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 C 000 Initial Comments  C 000

The Adult Care Licensure Section conducted an 

initial survey on November 25, 2014.

 

 C 270 10A NCAC 13G .0904 (c-7) Nutrition And Food 

Service

10A NCAC 13G .0904 Nutrition And Food Service

Menus in Family Care Homes:

(7) The facility shall have a matching therapeutic 

diet menu for all physician-ordered therapeutic 

diets for guidance of food service staff. 

This Rule  is not met as evidenced by:

 C 270

Based on record review, interview and 

observation the facility failed to have matching 

therapeutic diet menus for 2 of 2 sampled 

residents (Residents #1 and #2) who had 

physician orders for therapeutic diets. 

The findings are:

1. Resident #1's current FL-2 dated 11/10/2014 

revealed: 

- The resident's diagnoses included 

Schizophrenia, Hypertension, and Diabetes   

Mellitus.

- The resident had a diet order for No Added 

Salt (NAS)

Interview with the Supervisor-in-Charge (SIC) on 

11/25/2014 at 11:30am revealed: 

- Resident #1 is served a diet according to the 

menu in the facility.

- The facility had menus for regular diets only.

- The resident's diet is supposed to be 

changed to a regular diet.
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 C 270Continued From page 1 C 270

Review of facility menus revealed regular diets. 

Interview with Resident #1's primary care 

physician on 11/25/2014 at 11:35pm revealed:

- Resident #1 should be on a No Added Salt 

diet.

- Resident #1's diet will not be changed to a 

Regular diet. 

Interview with the Administrator on 11/25/2014 at 

11:45am revealed:

- The dietician will be contacted to review the 

menus.

- Menus for therapeutic diets will be in place 

right away.

Observation of the lunch meal on 11/25/2014 at 

12:00 noon revealed: The resident received 

sliced turkey (lunch-meat) sandwich (2gm 

sodium), serving of mixed vegetables, mixed fruit 

cup, and 8oz glass water/tea. 

     2. Resident #2's current FL-2 dated 

8/6/2014 revealed:

-     The resident's diagnoses included 

Obesity, Schizophrenia, and Diabetes Mellitus

-     The resident had a diet order for 1500 ADA 

diet.

Interview with the Supervisor-in-Charge (SIC) on 

11/25/2014 at 11:30am revealed: 

- Resident #2 is served a diet according to the 

menu in the facility.

- The facility did not have a menu for 1500 ADA 

diet.

- The Resident's diet is supposed to be 

changed to a regular diet.

Interview with the Administrator on 11/25/2014 at 

11:45am revealed:
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 C 270Continued From page 2 C 270

- The dietician will be contacted to review the 

menus.

- Menus for therapeutic 1500 calorie ADA diets 

will be in place right away.

Observation of the lunch meal on 11/25/2014 at 

12:00noon revealed: The resident was served a 

turkey sandwich, mixed vegetables, yogurt, 8oz 

water/tea.

Interview with Resident #1's primary care 

physician on 11/25/2014 at 12:35pm revealed:

- Resident #1 should be on a 1500 ADA diet.

- Resident #1's diet must remain 1500 ADA 

diet.
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