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C 000 Initial C o m m e n t s C 000 

The Adult Care Licensure section conducted an 
annua l and follow-up survey on May 9, 2023. 

C 284 10A NCAC 13G .0904(e)(4) Nutrition and Food 
Service 

C 284 

10A NCAC 13G 0904 Nutrition and Food 
S e r v i c e 
(e) Therapeutic Diets in Family Care Homes: 
(4) All therapeutic diets, including nutritional 
supplements and thickened liquids, shall be 
served as ordered by the resident's physician. 
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This Rule is not me t as ev idenced by: 
Based on observations, record reviews and 
interviews, the facility failed to ensure therapeutic 

diets w e r e served as ordered for 3 of 3 s ampled 
residents with diet orders for 1800 calories (#1, 
#3), and low sodium (#2). 

The findings are: 

1. Review of the 1800 calorie therapeutic menu 
for 05/09/22 revealed: 

-The morning snack included ½ cup of vegetable 
juice a n d 12 crackers. 
.The lunch meal included 3 ounces of chicken 
livers, 2/3 cup of rice, ½ cup green beans, 1 roll, 
½ cup ice cream, 1 cup of sugar free tea and 1 
c u p of water. 
-The afternoon snack included 1 tablespoon of 

peanut butter, 6 crackers, and ½ cup vegetable 
juice. 
-The evening meal included 1 cup beef vegetable 
soup, 2 tablespoons peanut butter, ½ sandwich. 
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