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D 000| Initlal Comments 000
The Adult Gare Licsnsure Section and the
Onslow County Department of Social Sarvices
conducted an annual survey on 10/16/24 and
1017124,
D 286] 10ANCAC 13F .0804(b)(1) Nutritic and Food D 286 Response to clted deficlencies do not
Sarvice constitute an admlssion or agraement
by the facility of the truth of facts
TOANCAC 13F 0904 Nutrition and Food Service alleged or the conclusions set fortt in
(b) Food Preparation and Servige in Adult Care the corrective action report: the plan of
Homas: ] correction is prepared solely as
(1) Table service shall include a napkin and a matter of compliance with State Law.
non-disposable place setting conslsting of at Jeast
a knife, fork, spoon, plate, and beveraga
contalners.
This Rule is notmet as evidenced by:
Based on abservations and interviaws, the facility
falled to ensure resldents were provided
non-disposable place settings including plates, .
forks, knives, spoons, and cups during mea ED re-educate the distary staff on when 10-31-24
service when eating in their rooms, serving on disposable place sattings is
allowed.
The findings are:
Observation (.Jf a resident's b.raakfast servica on ED, RCC and or d osignee will monitor  12+1-24
10/16/24 at 9:16am revealed: | tting during dai and ongoln
~The resident was eating breakfast In her room, Proper place setting during daily
~The resident's breakfast meal was served on a rounds.
disposable plate,
-The residents drinks were in disposable cups.
-The resident was eating with a plastic fork,
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Interviaw with resident on 10/16/24 at 3:00pm
ravealed:

-She alg every meal in her room,

-All meals were Served on disposable plates,
cups, and ufensils.

~She would rather use non-tlsposable plates,
Cups, and utens|ls.

-She had complained to the staff and the
Executive Director (ED) but nothing changaeqd,

Observation of the resldent's inch service on
10716/24 at 2:00pm revealed her lunch wag
served on a disposable blate, tea in g disposablg
Cup, and plastic utensijs.

Interview with a personal care assistant {PCA) on
10/16/24 revealeq: .

-The resident ate gj| meals in her room,

~Her meals were Setved on disposahje plates
cavered In plaslic wrap and plastic utensils,

Dietary Manager and/or £D will sulmif an 12104

Interview with the kltshen supervisor on 10/16/24
revealed:

-Disposal place sotlings were used for residents
who ate their meals in thelr rooms.

-8hae was aware thet the resident's food were not
Supposed to be serveg on disposable place
setltings or with plastic utensils.

~Thera was not Shough plates, Cups, and utensis
for residents that ate in their rooms.

Dietary manager will monitor thventory 12-1-24 and
weekly and reorder as needed, ongoing

Interview with the gD on 10/17/24 at 2:55pm
reveated:

~Disposable place settings were not supposed fo
be used for residents who ate in thely rooms,
~Disposable place settings were only used if a
resident was quarantined,

-She did not know 1
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-The faclifty had enough non-disposable plage
settings, cups, and ulensils to serve all residents
who ate in their rooms.
D 206 10A NCAC 13F 0904(c)(7) Nutrition And Food D 296
Setvice
10ANCAC 13F 0904 Nurtrition And Food Service
(€) Menus in Adult Care Homes:
(7) The facility shall have & matching therapeutic
diet menu for any resident's physician-ordered
therapeutic diet for guidance of food service staff,
This Rule Is not met ag evidenced by: A new dietar
€ \ ! ¥ Manager has been hired and 111524
Ba;ed on obser_v_atlor]s, lnte]rwews and record has been trained on where 10 locate the
e o ot o A g, | Bonra e oo e
, ' having them availabio in the kitchen,
for 3 of 5 sampled residents ({1, #3, and #3) with 9 a ' ehen
physlcian orders for therapeutic diets.
Ths findings are:
All dletary staff were ro-ed ucatad by the 10-31-24
1. Reviow of Resident #1's curront FL-2 dateg =P on the menu requirements and the
06/04/24 revealed diagnoses inoluded fmportanca of following the menu based
hypertenslon, depression, congenital on physician-ordered diets,
maliormation of brain, urinary incontinence,
osteoporosis, abnormalities of gait and mobility,
gastroesophageal refiux disease, and neoplasm
of the breast, ED or designee wiff monitor compliance 12124
during daliy manager rounds, and ongoing
Review of Resident #1's diet orger dated
06/04/24 revealed a diet ordar for regular dlet,
Machanical soft entire meal,
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Review of the facility's menus on revealed there
Was no menu for a mechanical soft (MS) dlet,

Refer to interview with the kitchen supervisor on
10/16/24 at 9:40am.

Refer to interview with the Executive Director
(ED} on 10M7/24 at 2:55pm.,

Refer to interview with the Spegigl Operations
Director on 10/17/24 gt 3.1 Spm,

2. Review of Resident #3's current FL-2 dated
08/14/24 reveatad diaghoses included demantia,
urinary incontinence, Alzheimer's disoase,
chronic pain, gastroesophageal refiux disease,
and myotonic Muscular disease,

Review of Resident #3's primary care provider
(PCP) new orders note dated 10/18/24 revealad

her diet was changed from a Pureed to chopped
diet,

Review of the facllity's menus on revealed there
was no menu for chopped diet.

Refer to intorview with the kitchen Suparvisor on
10/16/24 at S:40am.

Refer to interview with the Execufive Diractor
(ED) on 1017124 at 2:65pm,

Refer to interview with the Special Operations
Director an 10117724 at 3:18pm,

3. Review of Rasident #5's current ) -2 dated
06/11/24 revealed diggnoses included
hypertension, chronic pain, homonymous bilateral
fleld defects, visual disttrbances, dysarthria since
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cerebral {nfarction, hemiplegia ang hemiparesig
sihce cerebra) infarction, and dorsalgia,
Review of Resident #5's ptimary care provider
(PCP) order sheat dated 08/07/24 revealed his
was a mechanical soft with chopped meats,

Review of the facility's menus on revealed there

Was no menu for mechanical soft or chopped
diet,

Refer o Interview with the kltchen Suparvisor on
10/16/24 at 9:40am.

Refer to intervisw with the Exacutive Dirgctor
(ED) on 10717124 at 2:58pm.

Refer to interview with the Special Operations
Diractor on 1041 7124 at 3; 15pm,

Interview with the kifchen supervisor on 10/18/24
at 9:40am revealed:

-8he had been the kitchen supervisor for thres
months.

-She had rot receivegd any formal fraining since
she started in the rolg of kitchen suparvisor.
~There was not g therapeutic meny for
mechanical soft diets or thopped.

Interview with the Executive Director {ED) on
10/17/24 at 2:55pm revesled there was g
therapeutic meny online that could be printed,

Interview with the Special Operations Director on
10/17/24 5t3:1 5pm tevealod there was a

therapeutic menu available online for the kitchen
staff fo foliow,
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D 315 10A NCAC 13F 0805 (a & b) Activities Program D 315

10A NCAC 13F 0505 Aclivities Program

(a) Each adult cara home shail develop o
program of activities designed to promote the
residents’ acfive involvement with each other,
their families, and the community.

(b) The program shall be designed to promote
aclive Involvement by all residents but Js not to
require any individual to participate in any activity
against his or her will, If there is a question about
a resident's abllity to particlpate in an activity, the
resident's physician shall be consulted o obtain g
sftaterment regarding the regident's capabilities.

This Rule Is not et as evidenced by:

Based on observations and Interviews, the facilit
failed to ansure an actlvitles program that -
premoted active involvement of the residents,

The findings are:

Review of the facility's undateq actlvilles program
nolicy revealed:

-The facility would have a program of aclivities
desighad to promote residents’ active
involvement with each other, their famllies and
the communiy,

-The facility would prepare a monthly calendar of
planned group activities which would be easlly
readable, posled in g prominent location by the
first day of each month and updated when there
were changes,

-Thete would be 4 minimum of 14 hours of a
variety of plannhed group activities each week that
included actives to bromete sceialtzation, physical
interaction, group accomplishmert, creative
BXpression, increase knowledge and learning of
new siills,

-Residents would have the opportunity to

The facllity has hired an Activity Director. 12-1.24
ED or designae will ensure sha is traineg

on developing an aclivity calendar that will

promote active involvement by all residents.

The aclivity calendar will be posteg by the 12124
Tst of each month with 5 minimum of o

ED will review the calendar prior to the 12-1.24
Activity Director posting it for the resldents
to ensure all requirements are met,

Once the catendar is posted ED, RCC,

AD or deslgnee will monitor during daily 12-1-24
manager rourds to ensure activitles gra

oceurring as scheduled.

S
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participate In activitles Involving one to one
interaction and activity by oneself that promote
enjoyment, a sense of accomplistiment, incraase
knowladge, learning of new skills and creatlve
expression., Examplas of thess activities are
crafts, painting, reading, creative witting, buddy
walks, cargd playing, and nature walks,

~Each resident would havs the opportunity to

particlpate in at loast

involved in the comm
be encouraged to do

one outing every other

month; Residents that were intarested in being

unily mars frequently wouyld
80,

Observation of the activifies calendar posted in
the asslsted kving dining room on 10/16/24 at
3:51pm rovealed:

-There was 1 hour of aclivifies schedujod for
10/01/24 through 10/06724,

~There wers 4 hours of activities scheduled for
10/06/24 th rough 10/12/24 wiih “famlly ime" on
10/06/24 with no start and end time,

-There wers 8 hours of activities scheduled for
10/13724 through 10/19/24.

-Thers were 5.5 hours of activities scheduled for
10/20/24 through 10/26/24.

-Thera was “family tima" with no start or end time
oh the scheduls for T10/27/24 with no other
activies schaduled through 10/31/24.

Interview with a resident on 10/16/24 at 9:18am
revealad: :

-The Activities Director (AD) provided activities
and outings for the residents and drove the
facility's van. '

“The AD was fired aboyt a month or so ago, byt
he was not sure w] ¥.

-The residenis used to g0 oh oulings, such as
going out for jce cream bt there had not been
any culings since tho AD Jeft,

~There had not been any scheduled activities that
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he was aware of since the AD left,

interview with a second resident on 10/18/24 gt
10:08am revealed:

~The facilily had an AD, but she laft about n
month ago,

~There had beer ne aclivities at the Tacility singe
the AD} ieft.

-There had been ha outings for the residents
since the AD fafi,

Interview with a thirg reslient on 10716/24 gt
9:20am revesjeq:

-The Activities Director has been gone for about a
month, '

-The faclilty does ot have schedujed activitiss
anymore,

-8he enjoyed the activities and missed having
them,

-She attended ap the scheduisd activities,

Interview with fourth resident on 10/18/24 at
9:25am ravealsg:

-The AD was fired & couple of manthg ago.
~The facility dig not Provide any schedyled
activities for 1-2 maonths, :

-She enjoyved the activities and was tored slnce
they no longer had activities.

Interview with tifth resident on 10/16124 at 9:35am
revealed:

-The AD had been gone ovet a month,

-The facility did not Provide any scheduled
aclivitias,

~3he missed having activities because there was
nothing else to do,

Interview with sixth resident on 10/16/24 at
8:40am revealag:
-The facility no longer had an AD,
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~The AD had been gone for a coupie of months,
-Scheduled activities are no longer pravided by
the facility,

-The previous AD provided her with regularly
scheduled activitles in her room becauss she had
limited maobiity,

Interview with g personal care aide (PCA) on
10017124 at 3:04pm revealsd:

-The facility did not Currently have an AD.,
-Family members an volunteers providad
activities for the resldents since the AD haq feft.
-She was not sure who was responsibla for the
rosted activitiss calendar for the residents,

Interview a medication aide (MA) on 10/1 7124 at
3:01pm revealeq:

-The facillty's AD Ieft in August 2024,

-The facility did not currently have an AD,

-She thought family members ang volunteers
provided astivities for the residants,

-She was not sure who was responsible for

posting the menthly activitiag calendar for the
residents.

Interview with & second MA on 10/17/24 at
3:06pm revealeg:

~The fagility had been withoutf an AD since August
2024,

-Volunteers and family members provided
activities for the rasidents since the AD leit.
~There were no scheduled outings for the
resldents since the AD left,

-She thought volunteers and the residents’ famiyy

members currently posted the monthly activities
schadule.

Interview with the Executive Director {ED) on
10/17/24 gt 2 38pm ravealed:

~There was no AD employed at the facility and
Division of Health Service Reguiation
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-The facility relied on family a
volunteers for regident activit
~There were family members
activities that were scheduled

calendar being posted.

families erased the aciivities,

10/17/24 at 2:58pm revealed:

by the corporate office each m

~There was cutrerdly no AD by
to hire someone for the positio

D315

had not bean one for approximately 2 months,

nd cutside

@s.

that did not like the
for Octoher 2024

and erased the calendar within 3-4 days of the

-She did not update the calendar after the

Interview with the Special Oparations Director on

-Activittes calendars were provided to the facility

onth but could be

altered based on activity preferences.

t they were working

n.
-There was a volunteer that provided activities on
Wednesday and F ridays each week.
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