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The Adult Care Licensure Section conducted an
annual survey on 07/06/23.
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(S)Theresha!lbaaﬂu'ae-daysupplyof
perishable food and a five-day supply of
non-perishable food in the facility based on the
menus established in Paragraph (c) of this Rule,
for both regular and therapeutic diets. For the
purpose of this Rule "perishable food” is food that
is likely to spoil or decay if not kept refrigerated at euse a9
40 degrees Fahrenheit or below, or frozen at zero |

degrees Fahrenheit or below and "non-perishable
food" is food that can be stored at room
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This Rule is not met as evidenced by: A

Based on observations and interviews the facility
failed to have a 3-day supply of perishable foods 6. 4 |
and 5-day supply of non-perishable foods based 1 “ ' Fivdns
on the census and the menus in the facility as

evidence of the refrigerator and the food pantry
having limited food items stored.

The findings are: W1oe
|
There were 4 residents residing in the facility. 1 ' : Hhod
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Review of the facility's breakfast menu for the
week revealed

-Sunday. 07/02/23. 1 scrambled egg. 1 siice ol
whole wheat loast. 8-ounces low-fat milk,
4-ounces of orange juice were 1o be served
-Monday. 07/03/23. whoie grain cereal. 6 ounces
yogurt with fruit. 8-ounces low-fat milk, and
4-ounce orange juice were to be served
-Tuesday O7/04/23, 1 cooked egg. 1 shced whole
wheat toast. 8-ounces of low-fat mikk, and
4-ounces of orange juice were 10 be served.

Review of the faciity's lunch menu for the week
revealed

-Monday. 07/03/23. 1 grilled cheese sandwich
(2-ounces cheese and 2 shces of whole wheat
bread}. ¥ cup of mixed vegetables ': cup of
pmeapples, and B-ounces low-fat mik were o be
served

-Tuesday. 07/04/23, 1 tuna salad sandwich
(2-ounces of tuna salad and 2 shces of whole
wheat bread). 'z cup mixed frut and 8-ounces of
low-fat milk were lo be served.
Wednesday. 07/05/23. ham and cheese
sandwich (2-ounces ham, 1 shce of cheese and 2
shces whole wheat bread), 1 cup garden salad. 1
banana and B-ounces of low-fat milk were to be
served

Observalions of the refngerator in the facility on
07/05/23 at 9 02am revealed

-There was one 16-ounce bottie of soda

-There were 3 water bottles labeled with
resigents’ name.

-There was one 12-ounce bottle of a beverage
-There was an opened 64-ounce boltle of orange
piice. that was half full

-There was one 12 ounce can of soda

-There was no cheese, eggs. orange juice, milk,
ham, letiuce or yogurt
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Observations of the food pantry in the faciity on
07/06/23 at 9.05am revealed

-There were 2 packets of a single serving of
noodles (These packets would serve 2 residents
n one meal)

-There were 4 cans of peas with a serving of 3.5
per can_ {The facility would need lo use 2 cans
per meal 10 serve 4 residents).

-There were 8 cans of pasta with a single serving
per can (The faclily would need o use 4 cans
with one meal 1o serve 4 residents  Therelore. the
pasta would be used in 2 meais).

-Thare were 2 cans of vegelables with a serving
of 2 5 per can. (The facility would need to use 2
cans 1o serve 4 residents in one meat)
-There was no bread cercal. pineapples. tuna
mixed frut or bananas.

Interview with a resident on 07/05/23 at @ 02am
reveaied

-The facility was out of milk.

-She liked to dnnk milk dady.

-She did not remember how long the faclily was
out of milk

-She was lold they were going grocery shopping
today

interview with the medicabon asde on 07/05/23 at
9 30am revealed

-The facility had been out of milk for 2 days (not
sure of exact date).

-The facility had been out of eggs since Tuesday,
0704723

-The facility had been oul of juice since Monday
07/03/23

-The Administrator shopped monthly for grocenes
for the faciity

-She told the Admnistrator the facilty was out of
milk and was low on food Lhis week (nol sure of
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interview with the Administrator on 07/05/23 at
10 13am revealed

-She was not aware there needed to be a 3-day
food supply of penshable fouds

-She was aware there needed 1o be a food supply
of non-perishable foods, but she thought i was a
3-day requirement

-She was aware Monday, 07/03/23, the facility
had a low slock of food

-She planned to grocery shop today for the
facility

10A NCAC 13G 1201 (a) Resident Records
10A NCAC 13G 1201 Resident Records

(a) The following shall be maintained on each
resident in an orderly manner in the resident's
record in the adult care home and made available
far review by representatives of the Division of
Facilty Services and county departimenis of
social services

{1) FL-2 or MR-2 forms and the patient transfer
form or hospital discharge summary, when
apphcable,

(2) Resident Register,
(3}mcmplforlfmiollumnﬂaamuredmﬂule
0704 of this Subchapter

(A) contract for services, accommaodations and
rales,

(B) house rules as specified in Rule 0704(a)(2)

of this Subchapter,

(C) Declaration of Residents’' Rights (G S
131D-21),

(D) the home's gnevance procedures, and

(E) cvil nights statement,

(4) resident assessment and care plan,

c258
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{5) contacts with the resident’s physician,
physician service or other hcensed health
professional as required in Rule 0902 of this
Subchapter.

{6) orders or wntten trealments or procedures
from a physician or other licensed heaith
professional and ther implementation.

{7) documentation of iImmumizations aganst
mfluenza virus and pneumococcal disease
according to G.5. 131D-9 or the reason the
resident did not recerve the immunizations based
on this law. and

{8) the Aduit Care Home Nobice of Discharge and
Aduit Care Home Heanng Request Form if the
resident is being or has been discharged

When a resident leaves the faciiity for a medical
evaluation. records necessary for that medical
evaluation such as Subparagraphs (1), (4). (5),
{6} and (7) above may be sent with the resident

Thes Rule 1s not met as evidenced by.

Based on interviews, the faclily faled to have lhe
resident records for 3 of 3 sampled residents
(Resident #1. Reswdent #2 and Resident#3)
avadable for review

The findings are

Request for resident records on 07/06/23 at
9.00am revealed the resident records were not
available for review, ndluding the FL2s the care
plans. the resident register, physician comtact and
orders, admission packets and documentation of
tuberculosis testing and immunization records
Resident records were locked in a file cabinet and
the Medication Aide (MA) did not have a key lo
access records

Interview with the MA on 07/06/23 at 9.00am
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revealed
-Tre Admunistrator kept the key 1o the records
cabinel where resident files were kept
-She did not have access the resident files
-if a ressdent had an emergency she would call
911 then cail the Administrator lo gel any medical
nformation needed
interview with the Administrator on 07/06/23 at
10 30am revealed
-The MA did not have the key lo the file cabwnel
where the resident records are kept
-The MA should have the key to be able to
access the resident records when needed
-She forgot to leave the key with the MA thal
moming
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