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Initial Comments

The Adult Care Licensure Section conducted an
annual survey on August 4, 2021.

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:

Based on observations, interviews, and record
reviews, the facility failed to have a matching
therapeutic diet menu for staff guidance for 2 of 3
sampled residents (Residents #1 and #3), who
had a physician's order for a low carbohydrate
diabetic diet.

The findings are:

Review of Resident #1's current FL2 dated
07/07/21 revealed:

-Diagnoses included schizoaffective disorder and
Type Il diabetes mellitus (DM).

-There was a diet order for a low carbohydrate
diabetic diet.

Observation of the facility's diet menu in the
kitchen revealed:

-There was a four week Cycle 1 2021 menu in a
binder that listed three meals and snacks Sunday
though Saturday for a regular diet with no added
salt.

-There were no therapeutic diet menus available
to serve as guidance for the staff in the binder.
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-There was no low carbohydrate diabetic diet
menu available for staff to reference.

Observation of the lunch meal service on
08/04/21 from 12:00pm to 12:35pm revealed:
-There were no diet menus listed in the kitchen of
Building #1.

-There were no diet orders for the residents
posted in the kitchen or located in the kitchen.
-There were 6 residents at the lunch meal,
including Resident #1.

-All were served macaroni and ground beef with a
red sauce, broccoli, bread, and a piece of cake.
-Beverages served were a 6 ounce glass of water
and an eight ounce glass of sweetened tea.

Without a therapeutic diet menu it could not be
determined if Resident #1 was served the
appropriate meal.

Based on observations, interviews and record
reviews it was determined Resident #1 was not
interviewable.

Refer to interview with the cook on 08/04/21 at
2:50pm.

Refer to telephone interview with Resident #1's
primary care provider (PCP) on 08/05/21 at
2:10pm.

Refer to telephone interview with the
Administrator on 08/05/21 at 3:20pm.

2. Review of Resident #3's current FL2 dated
02/03/21 revealed:

-Diagnoses included major depressive disorder
disorder and Type Il diabetes mellitus (DM).
-There was a diet order for a low carbohydrate
diabetic diet.
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Observation of the facility's diet menu in the
kitchen revealed:

-There were no therapeutic diet menus available
to serve as guidance for the staff in the binder.
-There was no low carbohydrate diabetic diet
menu available for staff to reference.

Observation of the lunch meal service on
08/04/21 from 12:00pm to 12:35pm revealed:
-There were 6 residents at the lunch meal,
including Resident #3.

-She was served macaroni and ground beef with
a red sauce, broccoli, bread, and a piece of cake.
-Beverages served were a 6 ounce glass of water
and an eight ounce glass of sweetened tea.

Without a therapeutic diet menu it could not be
determined if Resident #3 was served the
appropriate meal.

Based on observations, interviews and record
reviews it was determined Resident #3 was not
interviewable.

Refer to interview with the cook on 08/04/21 at
2:50pm.

Refer to telephone interview with Resident #3's
PCP on 08/05/21 at 2:10pm.

Refer to telephone interview with the
Administrator on 08/05/21 at 3:20pm.

Interview with the cook on 08/04/21 at 2:50pm.
-She was responsible for preparing the breakfast
and lunch meals for the residents.

-She served the same meal to all the residents in
the facility.

-She thought all the residents were on a regular
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diet.

-She did not know two of the residents were on a
low carbohydrate diabetic diet.

-There was no list posted in the kitchen with the
resident's diet orders.

-She did not know if there was any guidance for
preparing meals for residents on a therapeutic
diet.

-She only served regular diets, chopped meats
and pureed meals.

-She had not been instructed to follow any other
menu except the regular menu.

-She did not have any formal training at the
facility since her hire.

Interview with the primary care physician (PCP)
on 08/05/21 at 2:10pm revealed:

-She did not know there was no menu guidance
for residents on a therapeutic diet.

-She did not supervise meals when she was
visiting the residents.

-Her expectation was residents should be served
the appropriate meal for their physician ordered
diets.

Telephone interview with the Administrator on
08/04/21 at 3:52pm revealed:

-She had contracted with their food distributor for
a cycle of menus for regular, no salt and no
concentrated sweets diets.

-The four week cycle of menus were delivered to
the facility every quarter.

-She had been using these cycle of menus for
several years.

-There were diet orders for each resident in a red
binder in the kitchen of each building.

-The food was prepared in one building on the
campus and delivered to each building in a
warmer.

-The kitchen where the food was prepared should
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have a regular menu and therapeutic menus
posted or available for the cook.

-They should also have a list of the residents’
diets in each building.

-It was the responsibility of the cooks to check the
diet of each resident and prepare the correct
menu items as directed on the therapeutic menu
guidance.

-There were 2 cooks in the facility and they both
had been trained to review the diet orders for
each resident before meals were prepared in
case there had been a change in orders, and to
follow the menu for that diet.

-She was responsible for the training and
supervision of the cooks and their preparation of
meals.

-She did not know there was not a menu being
followed for the low concentrated sweets diet.
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