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C 000 Initial Comments C o000 |
The Adult Care Licensure Section conductad an
| initial survey and a complaint investigation on ‘
05M13/21.
C 272 10A NCAC 13G .0904(d){2) Nutrition and Food caz _=> pl,('\fd Lﬁ"‘ o
Service =
food Sevyi @I .
10A NCAC 13G .0904 Nutrition and Food s
| Service

(d) Food Requirements in Family Care Homes: :
{2} Foods and beverages that are appropriate to ! ‘
residents’ diets shall be offered or made available : g
| to all residents as snacks between each meal for /
' & total of three sniacks per day and shown on the |

- Menu as snacks. ! gk M 1 ‘ '

| - oteff .

| This Rule is not met as evidenced by: MW W [Gé(-t_,
W.u‘f’

: Based on observations and interviews, the facility
 failed to offer or make snacks available three a7

times a day. | = yoved.
The findings are: ;giafwm -

Interview with the Administrator on 05/13/21 at ﬁw n M /t[)ué’/
9:14am revealed 4 residents resided in the i "g

facility.

‘ | |
| Interview with one resident on 05/13/21 at &:10am | Qunelsy st acd lof]

- revealed:

' -She received a snack when she asked fora G&:W M M KIZ{}L)
snack. — * A -
-She would ask the personal care aide (PCA) for M £ Snael W
a snack when she wanted one. . t«)-o‘@ ;
-She was not offered snacks, ;

Interview with a second resident on 05/13/21 at W M L a'@ 6 / f /

9:20am revealed: / 'y
-She raceived 1 snack daily, WW\?/
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-The PCA gave snacks 1o her.
-She could ask the PCA to get more snacks if she
wanted another snack.

Interview with a third resident on 05/13/21 at
9:20am revealed:
-She recelved 1 snack daily.
' -The PCA gave snacks to her.
" -She wou'd ask the PCA for more snacks if she
wanted another snack.

Review of the facility regular diet menu on
0513121 revealed.

-There were three snacks a day on the menu.
-The morning snack was a baverage of choice
and oatmeal cookies.

-The afternoon snack was tomato juice and
crackers.

-The evaning snack was tomato juice and
crackers.

- Interview with the PCA on 05/13/21 at 9:.46am
revealed:
-She provided residents with snacks when they
| agked for them.
i ~She did not offer the residents any snacks.
| -She assumed "residents were not hungry if they
" did not ask for a snack".

. interview with the Administrator on 05/13/21 at
| 2:33prm revealed:
-She was not aware that the PCA did not offer
residents a snack 3 times a day.
| -She expected the PCA to foliow the menu and
- offer the residents 3 snacks a day.
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€ 200 10A NCAC 13G .0905 (b) Activities Program
|

| 10A NCAC 13G .0805 Aclivities Program
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{b) The program shall be designed to promote ; /?,

active invoivement by all residents but is not to ‘

require any individual to participate in any activity . ; 2{

against his will. Ifthers is a question about a

resident's ability to participate in an activity, the

resident's physician shall be consuited 1o obtain a

statement regarding the resident's capabilities.

This Rule is not met as evidenced by:

Based on observations and interviews, the faciiity
, failed to develop an activity program that
* promoted active involvement for all residents who i
resided in the faclilty. 1

The findings are;

. Interview with the Administrator on 05/13/21 al
9.14am ravealed 4 residonts resided in the
- facility. !

Review of the activity calendar on 05/1 3/21 at

9:40am revealed:

-There was an activity calendar posted in the )

main living area dated May 2021. . i I

-Activities included: church, cards, memory J

games, board games, yoga, and word search. ‘

-There was a total of 15 scheduled activity hours ‘i {
W

‘ per week. ) Ac,{;‘; \/,_‘1_1 %up{)l lg%

oniey will ]
x| Observation of the activity supplies on 05/14/2019 be PF%{.& v Eacil f’? & ZA

at 3:00 pm revealed there were no activity atch w[*f-h |,. e
supplies in facility. | C:P:\\S\l + l% PDS'*'E, M \H,Q'

Interview with a resident on 05/13/21 at 9:10am ; Cel 4 dev N T !
' revealed: s inservi Ce wil/ be 2! de i
| ~She watched television as her daily activity. H.o S \La,c.,t H..qcu-é/ ar b, dc{ﬂ’;ﬁu
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| -She could play games if she wantad to.
-She did not remember when the last time she
participated in an activity provided by the facility.

Inferview with a second resident on 05/13/21 at
9:20am revealed:
| -The facility did not offer any activities,
| -She would like to pariicipate in activities if they
| were offered to her.
-She walked and watched television as her daily
activities.

- Intarview with a third resident on 05/13/21 at
9:25am revealed:

-The facility did not offer any activities.

-She would like to participate in activities that
involved exercising.

interview with parsonal care aide (PCA) on
05/13/21 at 10:06am reveaied;

-3he provided activities to the residents based off
of the activity calendar.

-The last time she provided an activity to the
rasiden.s was "last night".

-Some of the residents did not want to participate
in the activities that were provided to them.

A | -Staff did not change activities if no one was
interested in them.

. Interview with the Supervisor on 05/13/21 at
1:37pm revealed:
-The Administrator was responsible to create the
activity calendar for each month.
-She expected the activies listed on the activity
calendar to be offered to the residents in the
facility.
-The PCA did an activity with the residents last
night
-She did not know why residents said the facility
\ did not offer activities.
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