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F 223 | 483.13(b), 483.13(c)(1)(i) FREE FROM
$5=G | ABUSE/INVOLUNTARY SECLUSION

The resident has the right to be free from verbal,
sexual, physical, and mental abuse, corporal
punishment, and involuntary seclusion.

The facility must not use verbal, mental, sexual,
or physical abuse, corporal punishment, or
involuntary seclusion.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews
facility staff failed to protect 1 of 3 residents from
physical abuse (Resident #1) and 2 of 3 residents

IAddress how corrective action will be accomplished for
those residents found to have been affected by the
F 223 Weficient practice:

Per review of investigations regarding both Resident

1 and Resident #2 completed during Complaint

urvey June 30-July 1, 2014, it was explained by both

urveyors (Karen Roquemore, RN and Sonya Fleming,
RN) that BMNTC had correctly followed every step of
|rﬁ\DM Palicy 133B “Protecting Residents from Rights
Infringements” in the immediacy of reporting the
|incidemt, protection of resident, removal of staff alleged
to have been abusive and quickly placed on
Iin\.'estigatory leave, full investigation followed,
emotional and verbal abuse were substantiated and

both staff dismissed from BMNTC.

ddress how corrective action will be accomplished for
hose residents having the potential to he affected by
he same deficient practice:

On June 9, 2014, Lauri Hollingsworth, Facility Director
began an all staff in depth training series emphasizing

Uune 30, 2014
FJuly 1, 2014

June 24, 2014

frorp emotional abuse (Resident #1 and #2) for the importance of Black Mountain Neuro-Medical @nd ongoing
residents sampled for abuse. hreatment Center's ‘Code of Conduct’ (Attachment A)
iand how a “fair and just culture” recognizes ‘human
The findings included: error’ (i.e., resident misses snack), at-risk behavior
E.e., forgetting to put up a wet floor sign), and ‘reckless
. : . ehavior' (i.e., anything less than providing respectful
1. Resident #1 was admitted 2N 06/1 3"1.3 with land safe care for our residents). Reckless behavior
diagnoses including progressive dementia. A ‘KNiII not be tolerated and management's response will
quarterly Minimum Data Set (MDS) dated on @3 disciplinary action up to and ir‘mlud.ing dismis§al.
05/21/14 revealed Resident #1 was able to make ithout breaking HIPAA or Confidentiality, Lauri
; A ey ebriefed recent abuse investigation pointing out the
himself understood, had short an'd long-term lack of immediate intervention, timeliness of reporting,
memory problems, and severely impaired Eiscussed appropriate staff conduct with residents and
cognitive skills for daily decision making. The ] ismissal of employees resulting from substantiated
quarterly MDS noted Resident #1 required abuse of identified residents.
extensive assistance for most activities of daily Summary Statement of Deficiencies arrived at BMNTC
living. on July 22, 2014, was immediately reviewed by FacilityJuly 23, 2014
dministrative Staff who then sought and obtained, via
Review of a 24-Hour Initial Report faxed to the fre Diision of Health Serice Roguiation regarding the
Health Care Personnel Registry (HCPR) on bhature of deficiency.
06/01/14 alleged on 06/01/14 Nurse Aide (NA) #1
had referred to Resident #1 as a"p........ "and
stated he would like to suffocate the life out of him.
It was also alleged he dragged Resident #1
across the bathroom floor.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
L i : L " . P . o L/-
A B UG Bt Pirector 3. 4./
Any den‘ciency statement ending with an #sterjsk (*) denotes a deficiency which the institution may be excused from correcting providing it is de fnéd that
other safeguards provide sufficient protegtionto the patients . (See instructions.) Except for nursing homes, the findings stated above are dis Iﬂggﬁved
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction arg.gisclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correclion is requisiledo continued

program participation.
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F 223 | Continued From page 1

An interview with Advocate #2 on 06/30/14 at
2:00 PM revealed she contacted by the Senior
Administrative Officer (SAO) on 06/01/14
regarding alleged emotional and physical abuse
of Resident #1 by NA #1. Advocate #2 stated she
and the SAO came in to the facility inmediately
on 06/01/14 to start the facility's investigation and
interviewed NA #1, NA #2, and NA #3. Advocate
#2 stated NA #1 had been removed from the
resident care area by the Health Care Supervisor
(HCS) on duty that weekend. The interview
further revealed Advocate #2 substantiated the
allegations of emotional and physical abuse
based on interviews and the definition of abuse.
Advocate #2 further stated she completed the
24-Hour Initial Report and the SAO faxed it to the
HCPR. Advocate #2 further stated Resident #1
was assessed by a nurse again on 06/02/14 with
no injuries noted to his lower back, buttocks,
under his arms, or on his arms. The interview
further revealed additional interviews were
conducted after 06/01/14 and a summary of the
advocacy report was given to the management
team for review on 06/04/14.

An interview was conducted with NA #3 on
06/30/14 at 2:37 PM. NA #3 stated Resident #1
had indicated he needed to sit on the toilet during
the 1:00 PM check and change rounds on
06/01/14 and he was assisted on the toilet in the
central bath. NA #3 explained while she
monitored Resident #1 NA #1 came into the
central bath and started talking about Resident #1
and another resident. NA #1 told NA #3 he
thought Resident #1 and the other resident were
P "and he would like to choke the life out of
them. NA #1 indicated he provided these

residents with the care they needed but did not

IOn July 23, 2014, Lauri Hollingsworth, Facility Director July 23, 2014
F 223 sent an e-mail (Attachment B) to all staff at BMNTC
summing up the deficiency describing it as “very

serious” and pointing cut expectations and

Eaccounlability of all staff with the care of our residents.
$She highlighted the following :

“All staff are accountable to change our own behavior
fo ensure residents are treated respectfully at all
times”,

“All staff are accountable to correct another staff when
they are not being respectful”.

“All staff are accountable to report any incident to
supervisors if there is the slightest hint that resident
bvas not being treated respectfully”.

'»“It is imperative if a staff member is saying things to
:another staff that feels a bit “out of line”, they must
report this to a supervisor”,

Within e-mail note was a mandate that all supervisors
lkivould review e-mail with each employee, and that the
employee was to sign e-mail demonstrating
lunders.tamding. Supervisors were to also review ‘Code
'of Conduct' with their employees and have them sign
Imis form and return both signed e-mail and ‘Code of
Conduct’ forms to Administration by August 1, 2014.
t\/ill continue to collect reviewed forms from staff on

‘ acation or out on leave at this time.

|On July 25, 2014 BMNTC Executive Committee Uuly 25, 2014
|(Direclor, Assistant Director, Medical Director, Director land onéoing
Iof Nursing, Psychology Director, Quality Assurance
Director, Quality Assurance Specialist Il, Chief
dvocate, Business Director, Budget Officer, Staff
Development Director, Human Resources Director)
et and conducted a review of events that led to
deficiency. The Executive Committee began process
of identifying long term and systemic changes to
revent abuse which will include training of concrete
Iex::\mple's. of abuse or disrespect, when and how to
intervene in a disrespectful or potentially abusive
situation in any setting, barriers to report concerns,
ho and how to report concerns to, dealing with
diverse populations, managing emotions, etc.
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IStaff Development staff and Advocacy Chief meton  July 28, 2014
; Wuly 28, 2914 and began developing a plan for iand ongoing
F 223 | Continued From page 2 F 223 evisions to current training regarding abuse/disrespect

feel any love for them. NA #3 stated Resident #1
was on the other side of the privacy curtain in the
central bath and she did not know if he heard
what NA #1 said. NA #3 explained she told NA #1
to calm down and he stopped the discussion. NA
#3 stated she had never heard NA #1 talk like this
before and had not ever observed him

mistreating a resident. NA #3 left for her break
and NA #2 came in the central bath. The
interview further revealed NA #3 informed Nurse
#1 and the HCS what NA #1 told her in the central
bath.

During an interview on 06/30/14 at 3:01 PM the
Assistant Director stated NA #1 was sent home
on administrative leave with pay after the incident
on 06/01/14. The management team reviewed
the summary of the advocacy report on the 5th
working day (06/04/14) and determined
substantiation of the allegations. The Assistant
Director further stated NA #1 admitted to the
verbal abuse or Resident #1 and while he did not
admit to the physical abuse management
determined NA #1's physical actions were not at
the standard of care and felt he had other options
while caring for Resident #1 on 06/01/14.
Management met with NA #1 on 06/16/14 for a
disciplinary pre-conference and discussed
grounds for dismissal related to his job
performance and substantiated allegations of
abuse. NA #1 was dismissed on 06/18/14.

A telephone interview with Nurse #1 on 06/30/14
at 3:14 PM revealed he was called in to the
central bathroom by NA #1 on 06/01/14 and NA
#1 asked him what he should do because
Resident #1 had been sitting on the toilet for a
long time. Nurse #1 instructed NA #1 to let
Resident #1 stay on the toilet. Nurse #1 stated

f residents. Training will include concrete examples,
Ecenarios, and role plays focused on current deficient

ractices regarding abuse/disrespect of residents.
LResidenl Unit Manager meeting on July 28, 2014
included a discussion about ideas for getting Uuly 28, 2014
t‘syslematic long term improvement at Unit level. Ideas and ongoing
included debriefing all incidents of abuse/disrespect

fter they occur with Unit staff (while maintaining
IHIPAA and Confidentiality mandates), to review

tressors or triggers in incident, evaluate intervention
Ftrategies and reporting issues. The incident
debriefing will be utilized to continually educate and
raise awareness of staff responsibilities in addressing
iabuse.’disrespect and treating residents with respect
Iam:l dignity. Other ideas included having meetings for

taff with a focus on stress reduction. These ideas are
being implemented as incidents occur and through

egularly scheduled meetings.

Pre-training questionnaire on abuse, interventions, and
reporting (Attachment C) sent to all Senior Staff on

uly 29, 2014 with instructions to work with each of
their employees in answering the questions regarding
Eabuse, interventions, and reporting. Questionnaires to
be completed and turned in to Administration Office.

P\s information comes in from questionnaire, it will be
\

July 29, 2014
and ongoing

shared with Staff Development to enhance additional
Fraining on abuse/disrespect.
‘Facility Director, Assistant Director and Supervisory
Founcil (CNA and Nursing Supervisors) conducted
‘root cause analysis referencing deficiencies related to
Flaff involved with Resident #1 & #2 for the purpose of
]idemifying roadblocks that occurred and to address
taff performance. Results to be shared with Staff
Development to enhance additional training on
-abuse/disrespect.

July 30, 2014

BMNTC policy ADMO60 "DHHS Work Performance
Plan” (Attachment D) revised to include BMNTC 'Code
jof Conducl’ integrated into every staff member’s
[Strengthening Workforce Responsibilities’- ("Adheres
to standards set forth in Code of Conduct") and will be
reviewed with staff during work performance reviews
and supervisory meetings.

July 30, 2014
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All BMNTC staff will be trained in abuse with focus on August 5,
. interventions and reporting. Any staff on leave will be 2014
F 223 | Continued From page 3 F 223 Yrained on return to work before returning to work.
he was called back to the central bath ) )
approximately 10 minutes later and Resident #1 Address what measures w_lll be put into place, or what
cest ; systematic changes you will make to ensure that the
was Sil.tlng on the floor several feet from the toilet. leficient practice does not recur:
NA #1 indicated to Nurse #1 he had eased
Resident #1 to the floor. Nurse #1 and NA #1 All classes involving Resident Rights and Protections laygust 4,
assisted Resident #1 off the floor, cleaned him in New Employee Orientation (NEO), New Employee 5914 and
d fisted Fim iriko bis wheel ahair, i Curriculum (NEC), and Annual Staff Training will be  ngoing
Hp: 211 2sst180ITIN INMG s Wiiec, ollall; [Mios revised to include a focus on the ‘Code of Conduct’ as
#1 stated Resident #1 was agitated but he did not well as scenarios modified from past investigations of
note any injuries when he assessed him in the :abuse and will include demonstration of learning for all
central bath. The interview further revealed NA new and long term employees.
#2 and NA #3 came to hlm after the incident in During abuse investigations, BMNTC Quality hugust 4,
the central bath and told him NA #1 had forced |r£\ssurance Specialist Il will seek information regarding (014 and
Resident #1 off the toilet and also called him a interventions by staff and any obstacles to reporting.  bngoing
"p........". Nurse #1 recalled NA #2 and NA #3 |'mfirvif,w e e rﬁ?f,;dg‘fcﬁﬁ:ri’t‘éir‘;f,"”°"5 in
. . . protecling resi Wi
went straight to their HCS to report their ‘Management Report’ (Attachment E) which will also
concerns. liclentifg,r accommodation for best practice or corrective
Iac:ticm to assure timely interventions and accurate
A telephone interview was conducted with NA #1 lreporling
.On /30114 al4:02 .PM' . A #1 Statad NAJES was f\ll cases of substantiated abuse will be debriefed with
in the central bath with him at first and then NA #2 'staff (de-identified per Confidentiality/HIPAA —
was there with him. NA #1 further stated when he andates) on all residential units within seven working 60194 afid
assisted Resident #1 off the toilet on 06/01/14 he days of substantiation. Staffimprovement suggestions|, ..
became unsteady and NA #1 eased him to the 'tulr”ngz ?n‘:guguea'}i‘ted;:; S::ﬁg%?:é’;‘;fs” roster and
floor. NA #1 explained Resident #1 was near the y '
bathroom door and he wanted to move him so he he agenda for regularly scheduled Senior Staff Uuly 30, 2014
stood behind him and pulled him from under his meetings has been revised to include a review of and ongoing
arms approximately 4 feet to the center of the Eubstanllated cases of abuse and ideas of .
BT returned 16 the ventral beli ‘lmprovement in any area th'r'oughoul BMNT_C. Senior
bathroom. Nurse : taff members will then facilitate conversations
and assisted NA #1 to get Resident #1 off the regarding substantiated abuse incidents with
floor and cleaned up. NA #1 stated he did not mployees i_n staff meetings (de-iden(iﬁgd per
i i resident. When asked Confidentiality/HIPAA mandates). Meeting minutes
think he Wa? raugh W t.h Mipresident k:vill be submitted to the Quality Assurance Director.
about referring to Resident#1 asap........ and
statling e wodkd e to:sufloate the file-outol & ill modify interviewing practices with applicants August 1
Pevveees N,A #1 stated he should.not have said lapplying for positions throughout BMNTC to include 014 and'
these things and regretted having done so. review of BMINTC 'Code of Conduct'. ongoing
During an interview on 06/30/14 at 3:39 PM the ‘f\glendda for the fifrsct: d:y 0; gmpclioyrpentdwas rec\;ized :Io Ag?:st L.
include review of ‘Code of Conduct' and signed by a an
SAO stated she was contacted by the HCS on hew aniployess bngoing

06/01/14 regarding alleged emotional and

|
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. Indicate how the facility plans to monitor its
F 223 | Continued From page 4 F 223 performance to make sure the solutions are sustained.

physical abuse of Resident #1 by NA #1. The
SAO assisted with the interviews and at the
conclusion gave NA #1 a letter informing him he
was on administrative leave with pay.

An interview was conducted with NA #2 on
07/01/14 at 9:58 AM. NA #2 stated she went to
the central bath after her break on 06/01/14 at
approximately 2:18 PM. NA #2 recalled Resident
#1 was sitting on the toilet behind the privacy
curtain and NA #1 was leaning against the sink.
NA #1 indicated Resident #1 was not finished
using the toilet. NA #2 stated she asked Resident
#1 if he was ready to get off the toilet and
Resident #1 told her he was ready to get up. NA
#2 stated when she turned around after getting
supplies she observed NA #1 pulling on Resident
#1's arms and telling him to stand up. NA #2
further stated Resident #1 fell to the floor on his
left side and the back of his head was in front of
the central bath door. The interview further
revealed NA #2 put her foot in front of the
bathroom door to stop it from being opened
completely. NA #1 then dragged Resident #1
several feet by his lower arms and moved him in to
the middle of the bathroom floor. About that time
NA ##4 stuck her head in to the bathroom and went
to get Nurse #1. NA #2 further explained when
she and NA #3 wheeled Resident #1 out of the
central bath he was kicking and hitting at

them and told his family staff were beating him. NA
#2 then reported her observations to Nurse #1 and
the HCS.

An interview with NA #4 on 07/01/14 at 10:35 AM
revealed she took Resident #1 to the central bath
because he indicated he needed to have a bowel
movement. NA #4 stated Resident #1 was able
to stand with assist and use the rail to pivot to the

IThe facility must develop a plan for ensuring correction
is achieved and sustained. The plan must be
implemented and the corrective action evaluated for its
effectiveness. The POC is integrated into the quality
‘assurance system of the facility.

BMNTC has an Operational Plan that directs Executive;
Committee in overall management and planning for thelJuIy 30, 2014
facility. The following Quality Assurance Objectives !and ongoing
will be added to the Operational Plan to ensure
corrections related to abuse are achieved and
sustained through action plans developed by the
Executive Committee as data indicates. Quality
Assurance data &/or Action Plans will be reviewed and
disseminated to all facility staff.

The Executive Committee (EC) will review the QA
ijectives at all regularly scheduled meetings and
minimally every month.

July 30, 2014
and ongoing

Staff Development will conduct follow up testing with
employees at three and six months after NEC training
‘to evaluate retention of training regarding
abuse/disrespect. QA Objective will be that 90% of
'slaff completing training questionnaires on
!abuse/disrespect will demonstrate retention regarding
jabuse/disrespect training. Any evidence of difficulties
individual staff have in assimilating understanding of
training and staff responsibilities will result in follow-up
kuith management to provide coaching &/or retraining.

July 30, 2014
and ongoing

Wuly 30, 2014
|and ongoing

'Quality Assurance Specialist Il will report information
rgained from staff interviews, numbers of interventions
that did or did not occur and will report to the Executive
|Commiltee. QA objective will be that staff will
|inter\fene in incidents of potential abuse or disrespect

ituations 100% of the time.

Quality Assurance objective developed regarding Unit Augst 4, 2014
|staffdebriefing of abuse incidents will occur within 7 :and ongoing

| orking days of substantiation 100% of the time as
evidenced by meeting minutes/roster.

Quality Assurance objective developed that Senior  Augst 4, 2014
|Slan‘f will conduct debriefing of substantiated incident ofand ongoing
abuse with departmental staff at regularly scheduled

‘meetings 100% of the time.
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F 223 | Continued From page 5

toilet. NA #4 explained it was time for her break
and Resident #1 told her he was not ready to get
off the toilet and NA #1 came in the bathroom and
offered to watch Resident #1. NA #4 stated
Resident #1 was standing by the time she got
back in to the central bath and he seemed upset.
NA #4 further stated she was assigned to monitor
Resident #1's visit with his family immediately
after the incident in the bathroom and when his
family asked him what was wrong he did not
answer them. The interview further revealed NA
#4 observed the visit for approximately 30
minutes and stated Resident #1 seemed calm
after a few minutes with his family.

An interview was conducted with the Staff
Development Coordinator (SDC) on 07/01/14 at
3:20 PM. The SDC stated all employees
received training regarding abuse and neglect
during their initial orientation to the facility
presented by the advocacy department. The
SDC reviewed facility documents and confirmed
NA #1 attended a mandatory staff annual update
on 03/24/14 which included a review of
information regarding client's rights, abuse,
neglect, exploitation, rights infringements, and
reporting incidents.

During an interview on 07/01/14 at 4:03 PM the
Program Director stated physical and emotional
abuse were substantiated for Resident #1
because the physical evidence from the
investigation did not support all of NA #1's
statement.

2. Resident #2 was admitted on 10/18/2010 with
diagnosis which included anemia, hypertension,
diabetes mellitus, seizure disorder and other

F 223 |3 subset of the EC to include the Director, Assistant

The Patient Safety Organization (PSO) Core Group is Wuly 30, 2014

Director, Medical Director, Director of Nursing, Quality
Assurance Director, QA Specialist Il, Director of
Psychology and Program Director.

The PSO Core Group meets every workday morning
for the purpose of reviewing events of past 24 hours
(or weekend, holiday) and discusses any calls
received from Advocate on Call or Senior
|(‘Rdmini'stralor on Call regarding possible resident rights
infringment. Based on information received each
|morning, the PSO Core group will determine any
:additional actions (coaching, training, etc.) required to
resolve issues beyond protections of resident put in
place by Advocacy/SAO when a potential abuse
:situalion was reported. Trends identified during daily
[PSO Core Group meeting will be presented to
Executive Committee at all regularly scheduled
Imeetings or minimally every month.

Huly 30, 2014
and ongaing

'Continuous improvement in the intervention and
reporting of incidents of abuse/disrespect will occur as August 1,
[additional issues arise. Through the Quality 2014 and
Ilmprovement Performance Improvement process with ongoing
Root Cause Analysis, BMNTC will work diligently to
identify causal and significant causal factors, root
|cau5e and latent conditions that attributed to concerns
regarding abuse/respect and non-compliance with the
‘Code of Conduct’.
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specified mental retardation/moderate intellectual
disabilities.

The most recent annual Minimum Data Set (MDS)
dated 01/16/14 indicated Resident #2 required
extensive assistance with bed mobility, transfer,
and locomotion on and off unit, dressing, toilet use
and personal hygiene. Resident #2 was
occasionally incontinent of bowel and bladder.
The MDS further indicated Resident #2 had
problems with short term and long term memory.

During an interview on 06/30/14 at 2:09 PM,
Advocate #2 stated an incident had occurred with
Resident #2 on 02/07/14. Advocate #2 continued
by stating near the end of first shift on 02/07/14,
NA #7 reported she had witnessed NA #9 in
Resident #2's room purposefully withholding her
doll and would not give it back to Resident #2
despite her repeated requests to have the doll
back. Resident #2 became visibly upset using a
whiny voice to indicate she was sad, upset and
spitting. NA #7 then entered Resident #2's room
and took the resident to the bathroom.

During an interview on 07/01/14 at 11:05 AM, NA
#7 discussed reporting an incident she had
witnessed on 02/07/14. NA #7 stated she saw NA
#9 taunting and emotionally abusing Resident #2
and purposefully withholding her doll. NA #9
reportedly held Resident #2's doll and said, "l
have your doll" and would not give it back to
Resident #2 after the resident asked NA #9
several times. NA #9 was also reported to be
laughing at the resident.

During an interview on 07/01/14 at 11:23 AM, NA
#8 stated she was walking in Resident #2's room
on 02/07/14 when she saw NA#7 trying to take
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the resident to the bathroom. Resident #2 was
being resistive because NA#9 would not give her
doll back. Resident #2 said several times she
wanted her doll back. NA#7 took Resident #2 to
the bathroom.
On 07/01/14 at 11:48 AM an attempt was made to
contact NA#7 which was unsuccessful.
During an interview on 07/01/14 at 3:32 PM,
Program Director and Senior Advocate #1 stated
the facility had conducted an investigation and
determined this case to be substantiated as
emotional abuse.
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BLACK MOUNTAIN NEURO-MEDICAL TREATMENT CENTER
CODE OF CONDUCT

In order to fulfill our mission and create a positive working culture, each employee is personally
committed to continually enforcing and adopting the following attitudes and behaviors:

* I'will take responsibility for my actions and behaviors. If events happen that are unfavorable, I
will look to see where I can improve or change to prevent those events from happening again.

* I'will work at developing a culture of trust and respect. I will acknowledge my co-workers by
listening to their ideas and concerns, recognizing their efforts and contributions, by keeping my
agreements and promises, and by showing support of team members to other team members.

* I will be an active participant at team meetings. I will listen, acknowledge, and contribute to the
best of my ability so the meetings will be productive and proactive.

* I will be genuinely concerned about each team member’s personal welfare. I will do what I can
to help others succeed and share in the excitement of their accomplishments.

* I'will communicate in a manner so others will know they can believe, depend, and count on me,
I will be frank, tactful, open, and honest with my co-workers. If 1 have a problem with a team
member I will only discuss the problem with that person to resolve it and refrain from talking
negatively about them with others.

* My behaviors will be proactive, not reactive. I will avoid taking statements too personally. When
I have a concern about a statement, I will ask for clarification to understand, rather than reacting to
what | feel at the time.

* I will conduct myself in a professional manner. [ will discuss my personal life/problems outside of
BMNTC. I will not discuss other co-workers or residents with or in front of residents. I will not use
profanity or sexually provocative language or behavior with or in front of residents. I will not discuss
or post photographs of BMNTC property, staff, or residents on Facebook, Twitter, SnapChat or any
other type of social media mechanism.

* Iwill demonstrate pride and a sense of ownership in my role at Black Mountain Neuro-Medical
Treatment Center. I will work with all my team members to show we are committed to Black
Mountain Neuro-Medical Treatment Center’s mission and supportive of its core priorities.

* I'will work as part of a holistic team. I recognize all departments need to work together in order to
achieve Black Mountain Neuro-Medical Treatment Center’s mission. My job focus will be on
achieving success throughout Black Mountain Neuro-Medical Treatment Center and not just in my
department.

I understand that the Code of Conduct serves as a supplement, not a replacement to all approved
policies and procedures. The purpose of the Code of Conduct is to provide guidance to improve
interpersonal relationships between staff and residents and supports the provision of respectful,
individualized, compassionate and quality care. I agree to continuously strive to uphold this Code
of Conduct to the best of my ability.

Employee Signature/Date

On this date, I as your supervisor reviewed this information with you.
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Barker, Anne Attachwient B (\)
From: Hollingsworth, Lauri

Sent: Wednesday, July 23, 2014 11:22 AM

To: BMNTC All

Subject: IMMEDIATE ATTENTION REQUIRED

Importance: High
Attachments: Copy (1) of BMNTC Code of Conduct.doc

We have received the results of the survey of two weeks ago. The regulations state: “The resident has
the right to be free from verbal, sexual, physical and mental abuse, corporal punishment and
involuntary seclusion.”

BMNTC did not meet this requirement based on three inveétigations that were reviewed by the survey
team. BMNTC failed to protect 1 of these residents from physical abuse and 2 of these residents from
verbal abuse.

This is a very serious deficiency for the facility. This is not the way we treat our residents.
This is not what we should overlook or allow at BNINTC.

A review of the regulations and the information provided by the surveyors make it clear that each and
every one of us MUST pay close attention to our interactions with and around residents. It means that
we must speak to our residents respectfully and handle our residents with care. Instances where this is
not occurring should be reported immediately to your supervisor.

Many of you have attended the Just Culture training. You know that | am very serious about BMNTC
becoming a Just Culture. | need to review some Just Culture beliefs here:

We are all accountable and that means you are accountable for the care provided at BMNTC.,

Just Culture talks about 3 employee behaviors: Human Error (missed snack), At-Risk Behavior
(forgetting to put up the wet floor sign), and Reckless Behavior. Anything less than providing respectful
care is a reckless behavior and within Just Culture the management response is disciplinary action.

At a time when a human error or at-risk behavior choice is made,
there should never be a moment when a resident is treated disrespectfully.

Each of us is accountable to change our own behavior to insure that each resident is treated
respectfully at ALL times.
Each of us is accountable to correct another staff member when they are not being respectful.
Each of us is responsible to report any incident to our supervisor where we have the slightest hint that a
resident is not treated respectfully.

And then we need to take things one step further. It is imperative that if a staff member is saying things
to another staff member that feels a bit “out-of-line” in terms of the way they feel about the residents of
BMNTC that too, must be reported to a supervisor. | know that feels and sounds harsh and hard to
monitor. However, even though staff is trained on how to interact with our residents...they may not “get
it". We are all accountable to help them understand how we treat our residents. So, those instances
must also be reported to your supervisor.

*****Each supervisor is to review this with each employee. Each employee is to sign this e-mail. Each
employee is also to sign the attached Code of Conduct, even if you have already signed it. ****

As they are signed, send them to Anne Barker. All should be completed by August 15, These
need to be available to the surveyors.

8/1/2014
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I can not emphasize enough the seriousness of treating our residents respectfully.
If you have any questions about the seriousness of how we treat our residents,
Kay will make you an appointment to speak directly with me.

Thank you in advance for your immediate and ongoing attention to this.

Lauri Hollingsworth, MS, NHA

N.C. Department of Health and Human Services

Director, Black Mountain Neuro-Medical Treatment Center
932 Old U.S. 70 Highway

Black Mountain, NC 28711

Phone: 828-259-6702

Fax: 828-669-3177

lauri.hollingsworth@dhhs.nc.gov

http://www.bmcnc.org

Email 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 ongoing State procurement effort, is prohibited by law. If you have received this email in error, please notify the sender
immediately and delete all records of this email.

8/1/2014
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BEHAVIOR UNCHALLENGED IS BEHAVIOR UNCHANGED

(Quote from Belinda Croft, UM R2)

Please answer the following questions and turn into your supervisor:

What does the Code of Conduct look like?

What does abuse looks like?

What would prevent you from intervening when you see a staff member disrespecting &/or
abusing a resident?

What would stop you from reporting abuse/disrespect of a resident? -
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BLACK MOUNTAIN NEURO-MEDICAL TREATMENT CENTER
ADMINISTRATIVE POLICY MANUAL

SUBJECT: DHHS Work Performance Plan Policy No: ADM060
Page 1 of 6

Effective Date: 07/30/2014 .
Supersedes: 04?265201 » Reference: State Personnel Policy

Review: 02/25/2014 Manual Section 10; DHHS Policies and
07/30/2014 Procedures (State Personnel
Manual
Approved By:

Lauri Hollingsworth, MS, N.H.A.
Director

I. Purpose

To set forth guidelines for the provision of an objective basis for performance
evaluation, to improve communication between employees and supervisors, to
allow employee's input in the appraisal process, to help departments improve
working conditions, to increase productivity in the work force, and to provide a
basis for making personnel related management decisions such as disciplinary
actions, promotions, to provide information in regard to performance salary
increases.

II. Policy

The Department of Health and Human Services (DHHS) and Black Mountain
Neuro-Medical Treatment Center (BMNTC) accepts and endorses the
commitment of North Carolina State Government to the Performance
Management Program. The following “Implementation” procedures were
developed in compliance with the policies adopted by the Office of State
Personnel (OSP).

All DHHS divisions and facilities shall use the DHHS Work Performance Plan
form.

The DHHS policy “Performance Management System” is the policy that all
BMNTC employees must adhere to. The DHHS policy will be posted in each
unit/departmental area. The DHHS policy will be available on the BMNTC
InfoNet in the HR section and through the HR Department.

II1. Procedure
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A. New Employees will receive a review of the policy and procedure related to

B.

the Performance Management during New Employee Orientation.

Supervisors and managers are responsible for discussing the Job Description
and the DHHS Work Performance Plan with new employees within the first 7
days of employment. Both documents are to be reviewed, signed, and
placed in the employee file with the new employee receiving a copy of each
document. The signed job description is to be submitted to the HR
Department immediately after obtaining all signatures.

. Communicating employee performance expectations:

1. At the beginning of the twelve-month work cycle (July 1-June 30),

supervisors shall meet with their employees, establish result expectations
regarding their employees’ performance, review and discuss the DHHS
Values. The supervisor should discuss how their application contributes to
achieving result expectations and specify how employees’ actual
performance will be measured, tracked and monitored throughout the
work plan cycle.

. As of July 30, 2014, all BMNTC Staff work performance plans will include
“Strengthening Workforce Responsibilities” to include “"Adheres to
standards set forth in the BMNTC *Code of Conduct.

. Each employee shall have an annual work performance plan established
within 30 days from the beginning of the work cycle. The employee'’s
result expectations should be linked to DHHS goals and objectives so the
employee understands his or her part in achieving these.

4. Each employee's work plan shall include outcomes/key responsibilities;

result expectations; and tracking and monitoring. The outcomes/key
responsibilities and their result expectations shall be listed in priority order
of importance. Each DHHS employee work plan will also include the
prewritten DHHS Values.

5. Result expectations shall be written at the “Successful” level and must

have one or more measurement methods (quality, quantity, timeliness, or
cost effectiveness). Supervisors shall also discuss result expectations at
the “Exceptional” and “Improvement needed” levels and how DHHS
Values apply to the results the employee is to achieve.

6. When the work plan is established, it shall be dated and signed by the

employee, the supervisor and the supervisor's manager. The employee
may be given a copy of the work plan document.

D. Maintaining an ongoing performance dialogue

1. Employees shall be responsible for successfully meeting their result
expectations and apply DHHS Values, which includes the collection of
their performance documentation, work samples or data that support
result expectations and DHHS Values.

ADMO060 DHHS Work Performance Plan
Page 2
04262012
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2. Progress toward meeting result expectations shall be measured,
reported, discussed and documented throughout the work cycle.

3. Supervisors are expected to use appropriate supervisory techniques (i.e.,
coaching for success, regular feedback, etc.) to support employee
efforts to meet or exceed their result expectations and apply DHHS
Values.

4, When expectations change during the course of the work cycle,
supervisors shall communicate these changes and modify work
performance plans as necessary. Changes shall be signed and dated by
the employee, supervisor and the supervisor’'s manager.

5. The supervisor shall conduct an interim review at the mid-point of the
work cycle to review the employee’s progress towards meeting result
expectations and how the application of DHHS Values contributed to the
achievement of results. The interim review shall be sighed and dated by
the employee and the supervisor. A performance rating is not assigned
at the interim review. However, performance in a result expectation(s)
that is not meeting the “Successful” level or a DHHS Value that is not
being demonstrated by the employee shall be documented on an
“Improvement Plan.” (See “Addressing Poor Performance” below.)

E. Conducting annual performance appraisals

1. At the end of the work cycle, supervisors shall evaluate employees’
performance compared to their result expectations that reflect application
of DHHS Values. Supervisors shall use verifiable information collected
and documented throughout the work cycle to determine the extent to
which actual performance has met the result expectations.

2. The overall rating shall use the DHHS Rating Scale for reporting
performance. The final appraisal shall be documented on the employee’s
DHHS work plan.

3. The overall (or end of cycle) rating is determined based on the combined
rating for outcomes/key responsibilities that reflect application of DHHS
Values.

4. Employees who meet result expectations and consistently apply DHHS
Values shall earn the rating of “"Successful.”

5. An employee in final disciplinary procedure during the work cycle shall
not receive a rating above the “Successful” level if the disciplinary action
is unresolved.

6. Prior to discussing the overall rating with an employee, a supervisor shall
review the final appraisal with the next level manager to ensure that the
documentation demonstrates the rating has been earned and is applied
consistently.

ADMO060 DHHS Work Performance Plan
Page 3
04262012
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7. Supervisors shall discuss the final appraisals with each employee. The
supervisor and employee shall sign and date the completed final
appraisal indicating that the discussion has taken place. The manager’s
signature indicates there is sufficient documentation to warrant the rating
given. Employees shall be provided an opportunity to comment on their
rating. An employee’s signature does not imply agreement with the
overall rating, but indicates the rating has been discussed with the
supervisor. Should the employee refuse to sign the work plan, the
supervisor documents this and asks the manager to witness the
employee’s refusal to sign the work plan.

8. The work plan becomes confidential once the final performance appraisal
is completed with ratings assigned and signatures.

9. The employee shall be provided a copy of the final work plan.

10.The work plan, including the final overall rating, all signatures and the
final completed appraisal of the employee shall be submitted to the
respective division or facility human resources office by the date
established annually by DHHS Human Resources.

F. Addressing Poor Performance

1. When an employee’s performance falls below the level of “"Successful” at
any time during the performance cycle or DHHS Values are not being
demonstrated, the supervisor shall document the deficiency and take
action. That action may be an Improvement Plan and Disciplinary Action.

Performance issues are typically managed through the improvement
plan while conduct issues may necessitate moving directly to the level of
disciplinary action. Supervisors are encouraged to consult with the
human resources office to determine the best course of action before
meeting with the employee.

2. The supervisor shall document the performance that falls short of
expectations by preparing an improvement plan. The improvement plan
will specify (a) the performance problem, (b) the steps to be taken to
improve performance, including the timeframe for improvement, (c) the
consequence of failure to improve and (d) a follow-up date. An
improvement plan shall be considered successfully completed only when
the employee’s actual performance has improved to the point where
result expectations and/or DHHS Values are being met.

3. Performance deficiencies that occur during the work cycle shall be
referenced in the annual performance appraisal and documented on the
improvement plan. The status of the employee’s improvement plan shall
be summarized on the performance appraisal.

4. Unresolved deficiencies at the improvement plan level shall be addressed
using the DHHS Human Resources Disciplinary Action policy. For
deficiencies that advance to the level of disciplinary action, employee
improvement plans shall be referenced in the disciplinary action.

ADMO060 DHHS Work Performance Plan
Page 4
04262012
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G. Supporting Employee Development: All DHHS employees shall have a
development plan. Supervisors shall work with employees to identify
strengths and weaknesses, and help them prepare a development plan.
Individual development plans may specify how employees can more fully
apply their strengths in their current positions, enhance their performance
in their current positions or develop the skills and experience they will need
for possible future assignments.

H. Transitions: When employees move into or out of their positions, relevant
performance information shall be communicated in a timely way.

1. Probationary employees shall have work plans within 30 days of their
date of employment. Special reviews shall be conducted for probationary
employees at the third and sixth month to document progress toward
the completion of the probationary period. Before appointing an
employee to permanent status, the supervisor shall provide
documentation on the employee’s work plan that s/he is meeting result
expectations and applying DHHS Values.

2. Employees in training progressions shall have work plans established
within 30 days from the date of employment. Before each salary
increase is granted within the trainee progression, the supervisor shall
provide documentation on the work plan that performance is meeting
result expectations that also reflects consistent application of DHHS
Values.

3. Employees whose responsibilities are changed substantially, either within
their current position or by transfer (promotion, lateral transfer, or
demotion), shall have work plans established within 30 days following
the new assignment.

4. When an employee transfers from an agency or university to DHHS or
from one DHHS division or facility to another, the releasing agency,
university, division or facility shall send a completed work plan
summarizing the employee’s performance from the last appraisal up to
the date of transfer. This work plan shall be provided before the
employee’s first day with the receiving agency. The receiving supervisor
may use this performance documentation when completing the
employee’s final appraisal.

5. When a supervisor leaves a work unit, the next-level supervisor shall
ensure that completed work plans for each employee supervised by the
departing supervisor are made available to the employees’ new
supervisor.

1. Access and Use of Performance Information

1. The original work plan shall be maintained in the employee’s personnel file
located in the respective division or facility’s human resources office for a
minimum of three years. Each employee is notified by the supervisor where

ADMO060 DHHS Work Performance Plan
Page 5
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the work plan is kept. Completed final performance appraisals (with ratings,
supporting documentation, and signatures and dates) shall be treated as
confidential. Final performance appraisals shall also be disposed of in a
confidential manner according to G.S. 121-5 (b) & (c).

2. Information obtained during the performance management process about
individual employees or from specific units of the department shall be a
consideration by management in making other personnel decisions.
Decisions involving promotions, performance-based disciplinary actions,
performance-based salary increases, and reductions in force shall be
supported by a current appraisal on file.

3. When current or former State employees are being considered for hire or
promotion, their past work performance plans and appraisals may be
obtained for review by those involved in making the hiring or promotion
decision. This right to access is based on State policy (Employment and
Records, Section 3) and on the employee’s signature on the state
application that authorizes the release of information relevant to job
requirements.

J. Training and Communication

1. New employees to DHHS shall be given access to the DHHS Performance
Management policy during orientation.

2. New supervisors and managers shall participate in the DHHS performance
management supervisor training within the first year of assuming
supervisory duties. Division and facility performance management trainers
shall meet the curriculum and training requirements established by DHHS
Human Resources.

3. The manager of the new supervisor shall conduct the performance
management requirements of employees until performance management
training is completed by the new supervisor.

K. Performance Disputes

The end of cycle summary page of the work performance plan shall contain
the statement: Performance Rating Dispute Process: An employee may
dispute the accuracy of an annual overall rating of less than “"Exceptional” by
filing a complaint on DHHS Form PRD-1, which must be received by the
respective division or facility human resources manager within 15 calendar
days from the date the employee receives his/her copy of the completed work
performance plan and performance appraisal. Performance appraisals other
than the current appraisal are not appealable under the DHHS performance
rating dispute process. Copies of the dispute process (DHHS Directive Number
111-9) and the Performance Rating Dispute Process Complaint Filing Form
(DHHS Form PRD-1) are available from all DHHS human resources offices.

ADMO060 DHHS Work Performance Plan
Page 6
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Management Investigation Report
Black Mountain Neuro-Medical Treatment Center

This information is privileged and confidential. All DSOHF facilities are members of the North Carolina Quality Center Patient Safety
Organization (NCQC POS) and this information has been collected within the Patient Safety Evaluation System (PSES) for the purpose of
reporting to the NCQC PSO. This information is Patient Safety Work Product (PSWP) and may not be disclosed unless authorized by the
Facility CEO or DSOHP PSO Contact person in accordance with the Patient Safety Quality Improvement Act (PSQIA) 42 CFR Part 3. In
addition, this information is confidential pursuant to NC Gen. Stat. 122C-52 and 122C-191, the Health Insurance Portability and
Accountability ACT (HIPAA) 45 CFR Parts 160, 162, 164; and may be protected by federal regulations for Confidentiality of Alcohol and
Drug Abuse Patient Records 42 CFR Part 2.

| Case Reference # |

Incident/Occurrence Information

Date of Incident | [ Time of Incident r

Name of Reporter/Title |

Staff Intervention: | Yes
Describe

Staff Intervention: | No
Describe

List Obstacles:

Protective Action: | Yes (1 No [1| Date: | Time:
Describe

Description of Incident/Occurrence

Resident(s) Involved in Incident

Resident Name | Resident ID # | Unit

07282014
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Resident Name Resident ID # Unit
Interview Information
Alleged Responsible Employee(s) Name/Title Date of Employment

Witness Name(s) / Title

Witness Name(s) / Title

Date of Closure Conference |

Closure Participant Names / Titles

Closure Participant Names / Titles

Case Reference Number:

Date Investigation
Initiated

Date Investigation
Completed

Investigation Team Names / Titles

Investigation Team Names / Titles

[ ] Unsubstantiated [ _|Substantiated Management Determination
o Notes
Advocacy Determination [ TEbuse [ TNegleot
[ ] Exploitation [ ] Other
Just Culture Behavior | Human Error: ] At Risk Behavior: | Reckless Behavior:

SUMMARY OF MANAGEMENT FINDINGS
(Also, address any mitigating factors affecting adherence to policy/procedure)

07282014
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MANAGEMENT OUTCOMES / ACTION REQUESTED

MANAGEMENT FINDINGS COMMUNICATED BY WHOM & TO WHOM

Investigation Report Submitted To

Staff Conducting Investigation/Title

Date

N 1N o o (™l ™ ) (o o o o o ol o o o) o

For Administrative Use Only

S o S U S S sl o (ol o s el P o o P Pt e P [ o ol o [ ! o o e e d o o

Date Notice of Date Notice of
Action Sent Action Completed

Date Management Actions Instituted

07282014



Afechment B (y )

Management Investigation Notes

This information is privileged and confidential. All DSOHF facilities are members of the North Carolina Quality Center Patient Safety
Organization (NCQC POS) and this information has been collected within the Patient Safety Evaluation System (PSES) for the purpose of
reporting to the NCQC PSO. This information is Patient Safety Work Product (PSWP) and may not be disclosed unless authorized by the
Facility CEO or DSOHP PSO Contact person in accordance with the Patient Safety Quality Improvement Act (PSQIA) 42 CFR Part 3. In
addition, this information is confidential pursuant to NC Gen. Stat. 122C-52 and 122C-191, the Health Insurance Portability and
Accountability ACT (HIPAA) 45 CFR Parts 160, 162, 164; and may be protected by federal regulations for Confidentiality of Alcohol and
Drug Abuse Patient Records 42 CFR Part 2.

Case Reference Number: Date of Interview:

Manager: Time of Interview:

07282014
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Management Investigation
Witness Statement

This information is privileged and confidential. All DSOHF facilities are members of the North Carolina Quality Center Patient Safety
Organization (NCQC POS) and this information has been collected within the Patient Safety Evaluation System (PSES) for the purpose of
reporting to the NCQC PSO. This information is Patient Safety Work Product (PSWP) and may not be disclosed unless authorized by the
Facility CEO or DSOHP PSO Contact person in accordance with the Patient Safety Quality Improvement Act (PSQIA) 42 CFR Part 3. In
addition, this information is confidential pursuant to NC Gen. Stat. 122C-52 and 122C-191, the Health Insurance Portability and
Accountability ACT (HIPAA) 45 CFR Parts 160, 162, 164; and may be protected by federal regulations for Confidentiality of Alcohol and
Drug Abuse Patient Records 42 CFR Part 2.

Case Reference Numbet: Date of Interview:

Witness Signature: Time of Interview:

07282014




