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10ANCAC 13F .0904 Nulrition and Food Service
{(d) Food Requirements in Adult Care Homes:
{4y Water shall be served to each resident at
each meal, in addition to other beverages.

This Rule is not met as evidenced by:

Based on cbservations and interviews, the fagility
failed to ensure water was served at each meal
for the assisted living (AL) residents in addition to
other baverages.

The findings are:

Observation of the lunch meal sarvice on
03/03/26 for the AL dining room between 11:45am
and 12:30pm revealed:

~There were 43 residents present for the Junch
meat service.

-The beverages were served by the personal care
aides (PCA).

-Beverages included soda drinks, milk, juics,
coffes, and water.

-The PCAs poured soda and juice for all the
residents and offered milk to each resident,
-Seven residents were served water upon the
resident's request and all the other residents were

Measures put in place to correct
the deficient area of practice.

When brought to the attention of
the facility, dietary staff immediately
served water to all residents al the
current meai.
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served other beverages.
~No other residents were served water,

Ohservation of the breakfast meal service on
(03/04/26 for the AL dining room between 7:40am
and 8:20am revealed:

-There were 34 residents present for the
breakfast meal service.

-The beverages were served by the PCAs.
-Beverages included juice, mitk, coffee, and
waler.

-The PCAs poured juice and coffee for all the
residents and offered milk to each resident,
-Three residents were served water upon the
resident's request and all the other residents were
served other beverages.

-No other residents were served water.

interview with a resident on 03/04/28 at 8:00am
revealed:

-Beverages servad with meals usually included
coffes, julce, and soda diinks.

-If she wanted water with her meals, she had to
ask for it.

-She would drink water with every meal if it was
sarved fo her with each meal.

Interview with a second resident on 03/04/26 at
8:05am revealed:

-Residents were not usually offered or served
water with each meal,

-He wouid drink water with his meals if it was
served to him.

-He drank what was served to him and did not
ask for water.

Interview with a PCA on 03/04/26 at 8:10am
revealed:

-She assisted in the AL dining room during meals.
-Water was always available as a beverage for all

the problem from occurring again.

Ensure 100% of alf dietary and
nursing teammates are educaied on
serving water with all meais.

YWho will monitor the situation to
ensure it will no oceour again,

Dietary Direclor wili review 10
residents in the dining room and 5
residents’ room trays each week for
4 weeks to ensure water is seyved
with every meal,

How often will the monitoring take
place?

An audit will be completed weekly x
4 weeks, then monihly x 1 month,
then guarterly. Findings wilt be
brought to the quarierly QAPI
meeting.

Completion daies by which the pian
of correction will be completed.

Education to teammates and
compliance achieved March 8, 2026
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residents.

-Sha cofferaed water because some of the AL
residents refused to drink the water,

~-She was not aware water should have been
served to all residents with each meal because
she thought water was optional for the residents,

Interview with a second PCA on 03/04/26 at
8:15am revealed:

-She assisted in the AL dining room during meals.

-Waler was always available as a beverage for all
residents.

-The PCAs ususlly served the residents
beverages.

-5She did not know water should have been
served 1o ali residents with each meal because
she thought water was optional for the residents.

Interview with the Dietary Manager (DM} on
03/04/26 at 8:20am revealed:

-She was aware water should have been served
daily to all AL residents with each meal.

-Water was always avallable as a beverage for
the AL residants.

-She was aware water was not served with the
lunch meal service on 03/03/26 or with the
breakfast meal service on 03/04/26 because
residents had previously refused water when
PCAs served them water,

-She expected water to be served to the AL
residents during every meal but communication
had been overiooked between the dietary
department and the PCAs.

Interview with the Resident Care Coordinator
(RCC) on 03/04/26 at 8:39am revealed:

-She was aware residents should have been
served water daily with sach meal.

-She was not aware AL residents had not bean
served water with each meal,
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-She expected water to be sarved to all residents
during every meal according.

Interview with the Director of Nursing (DON) on
03/04/28 at 8:32am revealed:

-She was aware water should have been served
daily to all residents with each meal.

-She was aware water was not served with the
junch meal service on 03/03/26 or with the
breakfast meal service on 03/04/26.

-Residents had refused water previously when
served by the PCAs so water was offered to the
residents in the AL.

Interview with the Administrator on 03/04/26 at
10:05am revealed:

-She knew waler was on the cart to be served
water with each meal and expected water {c be
offered to the residents.

-She knew residents were to be served water with
each meal but most AL residents had refused
water previously,

D 378 10A NCAC 13F .10086 {b) Medication Storage D 378

1GA NCAC 13F .1006 Medication Slorage

(b) All prescription and non-prescription
medications stored by the fadility, including those
requiring refrigeration, shall be maintained under
locked security except when under the direct
physical supervision of staff In charge of
medication administration.

This Rule is not met as evidenced by:
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Based on observations, record reviews, and
interviews, the facility failed to ensure all
medications were maintained under locked
security except when under the direct physical
supervision of staff in charge of medication
administration, including a resident {#1) who
stored medications in an unlocked bathroom
cabinet,

The findings are:
Measures put in place to correct the

Review of Resident #1's current FL2 dated deficient area of practice. 3/25/2026
03/03/26 revealed diagnoses included chronic
kidney disease, anemia, hyperiension (HTN), All residents and their familles were
hypothyroidism, chronic obstructive pulmonary informed, and a medication audit
disease (COFD), proteinuria, osteaporosis, was conducted in each resident's
nephritic syndrome and glaucoma. recom with permission from the
resident or family. No additional
Review of Resident #1's most recent Licensed over-the-counter medications were
Health Professional Support {LHPS) assessment discovered,

completed on 01/08/26 revealed Resident #1 was
alert and oriented x3.

Maasures put in place to prevent the

Observation of the room where Resident #1 problem from occurring again,
resided on 03/03/26 at 9:44am revealed:

-There were 6 medicaticns in her bathroom All the resident rooms are subject to
cabinet, including an over-the-counter {OTC) pain monitoring with the resident's or
relief medication, a calcium and vitamin D family's consent.

supplement, a vitamin B12 supplement, a triple Residents and RPs were

antibiotic ointment, a pain relief roll-on gel and a re-educated on the facilily’s

bottie of eye dfOpS used to treat g}aucoma. medication Sforage po“cy‘

-The door to Resident #1's room was uniocked. Staff received re-education on the

same policy,

The facility added a section to the
admission packet to inform families
about medication storage.

Observation of room where Resident #1 resided
on 03/04/26 at 9:03am revealed:

-Thare were 10 medications in her bathroom
cabinet including an OTC pain relief medication, a
calcium and vitamin D supplement, a vitamin B12
supplement, a triple antibiotic ointment, a pain
relief roli-on gel, 5 bottles of eye drops used to
Division of Health Service Regulation
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treat glaucoma, laxalive suppositories, antacid Who W”.i mplrﬁitor the situation to 32512026
lablets, 2 vials of inhalation aerosol used to treat ensure it will not occur again.
COPD and 3 rescue inhalers used to treat ) .
sudden breathing problems. Director of Nursing.
-Resident #1's door was unlocked, and she was . L
in the room. How often will the monitoring {ake
place?
Interview with Resident #1 on 03/03/26 at 3:09pm o
revealed: An audit will be completed weekly x 4
-She knew there were some medications in her weeks, then monthly x 1 menth, then
bathroom cabinet but could not recall how many. quarterly. Findings will be brought to
-Her family put them there when she first moved the quarlerly QAP meeting.
in and she only got into the ¢abinet to get a band
aid when neaded. Completion dates by which the plan
-Facility staff administered all of her medications of carrection will be completed.
daifly and she never used any medications from
the bathroom cabinet. Education to teammates and
~She was unable to lock the door to her room compliance achieved March 4, 2026

when she left but would like to do so because
someone came into her room by mistake on at
least one occasion.

-She would like to keep some medications in her
raom and self-administer them.

Interview with Resident #1's family member on
03/04/26 at 8:03am revealed:

-She was aware of the meadications in Resident
#1's bathroom cabinet but could not recall how
long they had been there,

-She was unaware if Resident #1 had ever used
any of the medications in the bathroom c¢abinet.

Interview with a housekeeper on 03/04/26 at
9:27am revealed:

-She cleaned Resident #1's room daily, inciuding
her bathroom cabinet,

-She did not open the cabinet or Resident #1's
drawers,

-She had not seen any medications in Resldent
#1's room and would do nothing if she did.
Division of Health Service Regulation
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Interview with & Personal Care Assistant (PCA)
on 03/04/26 at 9:31 am revealed:

-She provided care to Resident #1 on her
scheduled workdays.,

-She was unaware of medications in Resident
#1's bathroom cabinet.

-She looked in Resident #1's cabinets and
drawers on shower days.

-lf medications were found in resident rooms, she
would notify the Medication Aide {MA) and
discard the medicalions.

Interview with an MA on 03/04/26 at 10:54am
revealed:

-She administered all of Rasident #1's
medications on her scheduled workdays,

-She never looked in Resldent #1's cabinets or
drawers and was unaware of the medications in
her bathiroom cabinet.

-She found eye drops beside Resident #1's bed
on 03/03/26 and removed them, storing them in
the medication room.

-If medications were found in resident rooms, she
removed them and netified the RCC and Director
of Nursing (DON) via text message.

Interview with Resident Care Coordinator (RCC)
on 03/04/26 at 9:14am revealed:

-She was not aware of the medications in
Resident #1's hathroom cabinet,

-Facility staff did not check bathroom cabinets for
medications.

-All resident medications required physician
orders and Resldent #1's Primary Care Provider
(PCP) was required to write an order to allow her
to keep medicaticns in her room,

-When medications were discovered in resident
rooms, they were immediately removed, the
resident and their responsible party (RP) were
Division of Health Service Regulation
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informed, the incldent was documented, the PCP
notified and both staff and the resident were
educated.

Interview with the DON on 03/04/26 at 9:00am
revealed:

-She was unaware Resident #1 had medications
in her bathroom cabinet until 03/04/26,

-An MA had reported medications beside
Resident #1's bed on 03/03/26.

-Resident room searches are not conducted
without consent, and none had been conducted
since her employment at the facility.

-Families were informed upon admission that ail
medications required orders and should not he
brought in to residents.

-She expected PCAs to report medications in
resident rooms fo the MA, RCC or DON,

Interview with the Administrator on 03/04/26 at
11:02am revealed:

-She was not aware of medications in Resident
#1's bathroom cabinet.

-Whoever found medlcations in resident rooms
should report the incident to the RCC, DON and
Administrator.

-Families were informed verbally upon admission
and in writing via the Resident Handbhook
regarding the facility's policy for medication
storage.

~There was no manitoring in place for medication
storage.

-She expected the DON to speak to residents
and responsible parties lo explain why
medications could not be in resident rooms
without a doctor's arder.
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