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 D 000 Initial Comments  D 000

The Adult Care Licensure Section conducted an 

annual survey on September 28-30, 2016.

 

 D 273 10A NCAC 13F .0902(b) Health Care

10A NCAC 13F .0902 Health Care

(b)  The facility shall assure referral and follow-up 

to meet the routine and acute health care needs 

of residents.

This Rule  is not met as evidenced by:

 D 273

TYPE A2 VIOLATION

Based on observations, interviews, and record 

reviews, the facility failed to ensure referral and 

follow up for 1 of 7 sampled residents (Resident 

#7) who was experiencing respiratory difficulty 

and low oxygen saturations with exertion. 

The findings are:

A.  Review of Resident #7's current FL2 dated 

9/09/16 revealed:

-Diagnosis included acute hypoxic respiratory 

failure.

-The FL2 did not include orders for oxygen.

Review of Resident #7's Resident Register 

revealed she was originally admitted to the facility 

on 9/09/16 from a local hospital.

Review of the Physical Therapy notes dated 

9/19/16 at 4:52 pm revealed:

-After three minutes of ambulation Resident #7's 

oxygen dropped to 78%, her heart rate was 110 

and blood pressure was 97/63. (Normal oxygen 

saturation is 95% to 100%.  Oxygen saturations 
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 D 273Continued From page 1 D 273

below 90% are considered low.)

-The resident complained of dizziness and was 

"only able to take short, shallow breaths."

-After 9 minutes, the oxygen saturations returned 

to 90%.

-The PT contacted Resident #7's family member 

to inquire about oxygen use.

-The family member told the therapist Resident 

#7 had been on oxygen while in the hospital, but it 

was discontinued. 

-The Physical Therapist (PT) reported to the 

wellness nurse regarding Resident #7's low 

oxygen, and the vital signs and symptoms.

Review of Resident #7's record revealed:

-A fax request from the facility to Resident #7's 

Primary Care Physician (PCP) dated 9/19/16, and 

faxed at 5:07 pm and received by the office at 

5:08 pm, informing the PCP of Resident #7's 

oxygen saturations dropped to 78% and had 

complaints of dizziness while walking with PT.

-The facility requested a chest x-ray (CXR) which 

was completed on the following morning, on 

9/20/2016.

Review of #7's CXR dated 9/20/16 at 10:11 am 

revealed:

-Documentation there was increased density in 

the bases particularly on the left.

-Documentation there was a superimposed active 

process, such a pneumonia, was implied and 

follow up was recommended.

Interview with Resident #7's family member 

during the general tour on 9/28/16 at 11:15 am 

revealed:

-His family member was recently hospitalized for 

pneumonia and was admitted to this facility so 

she could gain back her strength and hopefully 

return to her home.
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-Resident #7 was only at the facility for 12 days.

-The facility staff did get a mobile CXR result but 

his doctor never received the report.

-The family member thought that the resident's 

decline in condition "should have been caught 

faster" and "someone did not follow up on the 

x-ray."

-His family member had a CXR on Monday and 

was sent to the hospital on Thursday and she 

never had any treatment in response to the 

results. 

-On Thursday, 9/22/16 the resident was sent to 

the hospital for further evaluation and was 

subsequently admitted.

Review of the record by the Manager of Resident 

#7's physician's office on 9/29/16 at 4:16 pm 

revealed:

-The facility sent a fax dated 9/19/16 requesting a 

CXR and this request was approved by Resident 

#7's PCP.

-The office did not receive any results of the CXR 

via fax on 9/20/16, 9/21/16 or 9/22/16.

-The office did not receive any communication 

from the facility on 9/20/16 or 9/21/16 regarding 

the results. 

-It was documented that Resident #7's family 

member called 9/22/16 at 12:15 pm and reported 

Resident #7 experienced low oxygen saturation 

with exertion.

-It was documented that Resident #7's family 

member stopped by the office at 1:11 pm 

because he wanted an explanation of Resident 

#7's CXR and it was reported to him that they did 

not have a copy. 

-The office staff instructed him that Resident #7 

should be sent to the hospital due to her oxygen 

saturations dropping into the 70's.

-It was documented that on 9/22/16 between 

12:15 pm and 1:11 pm a verbal order was issued 
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to the facility to send Resident #7 to the hospital.

-If a facility reported oxygen saturations in the 

70's, even without the results of a CXR, the office 

would have sent the resident to the hospital.

-There was always a physician on-call after hours 

that would have given direction.

Review of Resident #7's progress notes dated 

9/20/16 revealed:

-A "late entry" at 10:45 am the facility had 

received the CXR results and faxed them to 

Resident #7's PCP office.

-A "late entry" at 2:09 pm the facility placed a call 

to the Resident #7's PCP regarding the CXR 

results and waiting for a response from the PCP. 

Review of the Physical Therapy notes dated 

9/20/16 at 4:10 pm revealed:

-On 9/20/16, after walking 110 feet with PT, 

Resident #7's oxygen saturations dropped to 72% 

and heart rate was 119.

-After 4 minutes and 54 seconds the oxygen 

recovered to 88%.

-After continuing ambulation with PT for another 

110 feet, Resident #7's oxygen saturations 

dropped to 72% and heart rate was 113.

-Resident #7 required a "prolonged seated rest 

break" and 3 minutes and 55 seconds for oxygen 

to recover to 88%.

-Resident #7 was short of breath and told the PT 

she was going to die.

-The PT reported the episode to the nursing staff , 

who stated they had faxed CXR results after the 

previous episode and were awaiting further 

instructions from the physician. 

Review of facility progress notes dated 9/20/16 

revealed there was no documentation the facility 

notified the physician of the two episodes of 

oxygen desaturation which occurred on 9/20/16. 
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Review of Resident #7's progress notes dated 

9/21/16 revealed:

-A "late entry" note that Resident #7 was sitting in 

wheelchair, no acute signs or symptoms of 

distress with unlabored respirations. 

-Her oxygen saturations were 95%, BP was 

116/70, pulse 70 and respirations were 18.

-The facility staff placed a call to Resident #7's 

PCP regarding the CXR results and left a 

message for a return phone call.

Review of the Physical Therapy notes dated 

9/21/16 at 4:10 pm revealed: 

-During ambulation with PT, Resident #7's 

oxygen saturations dropped to 71% and heart 

rate was 131.

-Resident #7 required an extended recovery time 

and the facility staff was made aware. 

Review of facility progress notes revealed there 

was no documentation the facility notified the 

physician of the oxygen desaturation which 

occurred on 9/21/16. 

Review of the Physical Therapy notes dated 

9/22/16 at 5:14 pm revealed:

-On 9/22/16, Resident #7 was being assisted to 

the bathroom with PT and her oxygen saturation 

dropped to 68% and heart rate was 124.

-After 4 minutes and 24 seconds her oxygen to 

recovered to 88%.

-Resident ambulated for 75 feet with rolling 

walker and her oxygen saturations dropped to 

74% and heart rate was 118 and took 5 minutes 

and 13 seconds. 

-After continuing ambulation with PT for another 

75 feet her oxygen saturation dropped to 72% 

and heart rate increased to 72% and took 3 

minutes and 58 seconds to recover to 88%.
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-The facility nurse inquired about Resident #7 

saturations and called the physician's office and 

has not been able to contact PCP.

-Resident #7 was seated in a recliner and oxygen 

saturations were 87% and heart rate was 90 at 

rest. 

-Resident #7 went to the bathroom and her 

oxygen saturations dropped to 68% and heart 

rate was 118.

-Resident #7 required a seated break of 8 

minutes and 46 seconds to recover to an oxygen 

saturation of 88%.

-Resident #7 reported feeling like her heart was 

beating too much.

-PT transported Resident #7 to lunch in 

wheelchair.

-PT spoke with an LPN and the LPN reported to 

the PT she left a message about lowered oxygen 

saturations and elevated heart rate.

-PT made LPN aware that the oxygen saturations 

dropped to 68% and heart rate was up to 124.

-A care manager was present and reported the 

family member called and spoke with him about 

Resident #7 needing to be transported to the 

hospital and the care manager recommended the 

family member speak with the RN.

Review of Resident #7's progress notes dated 

9/22/16 revealed:

-During ambulation with PT, Resident #7's 

oxygen saturations dropped to 72% and pulse 

was 118.

-When Resident #7 was transferring to the 

bathroom the oxygen saturations dropped to 69% 

and pulse went up to 124.

-Facility staff called Resident #7's PCP, who was 

not in, but the on-call physician ordered Resident 

#7 be sent to the hospital.

-Facility staff spoke with Resident #7's family 

member and he was also told by the office to 
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 D 273Continued From page 6 D 273

send Resident #7 to the hospital. 

-Resident #7 was sent to the local hospital at 1:51 

pm for low oxygen saturations and elevated pulse 

via ambulance.

-At the time of transport Resident #7's oxygen 

saturation was documented as 96%.

Review of the physician's History and Physical 

from the hospital dated 9/22/16 revealed:

-Resident #7 was admitted to the hospital with 

diagnoses which included diastolic heart failure.

-Resident #7 was diagnosed with a Type 2 

NSTEMI. (Type 2 NSTEMI [non-ST elevation 

myocardial infarction] is a heart attack secondary 

to ischemia [inadequate blood supply to the 

tissues.])

A telephone interview with Resident #7's family 

member on 9/29/16 at 1:52 pm revealed:

-On Saturday, 9/17/16 and Sunday, 9/18/16, 

Resident #7 started to have difficulty walking any 

distance on the walker and he asked the staff if 

she could have assistance with ambulation in a 

wheelchair.

-On Sunday, 9/18/16, Resident #7 was very 

weak, tired and had a more "gray look" to her. He 

did not remember whether or not he had reported 

this to the nursing staff.

-The facility staff notified the family member when 

they obtained a CXR.

-The family member thought they would get an 

order for oxygen because her oxygen levels 

dropped.

-On 9/22/16, the family member called the PCP's 

office and reported low oxygen levels with 

exertion. 

-After calling the physician's office, the family 

member drove to the PCP's office to get an 

explanation of the CXR and the office never 

received the results.
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-The staff at the PCP's office did not know 

anything about the resident's condition at that 

time beyond issuing the order for the CXR.

Interview with the Wellness Nurse, LPN, on 

9/29/16 at 3:48 pm revealed:

-On 9/19/16, it was reported to her that during the 

physical therapy session Resident #7's oxygen 

saturation dropped to 78% and she faxed the 

PCP this information, the vital signs and a 

request for a CXR.

-She could not remember what the CXR results 

were but did remember faxing them to the PCP.

-She did not report the abnormal oxygen 

saturations and vitals to the Resident Care 

Director (RCD) because she had reported to the 

physician's office.

-Resident #7's PCP office was "not very 

responsive".

-The wellness nurse did not send Resident #7 to 

the hospital because when she assessed 

Resident #7 she was not in distress and her 

oxygen and vitals were within normal limits on 

9/19/16.

-She was not aware of any subsequent drops in 

the resident's oxygen saturations after 9/19/16.

Interview with a second Wellness Nurse, LPN, on 

9/30/16 at 12:51 pm revealed:

-She was not aware of Resident #7's low oxygen 

saturations until 9/22/16.

-If low oxygen or abnormal vitals were reported to 

her she would  assess the resident and contact 

the physician.

-If the resident's oxygen returned to normal she 

would continue to monitor the resident. 

-On 9/22/16, after being informed about the 

resident's desaturation episode, she reported the 

abnormal vitals and low oxygen to the RCD.

-The Wellness Nurse obtained orders from the 
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on-call physician to send Resident #7 to the 

emergency department. 

Interview with the Resident Care Director (RCD), 

an RN, on 9/29/16 at 5:13 pm revealed:

-If it was reported to her staff that a resident had 

a low oxygen level or abnormal vitals she 

expected her staff to assess and monitor the 

resident and report these significant findings to 

her. 

-The facility staff did not report that Resident #7 

had low oxygen saturations with exertion during 

physical therapy.

-The facility staff did not inform the RCD that they 

requested and obtained an order for a CXR.

-If she had she known on 9/20/16 that Resident 

#7's oxygen saturations dropped to 72%, her 

pulse was 19 and after 4-5 minutes her oxygen 

saturations only returned to 88% she would have 

sent Resident #7 to the emergency department.

-The RCD was not aware of Resident #7's CXR 

results or the drop in her oxygen saturations until 

she instructed facility staff to send Resident #7 

out to the hospital on 9/22/16.

Interview with the Administrator on 9/30/16 at 

12:44 pm revealed:

-There were things that the Wellness Nurse could 

have done that were not done.

-On 9/30/16, the PT informed the Administrator 

that Resident #7's oxygen dropped with exertion 

but the levels always recovered to normal ranges.

-He was not aware of Resident #7's CXR results 

or the low oxygen levels at the time they were 

occurring. 

_________________________

A Plan of Protection was provided by the facility 

on September 29, 2016 as follows: 

-Facility staff will immediately begin an audit of 

resident's records to identify any health care 
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 D 273Continued From page 9 D 273

issues requiring referral or follow up.

-All identified issues will be followed up 

immediately.

-The leadership tea will conduct 2-3 meetings per 

week to review resident changes and address 

any concerns with physicians and to ensure 

appropriate follow up is in place.

CORRECTION DATE FOR THE TYPE A2 

VIOLATION SHALL NOT EXCEED October 30, 

2016.

 D912 G.S. 131D-21(2) Declaration of Residents' Rights

G.S. 131D-21  Declaration of Residents' Rights

Every resident shall have the following rights:

2.  To receive care and services which are 

adequate, appropriate, and in compliance with 

relevant federal and state laws and rules and 

regulations.

This Rule  is not met as evidenced by:

 D912

Based on observations, interviews, and record 

reviews, the facility failed to ensure residents 

received care and services which were adequate, 

appropriate, and in compliance with relevant 

federal and state laws and rules and regulations 

regarding referral and follow up to the primary 

care physician.

The findings are:

Based on observations, interviews, and record 

reviews, the facility failed to ensure referral and 

follow up for 1 of 7 sampled residents (Resident 

#7) who was experiencing respiratory difficulty 

and low oxygen saturations with exertion. [Refer 
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 D912Continued From page 10 D912

to Tag 273, 10A NCAC 13F .0902(b) (Type A2 

Violation).]
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