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Initial Comments

The Adult Care Licensure Section conducted a
follow-up survey on December 13, 2022 to
December 14, 2022.

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:

Based on observations, record reviews, and
interviews, the facility failed to ensure 1 of 5
sampled residents (#4) who had an order for
nectar thickened liquids was served nectar
thickened liquids with medication administration.

The findings are:

Review of Resident #4's current FL2 dated
07/07/22 revealed:

-Diagnoses included diabetes mellitus type 2,
hypertension, and muscle weakness.

-There was a physician's order for honey
thickened liquids.

Review of Resident #4's physician's orders dated
10/20/22 revealed an order for nectar thickened

liquids.

Review of the facility's therapeutic diet list
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revealed Resident #4 was to be served nectar
thickened liquids.

Interview with a cook on 12/13/22 at 10:27am
revealed:

-There was one resident in the facility with an
order for nectar thickened liquids.

-The dietary staff prepared the nectar thickened
beverages for Resident #4's meals and as
requested by the MAs.

Observation of the kitchen on 12/14/22 at 2:56pm
revealed there was a container of powdered
thickener and a container of liquid thickener
available.

Observation of the meal service on 12/13/22
between 11:50am and 12:30pm revealed:
-Resident #4 was served chili beans, fried okra,
muffin, fruit and nectar thickened tea.

-There was also a blue medication cup on the
table by Resident #4's thickened tea and the blue
cup contained regular thin water.

-A second observation of the blue cup at Resident
#4's place setting revealed Resident #4 drank the
remaining water from the cup.

Interview with the medication aide (MA) on
12/13/22 at 12:00pm revealed:

-She gave Resident #4 regular thin water when
she administered his medication.

-She gave Resident #4 regular thin water
because he preferred to drink regular thin water
with his medication.

-She did not know if Resident #4's physician had
been notified of him drinking regular water with
his medication.

Observation of the medication cart on 12/14/22 at
10:54am revealed:
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-There was a pitcher of water on the medication
cart.

-There was not any thickener on the medication
cart or pre-thickened beverages.

A second interview with the MA on 12/14/22 at
10:55am revealed:

-She had never been told Resident #4 needed
thickened water to take his medication.

-There was no thickener or thickened water on
the medication cart.

-Resident #4 had never choked when she
administered his medication with regular thin
water.

Interview with Resident #4 on 12/14/22 at
10:04am revealed:

-The MA gave him regular water when he took his
medication.

-He had thickened beverages with his meals and
snacks.

-He did not get choked when he took his
medications.

Interview with the Resident Care Coordinator
(RCC) on 12/14/22 at 12:28pm revealed:
-Resident #4 had a physician's order for nectar
thickened liquids.

-The MAs usually administered Resident #4's
medications with his meal and he usually drank
the thickened beverage provided by the kitchen
when taking his medications.

-There was no thickener on the medication cart to
thicken the water used for medication
administration.

-The dietary staff was responsible for thickening
Resident #4's beverages and the medication
aides went to the kitchen to get thickened water
when they administered medication to Resident
#4.
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-When Resident #4 had medication to be
administered after the dietary staff left, the MAs
would go to the kitchen to prepare the thickened
water themselves.

-She did not know if the MAs had been trained on
how to prepare a thickened beverage.

Interview with the Administrator on 12/14/22 at
12:15pm revealed:

-Resident #4 was the only resident in the facility
with physician's orders for thickened liquids.
-She did not know Resident #4 was being served
regular thin water with his medication
administration.

-She did not know if it was "okay" for Resident #4
to have regular water with his medications and
she would need to seek clarification from the
speech therapist.

-Resident #4 had a history of being noncompliant
related to taking other residents' regular
beverages and drinking them and she had
notified the speech therapist of this.

-Resident #4 had not had any choking episodes.

Attempted telephone interview with Resident #4's
Primary Care Provider on 12/14/22 at 11:34am
was unsuccessful.
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