" of episodes of
swinging at staff during that shift on day of
admission,

Interview on 02/23/15 at 6:45 am with a second
night shift Personal Care Aide (PCA) revealed:
-When she arrived for duty on 02/03/15 at 11:00
pm, the second shift staff reported Resident #1,
admitied earlier that day, was combative and to
"be careful around him".

Interview on 02/23/15 at §:27 am with a night shift
PCA revealed;

-When staff tried o guide Resident #1, he would
get "kinda violent".

-The resident balled his fists and tried to swing at
the PCA on one occasion.

-The PCA walked about 10 feet away from the i
resident when he was violent to "let him calm i
down".

-On one occasion, the PCA heard a female
resident calling for help. When he entered her
room, Resident #1 was present and she reported
that Resident #1 had pushed her down to the
floor.

Interview on 02/23/15 at 11:09 am with an
evening shift Personal Care Aide (PCA) revealed:
-On 02/08/15 at abaut 10:00 pm, she attempted
to give incontinent care to Resident #1 when he
"got violent" and grabbed her arms and would not
let go of her,

-When he finally let her go, she "panicked and left
rapidly" and the resident began chasing her.
Divislon of Health Servica Regulation
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-The resident was "charging" after all visible staff
and swinging at them.

-After a few minutes, the resident appeared calm,
s0 she approached him and motioned with her
hand for him to follow her so she could continue
his incontinent care.

-The resident appeared calm and was talking with
the PCA about his family and previous career.
-The PCA asked the resident if he needed a hug
and he grabbed her wrist and bit her on the arm
at the elbow, breaking the skin and bruising her
arm.

-The incident was witnessed by the MA on duty.

Telephone interview on 02/24/15 at 8:30 am with
a second evening shift MA revealed: |
~She was the MA on duty the evening of 02/06/15.
-At about 10:40 pm, Resident #1 was swinging at
staff in the hallway. The resident approached her .
like he was going to punch her, but she backed
away. The resident kept going toward her and
began chasing her and the other staff.

-The MA "started running away locking for
somewhere safe to go”.

-Resident #1 calmed down after about 11:00 pm
"like turning off a light switch".

-“While the MA was preparing to take out the trash
and laundry, she heard another staff person
yeiling, "Come back! He's swinging on (named
resident)!”

~The MA re-entered the unit and was informed
Resident #1 had hit another resident in the eye.

Interview on 02/23/15 at 8:03 am with the night
shift Supervisor revealed:

-8he was the Supervisor on duty the night of
02/06/15.

-She werked on the assisted living side of the
facility but was responsible for supervisory duties
fhroughout the facility.
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-When she reported to work that night, the
evening shift staff reported to her that Resident
#1 had become aggressive toward staff and was
chasing them down the hallways.

-The Supervisor withessed Resident #1 chasing
staff, "running full force" behind them at 10:45 pm
on 02/05/15,

-The evening shift staff reported Resident #1 had
“been like that since 10:00 pm" and he bit a siaff
member and had just punched another resident
in the face.

-The resident calmed down around 11:30 pm or
11:45 pm and the Supervisor "kept watch" on him
to look for any return of his previous behaviors.
-On the morning of 02/07/15, a PCA went to the
assisted living side of the facility and reported fo
the Supervisor that Resident #1 had punched a
female resident in her face and slapped her with
a belt across her legs.

-Both residents were sent to the hospital for
evaluation.

Interview on 02/23/15 at 9:40 am with a night shift
PCA revealed:

-Shortly after reporting to work on the night of
02/06/15, she heard a staff member screaming
for help.

-The staff member was trying to get Resident #1
out of another male resident's room and reported
Resident#1 had just hit the other resident.
-Resident #1 woke up and got out of bed around
6:00 am on the morning of 02/07/15 and was
"highly angry and agitated, banging on doors and
marching like in the army up and down the halis,
stomping".

-Resident #1 was banging on the doors and
marching throughout the hallways.

“When the PCA emerged from a resident's room,
she observed Resident #1 "yank" a female
resident out of her wheeichair by her sweater,
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held her up and punched her in the face with his
fist,
-The female resident was crying and saying,

"Stap, please, stop".

-The PCA started screaming, "l need help! Put
her down! He's hit herl" Resident#1 had a
folded belt in his hand and hit the female resident
across the thigh as the PCA was running toward
the residents.

-“When the PCA reached the residents, Resident
#1 shoved the female resident into the PCA and
took her wheelchair and left with it.

-The PCA asked a coworker to retrieve the
resident's wheelchair, take the resident to her
room, and nofify the supervisor of the incident.
-The PCA then began to gather the other
residents and put them into the TV room for
safety because Resident #1 was stilf very agitated
and hitting on doors with his hands and with his
belt,

-The PCA chserved Resident #1 enter ancther
male resideni's room and she fellowed, She
observed Resident #1 had taken the leg off the
resident's wheelchair and was standing over the
resident with the wheelchair leg ralsed, about to
strike the resident with the wheelchair leg while
the resident lay in bed.

-The PCA grabbed the wheelchair leg from

behind Resident #1's back and "moved back fast
into the hallway".

-Resident #1 snatched the covers from off the
resident and left the resident's room.

-Resident #1 continued to wander up and down
the halls for about 30 minutes beating on doors
while the PCA was trying to get other residenis fo
safety.

-Another resident came out of his room and was
upset, reporting to the PCA that Resident #1 :
entered his room and took his clothes while he :
was trying to get dressed.
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~The PCA did not try to engage Resident #1, but
was trying to remove cther residents from the
area.

-The PCA stated, "Nc one was really staying with
him; | was trying to get the other residents to
safety”. The PCA stated she thought if she got
the other residents off the hall and quiet, Resident
#1 would calm down.

-Ambulances arrived around 7:15 am and
transported both residents to the hospital for
evaluaticn,

Review of Emergency Department {ED) notes
from the local hospital for the female resident
who was assaulied revealed:

-She was evaluated on 02/07/15 at 8:26 am.
-Her injuries included a superficial abrasion to the
right ear canal with minimal bleeding and bilateral
jaw fractures,

-Bhe was discharged to a hospice facility on
02/07/15.

Review of hospice Clinical Notes revealed:

~The resident was admitted on 02/07/15 at 2:50
pm following an assault.

-The resident was unable to get aggressive
treatment due to her age.

-The resident continued fo complain cf "severe
pain" and had bruising and deformity on the chin,
jaw, and neck areas,

-Nursing staff administered Dilaudid, Morphineg,
Ativan in response to multiple complaints of
severe pain. (Dilaudid and morphine are narcotic
pain relievers; Ativan is used to treat anxiety.}
-The resident subsequently expired on 02/09/15
at 7:20 am.

Interview on 02/19/15 at 12:15 pm with a haspice
nurse revealed:
-Hospice services were initiated on Q7/15/14 for
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failure to thrive.

-At the time of Initiation of hospice services, the |
resident was very thin, frail, and consistently short s
of breath with an admission weight of 74;
however, the resident showed significant
improvement and was no longer "end of life" at
the time of the incident on 02/07/15.

Interview on 02/23/15 at 6:45 am with a PCA
revealed prior to the incident of 02/07/15, the
female resident was able to walk short distances,
converse with staff, dress herself with minimal
assistance, feed herself, propel herself in her
wheelchair throughout the haliways, toilet herself,
and shower herself with supervision only.

On 02/23/15, the Administrator submitted a Plan
of Protection as follows:

-All residents involved in the incident have been
discharged.

-All residents who seek placement in the SCU will
be screened prior to making a bed offer to ensure
admission is appropriate.

-A documented Preadmissicn Screening tool will
be utilized to determine and confirm appropriate
placement,

-Administrator will ensure the preadmission
screening is compleied prior fo any bed offers
being rmade for admission to the SCU.

CORRECTION DATE FOR THE TYPE At
VIOLATION SHALL NOT EXCEED MARCH 26,
2015,

DS14) G.S. 131D-21(4) Declaration of Residents’ Rights D914

G.8. 131D-21 Declaration of Residents’ Rights
Every resident shall have the following rights:
4, To be free of mental and physical abuse,
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neglect, and exploitation. . T AR
This Rule is not met as evidenced by: To ensure the safety and freedom ‘ .
Based on Interviews and record reviews, the from harm for all residents, all £ W%"‘Wgﬁ

facility failed to ensure residents were free of
neglect related to the failure to provide safety and
protection for residents by admitting a resident to
the Special Care Unit with a history of violent
outbursts, failure to provide supervision, and
faflure to notify a physician or obtain mental
health services for a resident with violent and
aggressive behaviors.

The findings are:

A, Based on interviews and record reviews, the
facility failed to ensure residents were free of
neglect related to failure to provide safaty and
protection for residents by admitting a resident to
the Special Care Unit with a history of violent
outbursts who had physical altercations with
residents resulting in injury to residents and the
death of one resident. [Refer to Tag 338, 10A
NCAC 13F 0909 {Type A1 Violation).]

B. Based on interviews and record reviews, the
facility failed to provide supervision of 1 of 1
sampled residents (Resident #1) in accordance
with the resident's assessed needs and current
symptoms, which resulted in the physical assault
and subsequent death of another resident. [Refer
to Tag 270, 10A NCAC 13F .0801(b} (Type A1
Violation).}

C. Based on record reviews and interviews, the
facility failed to notify the physician and refer to
mentai health services for 1 of 1 samplad
residents (Resident #1) with violent behavior
resulting in the physical assault and subsequent
death of another resident. [Refer to Tag 273, 10A

be evaluated and assesseéd in person
following the Salem Terrace’s
Special Care Unit Admission Policy
& Procedure. ( Aftachment A) The -
Pre-admission screening will be
completed through the onsite
physical assessment, record review
and interviews with family and staff
when available. A Pre-Admission
Assessment Form will be .
completed. (See Atftachment B)
All availabie assessment
documentation and interviews will
be considered when deciding on
making a bed offer.
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D914 Continued From page 32 Dg14
NCAC 13F .0902(b) (Type A1 \iolation).]

Upon admission, appropriate e w"aﬁ-ﬁ w\g
romtormg will be se‘t up for 72 ﬁ“"’;‘« é b
ours for the new resident based on afa

the needs and available history of
the resident. The Special Care Unit
Admission Staff Rounds Policy &
Procedure (Attachment C) will be
used as a recommended guideline,
More frequent monitoring for longer
periods of time can be put in place if
indicated, Staff is required to : .
communicate needs to the Special
Care Coordinator, the Resident Care
Coordinator and/or the
Administrator.

In the event of an aggressive and/or BoelDeld ‘
violent behavior, the resident ) el
involved will be transferred by eage
ambulance or police escort to the
appropriate healthcare center, The
incident will be documented and
reported to the attending physician,
the Special Care Coordinator, the
Resident Care Coordinator and/or
the Administrator. (See Attachment

D
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NCAC 13F .0902(b) (Type A1 Viclation).] If a resident is transferred to the - 2=y “\ﬁ
hospital as a resuit of an aggressive &N %gﬁ@m i
or violent behavior and the hospital : 2

is able to offer effective solutions
and return the resident to us, the
Resident Care Management will
establish a schedule of monitoring
based on the Policy & Guidelines
for Returning Residents Back to
Salem Terrace after Agitated
Incidents, (Attachment H)

SIC’s and Med Aides have been ii;.i B el§
re-educated on reporting, '
documentation and intervention
processes for residents who begin o %{Mﬁw
to display aggressive and/or
violent behaviors as well as on
the Resident on Resident Abuse
Policy (See Attachment I) (See
Attachment G for complete
training packet) (See Attachment
E & F for all signatures of
attendees to training) This list
reflects all SIC’s and Med Aides
currently employed at Salem
Terrace. This information will

be placed in the SIC Manuel and
kept available for all new staff

2-28\5
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BHM Salem Terrace
2609 Old Salisbury Road
Winston Salem, NC 27127
336-785-1935

March 31, 2015

Ms. Bonnie Moore, Licensure Consultant
Adult Care Licensure Section

Division of Health Service Regulation

12 Baretta Drive

Ashville, NC 28806

Dear Bonnie,
| respectfully submit this Plan of Correction for Salem Terrace for the survey completed on February 24,

2015.
Please call me if there is anything that [ need to amend in this packet.

%
onne Peterson

(Vonnie)
Admiinistrator



Shook, Linda

_ ]
From: Moore, Bonnie
Sent: Wednesday, April 22, 2015 12:46 PM
To: 'Shelia Moore'
Cc: Shook, Linda
Subject: Plan of Correction
Attachments: SALEM TERRACE 2015-03-31 POC-6ITF11 REVIEW.pdf

Please find attached to this email the approved Plan of Correction for Salem Terrace, HAL-034-098, Forsyth County.
Thank you,

Bonnie Moore, RN

N.C. Department of Health and Human Services

Facility Survey Consultant - Division of Health Service Regulation
Adult Care Licensure Section

12 Barbetta Drive

Asheville, NC 28806

Phone: 336-341-8130

Fax: 828-260-5040

Bonnie.moore@dhhs.nc.gov

www.ncdhhs.gov/dhsr

Emait correspondence to and from this address is subject to the North Carolina Public Records Law and may be disclosed to third parties by an authorized State
official. Unauthorized disclosure of juvenile, health, legally privileged, or otherwise confidential information, including confidential information relating to an ongaing
State procurement effort, is prohibited by law. If you have received this e-mazil in error, please notify the sender immediately and delete all records of this e-mail.

E-mail correspondence o and from this address may be subject to the North Carolina Public Recards Law and may be disclosed to third parties by an authorized
state official.



