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 D 000 Initial Comments  D 000

The Adult Care Licensure Section conducted an 
annual survey and complaint investigation on 
October 22 and October 23, 2015.

 

 D 361 10A NCAC 13F .1004(d) Medication 
Administration

10A NCAC 13F .1004 Medication Administration
(d)  Liquid medications, including powders or 
granules that require to be mixed with liquids for 
administration, and medications for injection shall 
be prepared immediately before administration to 
a resident.

This Rule  is not met as evidenced by:

 D 361

Based on observations, interviews, and record 
reviews, the facility failed to ensure medications 
prepared for administration in advance were kept 
enclosed in a sealed container that identified the 
name and strength of each medication prepared 
and the resident's name for 1 of 5 sampled 
residents (Residents #5).

The findings are:

Review of Resident #5's Resident Register 
revealed an admission date of 09/24/2009.

Review of Resident #5's current FL2 dated 
4/16/15 revealed:
- Diagnoses included depression, osteoporosis, 
heart stent, thyroid, frequency/urgency, 
Alzheimer's Dementia.

Review of Resident #5's October 2015 
Medication Administration Record (MAR) 
revealed: -An entry for Morphine Sulfate 
100mg/5ml - Take 0.25 ml (5mg) by mouth/under 
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 D 361Continued From page 1 D 361

tongue every 3 hours as needed for pain, 
dyspnea. 
-The Morphine Sulfate was documented as 
administered by a Medication Aide one time on 
October on 10/01/15 at 9:48 pm.

Review of Resident #5's record revealed:
-Resident was a client of Hospice for the primary 
diagnosis of Alzheimer's Disease.
 -A physician's order dated 8/13/15 prescribing
Morphine sulfate 100mg/5ml - Take 0.25 ml 
(5mg) by mouth/under tongue every 3 hours as 
needed for pain, dyspnea. 

Observation on 10/22/15 at 2:53 pm of the 
medication cart revealed:
-A red translucent box with no label which in a 
locked compartment of the locked medication 
cart. 
-Inside the box there were seven 1ml syringes 
calibrated by even number of twos.
-Each syringe was filled with 0.26 ml of a clear, 
light blue substance.
-The syringes were not labeled.
-There was a box with a medication label that 
was labeled for Resident #5 and it was filled 
8/31/15 which contained one 15 ml bottle of 
Morphine sulfate 100mg/5ml with instructions to 
give 0.25 ml (5mg) by mouth/under tongue every 
3 hours as needed for pain, dyspnea.
-The bottle had approximately 13 mls of Morphine 
sulfate, a light blue substance left in the bottle.

Interview on 10/22/15 at 2:54 pm with a 
Medication Aide revealed:
-The syringes in the red translucent box belonged 
to Resident #5.
-The syringes were filled by Resident's #5's 
Hospice Nurse.
-The syringes were counted along with the bottle 
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 D 361Continued From page 2 D 361

every shift against the controlled substance log 
for the Morphine Sulfate.
-She was not aware the syringes were prepared 
at the incorrect dose.
-She had never administered the medication, but 
it had been administered once. 

Interview on 10/22/15 at 3:00 pm with the 
Resident Care Director revealed:
-He knew the prefilled syringes were in the 
medication cart.
-The syringes were Resident #5's because he 
witnessed the Hospice Nurse filling the syringes 
with the Morphine sulfate.
-He was aware the box and the syringes should 
have been labeled.
-The Hospice Nurse prefilled the syringes, 
because Hospice did not want to incur the 
pharmacy's charge to prefill the syringes.
-He was not aware the dosage was incorrect. 

Interview on 10/22/15 at 3:05 pm with a second 
Medication Aide revealed:
-She had administered one syringe to Resident 
#5 and was not aware it was the incorrect dose.
-She knew the syringes belonged to Resident #5, 
because staff counted them every shift.
-She signed out one dose of the medication on 
the MAR and on the controlled substance log on 
October on 10/01/15 at 9:48 pm.

Interview on 10/22/15 at 3:14 pm with a Hospice 
Nurse assigned to Resident #5 revealed:
-Hospice nurses routinely prefilled syringes at the 
facility to avoid medication errors.
-She knew to label each syringe for each resident 
with the name of the medication.
-She was sick when these syringes were filled 
and was not the nurse who prefilled them. She 
was unaware of who had filled them.
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 D 361Continued From page 3 D 361

-She was unaware that the syringes were not 
calibrated correctly for the ordered dose and the 
syringes were prefilled at an incorrect dose. 

Interview on 10/22/15 at 3:10 pm with the 
Administrator revealed:
-She was aware that Hospice Nurses prefilled the 
syringes.
-She provided the documentation where Hospice 
Nurses were expected to prefill the syringes for 
the facility staff when needed.
-She did expect that the syringes were to be 
labeled. 
-She was not aware the syringes were not 
labeled.

Interview on 10/23/15 at 9:04 am with the 
Regional Nurse revealed:
-She was unaware the unlabeled syringes were 
stored in the medication cart.
-It was her expectation the syringes be filled 
properly and the syringes be labeled by the 
facility's contract pharmacy or the Hospice 
pharmacy.
-The facility was between Hospice Nurses 
because the regular Hospice Nurse took a 
different position and the nurse that was filling in 
must not have known to label the syringes.
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 D 000 Initial Comments  D 000

The Adult Care Licensure Section and the 
Cleveland County Department of Social Services 
conducted an Annual and Follow-up survey on 
October 28, 2015 and October 29, 2015.

 

 D 310 10A NCAC 13F .0904(e)(4) Nutrition and Food 
Service

10A NCAC 13F .0904 Nutrition and Food Service
(e)  Therapeutic Diets in Adult Care Homes:
(4)  All therapeutic diets, including nutritional 
supplements and thickened liquids, shall be 
served as ordered by the resident's physician.

This Rule  is not met as evidenced by:

 D 310

Based on observations, record reviews, and 
interviews, the facility failed to assure 1 of 1 
resident (Resident #5) was served a 2 gram (gm) 
sodium diet as ordered by the resident's 
prescribing practitioner.

The findings are:

Review of Resident #5's current FL2 dated 7/8/15 
revealed:
-Diagnoses of hypertension, chronic back pain, 
and degenerative joint disease.
-An admission date of 8/4/11.
-A notation under the resident's nutritional status 
for a regular diet.
-An order for compression stockings to be applied 
in the morning and removed in the evening.

Review of Resident #5's record revealed:
-A 10/6/15 progress note by the facility's nurse, 
Resident #5 noted 3+ spongy pitting edema to 
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 D 310Continued From page 1 D 310

bilateral LE (lower extremity).
-(Resident #5) complained of a painful left ankle.
-MD (medical doctor) notified and appointment 
obtained for 10/7/15.

Review of Resident #5's 10/7/15 report of health 
services revealed:
-Bilateral ankle edema (painful.)
-A medication order for Lasix 20mg, 1 tablet daily 
for 5 days. (Lasix is a medication used as a 
diuretic to treat edema and heart failure.)
-Recheck with (named resident's physician) on 
Monday, 10/12/15.
-Needs to be on low sodium diet (2gm sodium 
diet.)

Review of Resident #5's 10/12/15 report of health 
services revealed:
-Swelling was better, discontinued Lasix.
-Continued low sodium diet (2gm sodium diet.)

Observation of the lunch meal on 10/28/15 at 
12:10pm revealed:
-Residents were served chicken ala king with egg 
noodles, fried zucchini, a roll, coffee, tea, and 
water, and vanilla ice cream for dessert. 
-The only substitution made from the posted 
menu was fried zucchini for zucchini with onions. 
-Resident #5 received the same menu items as 
all the other residents eating in the assisted living 
dining room. 

Interview with Resident #5 on 10/29/15 at 2:05pm 
revealed:
-She did not believe she was on a special diet, 
although she had cut back on her sugar.
-Her doctor told her to cut back on salt, and she 
had, (no date specified).
-She has had some swelling in her legs and 
ankles, but they were better.
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 D 310Continued From page 2 D 310

-When she had the swelling in her legs earlier (no 
time specified), she did not have any shortness of 
breath.
-The facility kept salt and pepper on the table, but 
she doesn't use the salt.

Review of the facility's therapeutic diet list in the 
kitchen on 10/29/15 at 2:35pm revealed Resident 
#5 was noted to be on a regular diet.

Interview with the Dietary Manager on 10/29/15 at 
2:45pm revealed:
-The facility's regular diets are all no added salt 
diets.
-The facility doesn't add any salt during cooking. 
-The facility doesn't have a menu for a 2gm 
sodium diet. 

On 10/29/15 at 2:30pm the facility obtained a 
telephone order from Resident #5's prescribing 
practitioner to change her dietary order to the 
facility's regular diet. 

Interview with the facility's corporate nurse on 
10/29/15 at 2:55pm revealed:
-The facility's policy was to clarify therapeutic 
diets that are not available per the facility's 
menus.
-All the regular diets in the facility are designed to 
be 4gm sodium diets.
-"I guess we just missed that (diet) order," (for 
Resident #5.)

Interview with staff at the prescribing practitioner's 
office at 3:08pm on 10/29/15 revealed:
 -The Nurse Practitioner (NP) ordered the low 
sodium diet for Resident #5 for the swelling in her 
legs.
-The NP assumed Resident #5 was on the low 
sodium diet she ordered and did not need to 
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 D 310Continued From page 3 D 310

continue the Lasix. 

Observations of Resident #5 on 10/29/15 at 
4:00pm revealed:
-The facility's nurse assessed Resident #5's feet 
and legs.
-The resident was wearing therapeutic 
compression stockings.
-The resident's right foot was slightly swollen.
-The resident's left foot/ankle was swollen 
significantly more than the right.

Interview with the facility's nurse on 10/29/15 at 
4:00pm revealed:
-Resident #5's right foot had non-pitting edema 
present.
-Resident #5's left foot had 2+ pitting edema 
present. 

Interview with Resident #5 on 10/29/15 at 4pm 
revealed:
-Her legs felt a "little heavy".
-Her feet were usually more swollen at the end of 
the day.
-Her feet were "really swollen this morning ...still 
swollen ... now are a little worse."
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