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D 000 Initial Comments

The Adult Care Licensure Section and Wayne 

County Department of Social Services conducted 

an annual survey on March 18, 2026 through 

March 19, 2026.

 D 000 

D 273 10A NCAC 13F .0902(b) Health Care 

10A NCAC 13F .0902 Health Care 

(b) The facility shall assure referral and follow-up 

to meet the routine and acute health care needs 

of residents. 

D 273 

This Rule is not met as evidenced by:

Based on interviews and record reviews the 

facility failed to ensure referral and follow up to 

meet healthcare needs for 1 of 5 sampled 

residents (#4) related to notification of the 

provider as ordered on two occasions for 

elevated blood sugar readings. 

The findings are: 

Review of Resident #4's FL-2 dated 01/05/26 

revealed: 

-Diagnoses included type two diabetes, transient 

cerebral ischemic attack, hypertension, atrial 

flutter, cerebral infarction, chronic kidney disease, 

fall, and anticoagulants and 

antithrombotics/antiplatelets. 

-There was an order to check blood glucose twice 

daily and to notify the provider if blood glucose is 

less than 70 or greater than 300. 

Review of Resident #4's FL-2 dated 02/11/26 

revealed: 

-Diagnoses included paroxysmal atrial fibrillation, 

pulmonary embolism without acute cor 

pulmonale, difficulty in walking not elsewhere 
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classified, other lack of coordination, type two 

diabetes mellitus without complications, muscle 

weakness, unspecified lack of coordination, and 

sick sinus syndrome. 

-The recommended level of care was assisted 

living facility. 

-There was no order to check Resident #4's blood 

glucose. 

Review of Resident #4's physician order sheet 

dated 03/06/26 revealed: 

-There was an order to check blood glucose twice 

a day and to notify the provider if blood glucose 

less than 70 or greater than 300. 

-The provider signed the order on 03/11/26. 

Review of facility progress notes for Resident #4 

revealed: 

-Resident #4 was hospitalized on 01/08/26 and 

returned to the facility on 02/12/26 after 

placement of a pacemaker and rehabilitation at a 

skilled nursing facility. 

-There was an entry that the primary care 

provider (PCP) was notified for elevated blood 

glucose reading of 421 on 03/05/26. 

Review of Resident #4's January 2026 electronic 

medication administration record (eMAR) 

revealed: 

-There was an entry to check blood glucose 

readings twice daily and to notify the provider if 

blood glucose is less than 70 or greater than 300. 

-Resident #4's blood glucose readings were 

greater than 300 on 01/06/26 reading 359 at 

8:42pm and 01/07/26 reading 309 at 8:17pm. 

Interview with Resident #4 on 03/19/26 at 

11:00am revealed: 

-Her blood sugar had been off, but she ate candy. 

-She had been educated on what to eat and what 
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not to eat. 

-The elevated blood sugars were all from her 

eating candy, and she was not sure if the doctor 

knew, but the doctor talked to her about eating 

candy. 

Interview with the Clinical Director on 03/19/26 at 

10:20am revealed 

-Medication aides (MAs) were supposed to fax 

the provider notification when Resident #4 had a 

blood sugar greater than 300. 

-She and the provider were notified about the 

blood sugar greater than 400 on 03/05/26. 

Interview with a MA on 03/19/26 at 3:40pm 

revealed: 

-She checked Resident #4's blood sugars at 

night. 

-If the blood sugar was greater than 300 she was 

to notify the PCP and notify the Clinical Director. 

-She would notify the provider on the phone and 

document in the computer. 

Second interview with the Clinical Director on 

03/19/26 at 3:42pm revealed: 

-Notifications were not made for the other times 

Resident #4's blood sugar was elevated above 

300. 

-The provider was notified just one time, when the 

blood sugar was over 400 on 03/05/26. 

Third interview with the Clinical Director on 

03/19/26 at 4:15pm revealed: 

-The provider needed to be notified of Resident 

#4's blood sugar so they could be aware and 

adjust medication as needed. 

-They notified the provider via fax today 

(03/19/26) of the other elevated blood sugar 

readings. 
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Interview with the Administrator on 03/19/26 at 

4:20pm revealed: 

-The MA was responsible for reporting the 

elevated blood sugar to the provider. 

-The Clinical Director should be checking charts, 

auditing them, but she was not sure how often 

she should be doing that. 

-She did an Executive Director compliance report 

for missed medications, incidents, case 

management, and medicines waiting on arrival, 

and she did not audit the residents' whole eMAR 

and vitals. 

Attempted interview with Resident #4's PCP on 

03/19/26 at 3:47pm was unsuccessful.

 D 273 

D 286 10A NCAC 13F .0904(b)(1) Nutrition and Food 

Service 

10A NCAC 13F .0904  Nutrition and Food Service 

(b) Food Preparation and Service in Adult Care 

Homes: 

(1) Table service shall include a napkin and 

non-disposable place setting consisting of at least 

a knife, fork, spoon, plate, and beverage 

containers. 

D 286 

This Rule is not met as evidenced by:

Based on observations and interviews, the facility 

failed to ensure mealtime table service included a 

non-disposable place setting consisting of at least 
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a knife, fork, spoon, plate, and beverage 

container. 

The findings are: 

Observation of a utility cart in the hallway outside 

of a resident's room on 03/18/26 at 9:14am 

revealed: 

-There were six sytrofoam cups with plastic lids 

sitting on the first shelf of the utility cart. 

-There were three styrofoam plates with 

residents' names written on the styrofoam sitting 

on the second shelf of the utility cart. 

Observation of the resident in room 204 on 

03/18/26 at 9:06am revealed a staff entered the 

room and served the resident's breakfast in a 

covered styrofoam disposable plate and a 

beverage in a covered styrofoam disposable 

drinking cup. 

Observation of room 203 on 03/18/26 at 9:12am 

revealed the resident was served breakfast in a 

styrofoam disposable plate and coffee and juice 

in styrofoam disposable beverages cups. 

Observation of room 103 on 03/18/26 at 9:44am 

revealed there was a covered styrofoam 

breakfast plate, a clear plastic cover over a 

styrofoam disposable bowl filled with cereal, and 

three covered styrofoam disposable drinking cups 

filled with liquids sitting on the resident's table. 

Observation of room 704 on 03/18/26 at 9:46am 

revealed: 

-The two residents were sitting in their recliners 

eating their breakfast meal. 

-The meals included eggs, grits, whole grain 

toast, juice, and water. 

-The residents' breakfast was served on 
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styrofoam plates with plastic spoons, plastic 

forks, plastic knives, and the beverages were 

served in styrofoam cups. 

Interview with one of the two residents in room 

704 on 03/18/26 at 9:48am revealed: 

-She ate her breakfast in her room every 

morning. 

-The facility served her breakfast using styrofoam 

plates and styrofoam cups. 

-She wondered why the facility served meals on 

disposable products, but she did not ask anyone. 

-She did not like eating on styrofoam plates and 

using plastic silverware during her breakfast 

meal. 

Observation of room 709 on 03/18/26 at 10:08am 

revealed: 

-The meal included eggs, grits, whole grain toast, 

juice, coffee, and water. 

-The resident's breakfast was served in a 

styrofoam plate with a plastic spoon, plastic fork, 

and a plastic knife. 

-There were three beverages served in 

styrofoam cups. 

Observation of the facility on 03/19/26 at 7:47am 

revealed: 

-A staff member pushed a cart in the hall carrying 

covered styrofoam serving plates and styrofoam 

beverage cups filled with liquids. 

-The staff entered resident room 204 carrying a 

covered styrofoam disposable plate and two 

styrofoam disposable beverage cups. 

Observation of room 706 on 03/19/26 at 8:44am 

revealed: 

-The resident had finished eating her breakfast 

meal. 

-The resident's breakfast was served on a 
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styrofoam plate with a plastic spoon, plastic fork, 

and a plastic knife. 

-There was a styrofoam plate, two empty 

styrofoam cups, and water served in a third 

styrofoam cup. 

Observation of room 704 on 03/19/26 at 8:47am 

revealed: 

-The residents' breakfast meals were sitting on 

the counter by the sink with the lid sealed. 

-One resident was in bed asleep while the other 

resident was sitting in his recliner watching TV. 

-The resident's breakfast was served in 

styrofoam plates with plastic spoons, plastic 

forks, plastic knives, and the beverages were 

served in styrofoam cups. 

Interview with a resident's family member on 

03/19/26 at 12:50pm revealed: 

-The facility served meals on non-disposable 

plates and silverware sometimes. 

-At least one to twice a week she saw meals 

served on styrofoam plates to the resident. 

-The facility almost always served meals with 

disposable silverware. 

Interview with a personal care aide (PCA) on 

03/18/26 at 9:15am revealed that she served 

meals with disposable plates and silverware to 

residents who ate in their rooms. 

Second interview with a PCA on 03/19/26 at 

3:33pm revealed: 

-She was not aware she was to serve 

non-disposable plates and silverware. 

-She did what she was told by the kitchen staff. 

-She had served meals to residents on 

non-disposable plates off and on since she had 

been at the facility for two years. 
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Interview with a second PCA on 03/19/26 at 

4:00pm revealed: 

-She pushed the food cart to each residents' 

room this morning who wished to eat in their 

rooms. 

-The kitchen provided disposable plates for meals 

when they did not have enough plates to use for 

meals. 

Interview with the Food Service Director on 

03/19/26 at 3:42pm revealed: 

-She was aware that the facility should serve 

meals on non-disposable plates, silverware, and 

cups to the residents eating in their rooms. 

-She did not have enough non-disposable plates 

and cups and had recently ordered more. 

Interview with the Administrator on 03/19/26 at 

4:24pm revealed: 

-She was aware that servers did not provide 

non-disposable plates, silverware and cups to the 

residents eating in their rooms at breakfast. 

-The kitchen did not have enough non-disposable 

dishes because more residents were choosing to 

eat in their room for breakfast. 

-She allowed the disposable plates and utensils 

only for breakfast in the last several months but 

could not give an exact date of when this started. 
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