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Tha facilily must ensure that the rosident '
environment remains as free of accident hazerds
as Is possible; and each resident recelves
adequale supervision and assistance devices to
prevent accidents,

This REQUIREMENT Is not mel as evidenced
by:

Based on record reviow and staff interviews the
facllity teit Resident #1 unattendad In the hath
room which rasulfed in a fall with injury (a skin
{ear to he Yeit upper arm) for 1 of 3 residants
reviewed for falls.

Findings included:

Resident #1 was re-admilted to the factily on
10/M7H 1 with cumulative diagnoses Includad of
fracture of the Lefl Hip, Abnormality of Gali,
Abnormal Posturs, Alzheimar's Disease, and
Difftculty in Walking,

I 'Revisw of thd Resadmission Minlmum Data Sat

Assossment (MDS) dated 10222111 indicated
Resident #1 required extensive asslstance with
bed moblity, for fransfers and fecomstion on the
unit and tolally dependent on staff for locomolion
off the unit. /

An interview was conducted with the MDS
Assessment Nurse on 11/22/11 at 4:30 PM. The
Assessment Nurse indicaled Resident #1 had a
significant change In Functional slatus dus to the
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. not constitute an admisslon or
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1
the truth of the facts alleged or '
conclusions set forth In this ;
&tatement of Defictencles, This
Plan of Correction Is prepared
solély because it is required by -
state and Federal law,

@k%

£323 Aéddent Free Eywironment

1 Resident #1 Is nokteft unattended In
the Bativroon. .

3, Residents that are currently tdentifled
to be at visk for falis are at visk of the
aMeged defictent practice. Cuirent .
nursing staff has been re-educated to
rnalntaln awareness of residents.

3, Current nursing staff has been re-
educated to malntaln attendance with
residents Identified at Hsk for fall as
evidence by use of preventative devices.

* Newiy hired nutsing staff will be
orientated to this requirement during
oHenkation. The Director of nursing and
or RM Unlt managers will complete a
Qualty Improvement tool as follows:
dalty flve times a week for four weeks,

wweekly times four weeks, monthly times

ten months fa revigw falls [entifiedas 1

in bathroom to address need for any

corrective action to be conpleted.

4, 'Thé Director of Nursiig of deslgnee

wilt repart the results of the quality

fmprovement too! monthly to the Quality

Trnptovement/Risk Management

- Committee to Identify trends and the
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Any deficlancy statement apding with an aslerisk (*
olher safopuards provide sufficlent protaction (o the pailents. {See
following the date of survey whather or nota ptan of corraction Is pro
days folowing the dala these documents ase made avafiable to the fackity. Y defiel
progran paricipation,

y denotes a deflclency which the institution may he axcused from coreoting providing It Is detemiined that -
Instructions.) Except for nurslag fiemeas, the findings stated above ars disclosebla 60 days -
vided. Fornursing homes, the above findings end plans of cortection are disclosable 14 :
encles are cilad, an approvad plan of correction Is requisite to continued -

Aminestrator *ﬁﬁﬁgafi

lFORM CMS-2667(02-99) Previous Versiens Obsolota

Evant 1D Z0WVI1

Factly ID; 923210

W eonlinwation sheat Page, 1 of




PRINTED: 12008204

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENGIES {41} PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION {43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMDER: COMPLETED
A BULDING
B, WING © i
345089 11!22!201'(
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 218 CODE ik
WALNUT GOVE HEALTH AND REHABILITATION CENTER 511 WINDHILL 3T
WALNUT COVE, NG 27062
XD SUMHARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION oisy
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUIATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DaE
DEFICIENCY)
F 323 | Conlinued From page 1 F 323

fall of 10713114,

Review of the Change of Conditlon Evaluation
form dated 10713711 at 22:40 hours (10:40 p.m.}
read in part, "Found on floorfsent to hospital, Vital
glans: Temparature 97.8, Blood Pressure 113/73,
Pulse 96, Respirations 20, Currently reports paln
al 10, {a pain scale of 0-10, with 10 belng most
painful} Locatlon: L {Left Hip, What exacerbales
pain, moving leg . Notes: Resident found on floor,
conldnt fouch L (Left) leg or move without
screaming In paln.”

Review of the facility Fall investigatton daled
10743141 Indlcated, dale of Incident: 1071372011,
Type of ncident; Fall Unwitnessed, Time of
Incident 10:00 PM Location: Resident roont,
Injuries Sustained: Fracture Suspected Allegation
of: Injury of unknown origin, Changes lo Care
Plan: Recommendations for changes: Room
change, alatm. Evidence of Changes: Bed alarm
applied 107711, DIC {discharge) to hospital.

Review of the Admiasion/Re-Admission Data
Colleclion & initlal Plan of Care daled 10M7/11 -
read in part, Interventions inlliated on 1011 7M1
included assist with lofleting Q (Every} 2

hrs{hours). Provide & bedpan, apply a bed alarm, -

floer mal, and scoop matlress while In bed.

Review of the Change In Condillon Evaluation
Form datad 11/08/11 revealed a sacond fall.
NA#S ambulated Resident #1 fo the bathroom
and sat resident on the tollet. NA#3 left the
rasident and went o answar a call light across
the hall, When NA#S returned, Resident#i was
on the floor.
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A staff Intarview was conducted with NA# 3 on
19122711 at 7:30 PM. NA#3 was assigned {o the
restdent when the resident felt off the toilel, When
asked why the NA#3 left the resident alone on tha
toilet tha NAHS Indicated, "When | sat {Resitdent
#1} on the tollel, Fhad to let other peopla {other
stafffolher NA's) know where | was at because
olher lights were golng off. | had to lef them know
whal room | was going 1o, Ususally, I would put
{Resident #1) on the tollet and{Resident #1}
wouldn't fail. Now (Resldent #1) is more agitaled
and afraid o fall. (Resident #1) gals shaky real
bad, Normally before that {Resident #1) would
use he walker to walk around and go to the tollet
by self. (Resldent #1} foll and hurt (Resldent
#1's) hip, and dossn't walk anyraore, (Resident
1#1) is not the same person anymore, {Resident
#1) uses a wheelchalr now. Now, when the alaim
goes off | stand (Resident #1} up and walk
(Resldent #1) to the Bathroom and walk back to
the bed or chalr.” When asked how the NA knows
whal fo do for a residant, the NA replisd, "We gel
a report when we change shifls. There is some
Inforenation in the Computer Systein for NA
documeniation /Care Tracker. When asked If NA
#3 recelved any different tralning after the
accident off (he toilet, the NA #3 Indicated, *"We
went over the policies of laking theim (resldents)
{o the toltet and | was lold to stay with them
{resllents) at all imos."

Review of the Facliity Fall Investigatlon form
daled 14/65/11 indicated: a loft arm skin tear was
susiainad. NA#3 on 11/08/11was provided a
rmoment to momeant teaching session ragarding
not to leave a resident unattended in the
bathroom, All staff was sducated on 11/411/11 to
not leave a resident unattended in the batiroom,
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A staff interview was conducted on 11/22/{1 al
12:30 PM with tha Unit Menager who completed
the Fall investigalion of 11/06/11 when Resldent
#1 was [eft alone unassisted on (he tollat, and fel,
subsequently having a skin tear to the lefl upper
arm, When asked whal Infarventions were pul in
place to keep Residsent #1 (rom having additional
falis, the Murse indicated, " The DON called the
responsibie NA (NA #3) and gave (NA #3} a
Moment to Moment Teaching and had (NA #3}
sign it (NA#3) was a faldy new Aide af the ilme,
and it was the first lssue we have had slince (NA
#13} has been hera, {NA #3) told {tha DON) (NA
#3) teft (Resident #1) on the tollet (o either
ansv/er an alarm or a call light.”

A staff inferview was conducted with NA#1 on
11/22/41 at 5:50 Pit who was assignad to
Resident #1 on the second shift. When asked
how the Alde knew what care the residant
required, tha Alde Indicated, "I look In the
Computer System for NA Documentation /Care
Tracker; it {slls us lofleting, welght, mood,
bahavior, It tells us how many people (Resident
#1) neads for assistance, and also required vitals,
and welght. Also thal (Resident #1) requires an
alarn. (Resident #1) has a bed alarm and an
alarm on {he wheslchalr, When asked about
tollating, (Residant #1), the alds replled, "if | lake
a rasldent lo the foilat | stay In there with the
resident untit he's finished, and clothes back on
ready to come out, "When asked what happens if
the call bell rings for anothar rasident. What do
you do? * | have to maeke sure thal resident 1 am
caring for Is safe before | can move on fo the nex!
pearson.”
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A staff interview was conducted with second shift
NA#2 on 11722/11 at 6:01 PM. The NA
indicated, " work with (Resident #1) everyday.
Whenh asked how NA #2 knows what care
{Resident #1) required, NA #2 indicated,
“Evarything Is In the Care Tracker. (Resident #1)
is loileted every two hours and has & chair alarm
and bed atam. When a call light rings in anther
room, | stay with {Resident #1} until (Resident #1)
is finished on the lolfst”

Intervisw was conducted with the DON on
11122111 @ 5:36 PM regarding her expectations
of staff when a resldent has faflen off the toilet,
"My expectation Is not to leave a resident
unassisted on tha tollet that has been a pravious
fall risk with an alarm.”

An intepylew was conducted on 11/22M1 at 5:50
PM with the facltity Administrator regarding the
facliity policy for managing falls. The
adminisleator indicated there was no wrilfen
policy. Howaver, the administrator indicaled har
oxpactalions of the staff for managing falls
Included, *The staff should remaln with a resident
at ali timas white in the bathroom, when the
resident has heen identifled as a fall risk."
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