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Food Service

10A NCAC 13G .0904 Nutrition and Food Service
(d) Food Requirements in Family Care Homes:
(3) Daily menus for regular diets shall include the
following:

(H) Water and Other Beverages: Water shall be
served to each resident at each meal, in addition
to other beverages.

This Rule is not met as evidenced by:

Based on observation and interviews, the facility
failed to serve water at the lunch meal on
10/07/15 to every resident.

The findings are:

Observation of the lunch service on 10/07/15
from 11:50 am to 12:50 pm revealed:

-At 12:10 pm 5 residents were sitting at the dining
room table.

-Five residents were served milk, (one of those
was thickened). One resident was also served a
liquid supplement, and one resident was also
served thickened apple juice.

-No residents were served or offered water with
their meal.

Observation of the kitchen on 10/07/15 at 12:50
pm revealed:

-There were clean plastic cups available in the
drainer and in the cabinet that could have been
used to serve water to the residents at the lunch
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meal.

Review of the facility's menu for the week of
10/04/15 to 10/10/15 revealed:

-Residents were to be given 1 cup beverage of
choice with each meal.

-Water was not listed as part of any meal
services.

Interview on 10/07/15 at 12:50 pm with the
Resident Care Coordinator revealed:

-She had worked at this facility since July 2015.
-She was rarely at the facility at meal time.

-The Supervisor-in-Charge (SIC) did the cooking.
-She thought a "beverage of choice" should be
served at each meal to every resident.

-She was not aware water should be served in
addition to other beverages at each meal to every
resident.

-She was aware that "dementia residents cannot
make the decision whether they want water or
not, so it should be placed in front of them".

Interview on 10/07/15 at 12:52 with the SIC
revealed:

-She had worked at this facility for 2 years, but
had worked as a nurse aide for 14 years at other
facilities.

-She prepared and served two meals a day for
each shift she worked.

-She was aware water was to be served at each
meal to every resident.

-She did not place water on the table because the
residents "do not drink it all the time. | usually
give them milk or juice."

Interview on 10/07/15 at 12:55 pm with the
Executive Director revealed:

-She was aware water was to be served at each
meal to every resident.
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-She was not aware water was not being served
at each meal to every resident.

Based on observation, record review and staff
interviews on 10/07/15, it was determined the
residents were not interviewable.
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