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 C 000 Initial Comments  C 000

The Adult Care Licensure Section and the 

conducted an annual survey on 03/25/21.

 

 C 270 10A NCAC 13G .0904 (c-7) Nutrition And Food 

Service

10A NCAC 13G .0904 Nutrition And Food Service

Menus in Family Care Homes:

(7) The facility shall have a matching therapeutic 

diet menu for all physician-ordered therapeutic 

diets for guidance of food service staff.

This Rule  is not met as evidenced by:

 C 270

Based on observations, interviews and record 

reviews, the facility failed to have a matching 

therapeutic diet menu for 2 of 2 residents for a 

pureed diet (Resident #1) and a mechanical 

altered/ground diet (Resident #2).

The findings are:

1.  Review of Resident #1's current FL-2 dated 

01/21/21 revealed:

-Diagnoses included stroke with right sided 

weakness. 

-There was a physician's order for a pureed diet.

Review of Resident #1's care plan dated 01/21/21 

revealed Resident #1 was on a pureed diet and 

required assistance with feeding.

Review of the facility's lunch menu for 03/25/21 

revealed residents on a regular diet should be 

served chicken marsala, parsley egg noodles, 

yellow squash, baked roll and blackberry vanilla 

parfait. 
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 C 270Continued From page 1 C 270

Observation on 03/25/21 at 11:06am revealed:

-The facility's contracted Registered Nurse (RN) 

wrote substitutions on the regular diet menu.

-She wrote substitutions of sautéed chicken, rice 

with margarine, carrots, one slice of light toasted 

bread and peaches to replace the entire regular 

diet on the menu to be served that day.

Review of the facility's therapeutic diets menu 

revealed there was no menu available for the 

pureed diet.

Observation on 03/25/21 at 11:45am of lunch 

being served revealed: 

-Resident #1 was being served a chicken breast 

cut into bite size pieces, carrots, rice, and 

peaches.

-Resident #1 consumed the peaches.

-A surveyor stopped food service to Resident #1.

-The facility's contracted RN served Resident #1 

a bowl of grits while the Supervisor left to 

purchase a blender.

-The Supervisor blended the sautéed chicken, 

carrots, and rice to a pureed consistency.

-Resident consumed 100% of her meal.

Interview with the medication aide (MA) on 

03/25/21 at 12:15pm revealed:

-The Supervisor told her Resident #1 was on a 

regular diet.

-Resident #1 required assistance with cutting up 

her food and eating it.

-There was not a therapeutic diet menu for a 

pureed diet for Resident #1.

-Resident #1 had a good appetite and typically 

ate everything that was served to her.

Interview with the facility contracted RN on 

03/25/21 at 12:30pm revealed:

-She completed Resident #1's care plan on 
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 C 270Continued From page 2 C 270

01/21/21.

-She notified the Supervisor and faxed the care 

plan to Resident #1's Nurse Practitioner (NP).

-She told the Supervisor Resident #1 was on a 

pureed diet and required assistance with feeding.

Telephone interview with Resident #1's NP on 

03/25/21 at 12:40pm revealed:

-Resident #1 was supposed to be on a regular 

diet.

-She did not know how it was overlooked. 

-Resident #1 completed speech therapy in the 

past and she was changed to a regular diet.

-She was faxing a clarification order to the facility 

today or planned to make an onsite visit to 

assess the resident and correct the order.

Interview with the Supervisor on 03/25/21 at 

3:00pm revealed:

-She did not see Resident #1's FL2 and care plan 

to confirm her diet order.

-She did not routinely review the residents' FL2's 

and care plans.

-Resident #1 completed speech therapy prior to 

her admission on 01/21/21.

-Resident #1's NP told her that Resident #1 was 

on a regular diet upon admission to the facility.

-She did not get a verbal clarification order from 

the NP until today.

-She would have requested a pureed diet menu 

for Resident #1 if she was ordered a pureed diet.

Telephone interview with the facility's contracted 

dietician on 03/25/21 at 2:24pm revealed:

-The facility did not request a pureed diet menu 

for Resident #1.

-The staff would need to contact her to request 

this option to be initiated in their diet program.

-The chicken breast, carrots, rice, and peaches 

all required to pureed making sure the liquid does 
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 C 270Continued From page 3 C 270

not separate from the solid.

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

02/05/21 revealed:

-Diagnoses included Parkinson's dementia and 

history of aspiration pneumonia.

-There was a physician's order for a mechanical 

altered/ground diet with honey nectar thickened 

liquids.

Review of Resident #2's diet order dated 

02/16/21 revealed Resident #2 was changed from 

honey nectar liquids to nectar thickened liquids.

Review of Resident #2's diet order dated 

03/25/21 revealed a written clarification order 

from his Hospice Nurse Practitioner "effective 

02/11/21 stated patient able to tolerate regular 

diet and thickened liquids".

Review of Resident #2's care plan dated 02/07/21 

revealed Resident #2 was on a mechanical 

altered diet with nectar thickened liquids feed 

resident in upright position.

Review of the facility's therapeutic diets menu 

revealed there was no menu available for the 

mechanical  altered/ground diet.

Observation on 03/25/21 at 12:00pm of lunch 

being served revealed: 

-Resident #2 was served a peanut butter and jelly 

sandwich and peaches cut into bite size portions.

-Resident #2 consumed 100% of his food.

-After he finished his meal he coughed, and his 

face turned red.

Interview with the medication aide (MA) on 

03/25/21 at 12:15pm revealed:

-The Supervisor told her Resident #2 was on a 
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 C 270Continued From page 4 C 270

regular diet.

-There was not a therapeutic diet menu for a 

mechanical altered/ground diet for Resident #2.

-Resident #2 liked peanut butter and jelly 

sandwiches most of the time as an alternate to 

what was served on the menu.

Interview with the facility contracted Registered 

Nurse on 03/25/21 at 12:30pm revealed:

-She completed Resident #2's care plan on 

02/07/21.

-She notified the Supervisor and faxed the care 

plan to Resident #2's hospice provider.

-She told the Supervisor Resident #2 was on a 

mechanical altered/ground diet and nectar 

thickened liquids.

-She did not see a therapeutic diet menu for a 

mechanical altered/ground diet.

Interview with the Supervisor on 03/25/21 at 

3:00pm revealed:

-She did not see Resident #2's FL2 and care plan 

to confirm her diet order.

-She did not routinely review the residents' FL2's 

and care plans.

-When Resident #2 was admitted to hospice care 

he was put on a regular diet with nectar thickened 

liquids in the middle of February 2021.

-She did not get a clarification order from hospice 

care until today.

-She would have requested a mechanical 

altered/ground diet menu for Resident #2 if he 

was ordered it.

Telephone interview with Resident #2's Hospice 

Nurse on 03/25/21 at 12:15pm revealed:

-The Supervisor reached out to her today 

requesting an order to clarify Resident #2's diet 

order because the Supervisor did not have a 

written order.
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 C 270Continued From page 5 C 270

-Resident #2 was placed on a regular diet with 

nectar thickened upon admission when she 

completed his assessment on 02/11/21.

-It was okay for Resident #2 to have nectar 

thickened liquids and regular of foods he 

preferred.

Telephone interview with the facility's contracted 

dietician on 03/25/21 at 2:24pm revealed:

-The facility did not request a mechanical ground 

diet menu for Resident #2.

-The staff would need to contact her to request 

this option to be initiated in their diet program.

-The chicken breast would have needed to be 

grinded to an 1/8-inch dice size and moistened 

with sauce.

-The carrots required to be cooked very soft and 

mashed.

-The peaches required grinding or mashing with 

the liquid.

Refer to telephone interview with the 

Administrator on 03/25/21 at 3:30pm.

_________________________

Telephone interview with the Administrator on 

03/25/21 at 3:30pm revealed:

-She did not know any of the residents were on 

therapeutic diets.

-She expected the contracted facility Registered 

Nurse to complete monthly reports on the care 

needs of the residents.

-She had not received a communication from the 

contracted facility Registered Nurse there were 

residents requiring therapeutic diet menus.

-The Supervisor was told both residents were on 

regular diets by their primary care providers.

-The Supervisor failed to get a clarification of the 

diet orders for the residents from their providers 

until today.
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 C 283Continued From page 6 C 283

 C 283 10A NCAC 13G .0904 (e-3) Nutrition And Food 

Service

10A NCAC 13G .0904 Nutrition And Food Service

Therapeutic Diets in Family Care Homes:

(3) The facility shall maintain an accurate and 

current listing of residents with physician-ordered 

therapeutic diets for guidance of food service 

staff.

This Rule  is not met as evidenced by:

 C 283

Based on interviews and record reviews, the 

facility failed to maintain an accurate and current 

listing of residents with physician-ordered 

therapeutic diets for guidance of food service 

staff for 2 of 2 sampled residents with an order for 

a puree diet (Resident #1) and an order for a 

mechanical ground diet with nectar thickened 

liquids (Resident #2).

The findings are:

1.  Review of Resident #1's current FL-2 dated 

01/21/21 revealed:

-Diagnoses included stroke with right sided 

weakness. 

-There was a physician's order for a puree diet.

Interview with the medication aide (MA) on 

03/25/21 at 12:15pm revealed:

-She was told by the Supervisor that Resident #1 

was on a regular diet.

-She never saw a therapeutic diet list posted in 

the kitchen.
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 C 283Continued From page 7 C 283

Interview with the Supervisor on 03/25/21 at 

3:00pm revealed:

-She was responsible for posting a therapeutic 

diet list in the kitchen.

-She thought Resident #1 was on a regular diet.

-She did not know Resident #1 still had an order 

for a pureed diet.

Refer to telephone interview with the 

Administrator on 03/25/21 at 3:30pm. 

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

02/05/21 revealed:

-Diagnoses included Parkinson's dementia and 

history of aspiration pneumonia.

-There was a physician's order for a mechanical 

altered/ground diet with nectar thickened liquids.

Interview with the medication aide (MA) on 

03/25/21 at 12:15pm revealed:

-She gave Resident #2 toast for breakfast 

because that it what he requested.

-She was told by the Supervisor that Resident #2 

was on a regular diet.

-She never saw a therapeutic diet list posted in 

the kitchen.

Interview with the Supervisor on 03/25/21 at 

3:00pm revealed:

-She was responsible for posting a therapeutic 

diet list in the kitchen.

-She thought Resident #2 was on a regular diet.

-She did not know Resident #2 still had an order 

for a mechanical altered/ground  diet.

-She did not think it was necessary to post 

Resident #2's nectar thickened liquid diet for the 

staff to reference because he was the only 

resident with nectar thickened liquids.

-She was never told to post a therapeutic diet list 

in the facility.
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 C 283Continued From page 8 C 283

Review of the facility's posted therapeutic diet 

revealed there was no therapeutic diet list posted.

 

Refer to telephone interview with the 

Administrator on 03/25/21 at 3:30pm. 

__________________________________

Interview with the Administrator on 03/25/21 at 

3:30pm revealed:

-If any of the residents were on a therapeutic diet, 

she expected it to be posted in the kitchen to 

communicate it with the staff.

-As far as she knew none of the residents were 

on therapeutic diets.

-She did not know there was not a listing of the 

residents on therapeutic diets.
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