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 D 000 Initial Comments  D 000

The Adult Care Licensure Section and the Pitt 

County Department of Social Services conducted 

a follow-up survey and a complaint investigation 

on December 6-7, 2018. The complaint 

investigation was initiated by the Pitt County 

Department of Social Services on October 25, 

2018.

 

 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

FOLLOW-UP TO CONTINUING TYPE B 

VIOLATION.

Based on these findings, the previous unabated 

Type B Violation has not been abated.

Based on observations, interviews and record 

reviews, the facility failed to schedule follow-up 

orthopedic care for 1 of 7 sampled residents (#2) 

who had fallen and obtained a fractured humerus.

The findings are:

Review of Resident #2's current FL-2 dated 

02/12/18 revealed:

-Diagnoses included hypertension, end stage 

renal disease, anemia with chronic renal disease, 

secondary renal hyperparathyroidism, obesity, 

dialysis patient, mental retardation, and 

osteoarthritis of both knees. 

-He was ambulatory with the use of a rollator 

walker.
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-There was an order for Tylenol 500mg take one 

tablet every six hours as needed for pain.

Review of Resident #2's care plan dated 10/09/17 

revealed:

-The resident oriented and had adequate 

memory.

-The resident was ambulatory and had no 

problems with his upper extremities. 

-The resident was independent with toileting, 

ambulation, and transferring.

-The resident required limited assistance with 

eating, bathing, dressing and grooming by staff.

Observation of Resident #2 on 12/05/18 at 

11:40am revealed:

-He was wearing a sling on his right arm.

-He was walking down the hall using a rollator 

walker that he was holding on to with his left 

hand.

Review of Resident #2's "Nurses Notes" 

revealed:

-On 11/25/18 at 2:00pm the medication aide (MA) 

was called to Resident #2's room by a family 

member that indicated he needed assistance 

getting out of the chair because his arm hurt.

-Resident #2 revealed he fell the day prior and 

that his shoulder was hurting him.

-When asked if he wanted to go the ED, Resident 

#2 responded "yes".

-The MA called 911 and the resident was 

transported to the ED.

Review of Resident #2's Emergency Department 

(ED) visit summary for 11/25/18 revealed:

-Resident #2 had been seen in the ED for a fall.

-Resident #2 had a fracture to his proximal 

humerus (arm).

-Resident #2's arm was placed in a sling for 
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comfort.

-Follow-up would need to be arranged for 

Resident #2 with the orthopedic specialist.

-Resident #2 may continue taking Tylenol as 

directed for pain.

-If Resident #2 developed severely worsening 

pain, numbness or inability to move his arm, then 

medical attention should be sought promptly. 

-A call to the orthopedic specialist on 11/26/18 

should be made for follow-up.

Review of Resident #2's "72 Hour Acute 

Monitoring Report" revealed:

-There was an entry by a second shift MA on 

11/25/18 that read "Resident returned from 

hospital, had dinner, stayed up awhile then slept".

-There was an entry by a third shift MA on 

11/25/18 that read "Resident returned on second 

shift. He has a broken arm. There were no order 

changes for medications and no complaint from 

resident at this time". 

Review of Resident #2's Physician Office Visit 

summary dated 12/04/18 revealed:

-Resident #2 was seen by his PCP for a follow-up 

appointment for hypertension on 12/04/18.

-Resident #2 "was seen in the ED on 11/25/18 for 

a right humeral fracture and was to follow-up with 

orthopedics but has not".

-"Please ensure patient takes his medications as 

ordered on his medication administration record 

(MAR) daily."

-"Ensure patient is seen by orthopedics for his 

fracture; we will refer him today."

-"Ensure patient has a follow-up CT scan 

(computed tomography) and referral to 

orthopedic surgery".

-Resident #2 should continue to wear his arm 

sling until he is seen by the orthopedic surgeon.
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Telephone interview with Resident #2's 

orthopedic provider on 12/05/18 at 4:00pm 

revealed:

-Resident #2 did not have a referral appointment 

for follow-up for his fractured humerus.

-There was no record of any phone call attempts 

made to the orthopedic provider to schedule an 

appointment for Resident #2.

-Resident #2 had never been seen by the 

orthopedic provider. 

Interview with Resident #2 on 12/06/18 at 9:30am 

revealed:

-He fell in the bathroom a few weeks ago and no 

one at the facility helped him.

-He told a female staff member the day he fell 

and she "checked him out" and said he was fine.

-The next day his arm was hurting and he told the 

staff and they sent him to the ED.

-He came back from the hospital the same day 

and was told he had a broken arm and had to 

wear a sling.

-The staff were supposed to make him an 

appointment to go back for a checkup but they 

had not done it yet.

-He got someone to help him put on and take off 

the sling when he was getting dressed or bathed 

and sometimes he did it himself.

-His arm continued to hurt since he fell and it 

currently hurt him.

-He hoped he could go back to the doctor to get 

his arm examined.

Interview with a medication aide (MA) on 

12/06/18 at 10:00am revealed:

-On the morning (1st shift) of 11/25/18, Resident 

#2's family member called the MA asking for help 

in getting Resident #2 out of the chair.

-Resident #2 could not push himself up out of the 

chair because his arm hurt.
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-She asked Resident #2 what was wrong with his 

arm and he said he fell the day before (11/24/18) 

and hurt his arm.

-She then called 911 and the ambulance picked 

him up and took him to the ED.

-She did not complete an incident report because 

she did not see him fall.

-The process was to complete an incident report 

and fax it to the county and call the family and 

primary care provider (PCP) for any falls that 

required the resident to be sent to the ED.

-There was a box in the medication room that 

staff placed all incident reports and nurses notes 

about the incident.

-She had notified another family member (in 

addition to the one in the room) that Resident #2 

was transferred to the ED.

-She had not notified the PCP that the resident 

was transferred to the ED.

-Because the Resident Care Coordinator (RCC) 

was there the day he was sent to the ED, she 

assumed that would suffice for reporting it.

Interview with the RCC on 12/06/18 at 10:50am 

revealed:

-Resident #2 was sent to the ED on 11/25/18 due 

to his arm hurting from a fall the previous day.

-The family members were notified of his transfer 

the same day.

-She did not complete an incident report because 

she did not see the fall.

-She did not know that Resident #2 returned with 

paperwork from the ED requesting that a 

follow-up appointment be made with the 

orthopedic provider.

Interview with the transportation staff member 

and the RCC on 10/06/18 at 11:05am revealed:

-They did not know that Resident #2 had returned 

from the ED with notes from the ED provider 
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requesting a follow-up with the orthopedic 

provider.

-The paperwork was filed in Resident #2's record 

and they had not seen it. 

-The process was that any paperwork 

accompanying the resident from the ED was left 

at the front desk and the MA on duty would look 

for new orders or changes to current care and 

then file the paperwork in the resident record.

-If there were any new orders or changes, the MA 

was responsible to make those updates.

-The transportation staff member was responsible 

for scheduling resident appointments if she was 

told by the MA or saw the request in the 

paperwork accompanying the resident.

-Resident #2 had a routine appointment 

scheduled already for 12/04/18 with his PCP so 

the transportation staff member did not schedule 

another appointment.

Interview with Resident #2's family member on 

12/06/18 at 11:45am revealed:

-The facility staff notified him whenever Resident 

#2 fell or had been sent to the ED.

-The facility staff notified him a few weeks ago 

that Resident #2 had fallen the day before and 

was being taken to the ED that day due to him 

complaining of his arm hurting.

-Resident #2 had returned from the ED with a 

sling and was told he broke his arm.

-Since his fall, Resident #2 needed a lot of help to 

do things.

-He did not know if Resident #2 had gone to the 

orthopedic provider for follow-up care.

-He thought Resident #2 needed to wear the sling 

until his arm healed and did not know of any other 

orthopedic appointments planned for Resident 

#2.

Interview with a nurse from Resident #2's PCP's 
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office on 12/06/18 at 12:15pm revealed:

-Resident #2 was seen by the PCP on 12/04/18 

for a follow-up appointment for hypertension.

-Resident #2 was seen in the ED on 12/03/18 for 

chest pain.

-They put in a referral request on 12/04/18 for 

Resident #2 to follow-up with the orthopedic 

provider and that request was still in "pending 

status" in their electronic documentation system.

Interview with the Administrator on 12/06/18 at 

2:30pm revealed:

-She did not know Resident #2 had an order for a 

follow-up with the orthopedic provider.

-The process was the MA on duty was 

responsible for any orders the resident had when 

returning from the ED or other appointments.

-The MA would slip the paperwork under the 

RCC's door and the transportation staff member 

would schedule the follow-up appointment.

-The paperwork for Resident #2 must have been 

filed in the resident record and not reviewed.

-The facility policy was that all resident visits to 

the ED were followed up with a PCP appointment.

-She would make sure Resident #2 had an 

orthopedic follow-up appointment as soon as 

possible.

Interview with Resident #2's PCP on 12/06/18 at 

3:50pm revealed:

-Resident #2 was seen in her office on 12/04/18 

for a follow-up appointment for hypertension.

-Resident #2 was wearing a sling on his right 

arm.

-Resident #2 expressed he was in pain and his 

right arm was hurting him.

-She had noted in Resident #2's electronic record 

that he had been seen in the ED on 11/25/18 for a 

fracture of his right humerus.

-The ED instructions indicated that the orthopedic 
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specialist was to have been contacted on 

11/26/18 to arrange for a follow-up.

-Resident #2 indicated he had not been back to 

the doctor for his arm.

-The "sitter" that was with Resident #2 did not 

know if he had a follow-up appointment with the 

orthopedic specialist.

-The PCP called the facility on 12/04/18 and the 

staff told her they did not know if Resident #2 had 

been for a follow-up visit or had an appointment 

with the orthopedic specialist.

-Resident #2 should have seen an orthopedic 

surgeon for his fractured humerus so it could be 

assessed and determined if further intervention 

such as surgery would be needed.

-The ED put on the sling to keep him from moving 

his arm, but it may need to be splinted and the 

orthopedic surgeon would determine that through 

x-ray studies.

-If Resident #2 did not receive proper follow-up 

for his fractured humerus, it could result in frozen 

shoulder (a condition characterized by stiffness 

and joint pain) or if not healed correctly, he may 

permanently not be able to move his right arm.

-Resident #2 had Tylenol ordered for his arm 

pain, but she was not sure if Resident #2 was 

getting any pain medication for his arm since it 

was not noted on his MAR. 

Interview with the RCC and two MAs on 12/06/18 

at 4:00pm revealed:

-There were no specific orders for Resident #2's 

splint.

-They did not know how long to keep it on or 

remove it, so they kept it on him unless he was 

bathing.

-Resident #2 never asked for pain medication so 

they had not given him any.

Interview with a personal care aide (PCA) on 
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12/06/18 at 4:10pm revealed:

-Resident #2 wore his sling during the day and at 

night when he slept.

-Resident #2's shower days were Monday, 

Wednesday and Friday on second shift.

-She helped him take off his sling when he 

showered.

-Resident #2 could not lift his right arm because it 

hurt him, so she would carefully help him slip off 

his shirt.

-When Resident #2 was in the shower, he held 

his right arm next to his body because it hurt him 

to move it.

-She had helped him shower on 12/05/18 and his 

right arm was hurting him during the shower.

-He had not asked for any pain medication.

-The MA's knew the resident's arm hurt him 

because the PCA heard him tell the staff.

Review of Resident #2's MAR for November and 

December 2018 revealed Tylenol 500mg one 

tablet every six hours as needed for pain was 

ordered, but there was no documentation that it 

had been given.

_________________________

The facility failed to contact Resident #2's 

orthopedic provider and schedule a follow-up 

appointment for a fractured humerus obtained 

from a fall, as ordered upon discharge from the 

emergency department. Resident #2 had been 

without follow up care for eleven days which 

placed the resident at risk for frozen shoulder and 

permanent inability to move his arm if it did not 

heal correctly. This failure was detrimental to the 

health of the resident and constitutes a continuing 

unabated Type B Violation.

_______________________

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on 12/06/18 for 
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this violation.

 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 care and 

services related to health care referral and 

follow-up needs.

The findings are: 

Based on observations, interviews and record 

reviews, the facility failed to schedule follow-up 

orthopedic care for 1 of 7 sampled residents (#2) 

who had fallen and obtained a fractured humerus. 

[Refer to Tag 0273 10A NCAC .0902(b) Health 

Care Unabated Type B Violation).]
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