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D 087 Initial Comments D 000
The Adult Care Licensure Section and the e AR
: ; e
Caldwell County Department of Social Services irestinatiandetarmiied thats Raisdsil
conducted an annual and follow up survey and I 9 t rendered Resident #1°
complalnt Investigations on 05/27/26 to 05/29/26. sysiemcomponentrenderedresident#1's
call bell inoperable, and the facility lacked
. ' aninterimprocess to ensure residents had
3118 10A NCAC 13F .0311 {I) Other Reguirements D118 areliable means to summon assistance
while repairs were pending.
10A NCAC 13F .0311 Other Requirements
) ) - , L Immedi recti i
(i) In licensed facilities without live-in staff, there U idz;?ifci:coartiifwt;\;iﬁg;[rlw%gerable il 6/25/26
shall be an electrically operated call system bell. maintenance was notified and the
meeting the following requirements: , \ failed communication device was replaced.
(1) the call system shall connect residents Resident #1 received increased supervision
bedrooms and bat.hmc’ms to a location untilrepairs were completed to ensure the
access@{e to staff; ) resident's needs could be promptly
{2) residents' bedrooms shall have a resident call addressed
system activator at the resident's bed;
{3) the resident call system activator shall be : .
within reach of a resident lying on the hed; Sys‘fem_i‘c Correc‘F:on .
{4} the resident call system activator shall be I:etfaCI!gy istaglls?egs procelslis retqumng
such that it can be activated with a single action alfreyt_en ga S ?d dy a_tc;a sys‘tem "
and remain on until deactivated by staff at point of EZaEQZfizzmem%rr?i\rfmlg Sss\li’;!tanig :nsrna €
origin; and . T W ;
g " ; increased supervision, as indicated, until
(5} when activated, the call system shall activate repairs are completed. Maintenance staff
1 audi_ble and visual signal n & lecalion will be notified immed‘iately and repairs will
HERRESA be tracked untilresolved.
Monitoring Plan
The Executive Director or designee will
monitor resident call bells to ensure they
This Rule Is not met as evidenced by: are functioning properly and that residents
Based on interviews and record reviews the affected by any callsystem malfunctionare
facility failed to provide an electrically operated prDV'dEd,With an talternatetlrlneans of
call system that activated an audible signal igmrqspégg&fﬁ'é;ﬁvmnbé ::ifg}isegﬁeekl
accessible to staff for 1 of 5 sampled residents for fgur We.eks and quarterly thereafter for y
#1). : : :
bl six months to ensure continued compliance.
The findings are:
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Review of Resident #1's current FL2 dated
10/20/25 revealad:

-Diagnosis includad bl-polar disordar,
biypartenslon, fatigue and major depressive
disorder,

-8he was semi-ambulatery and used a walker,
-She was intermlitently disoriented.

Review of Resident #1's resident regtater
revealed she was admitted to the facliity on
12103128,

Revlew of Resident #1's care plan dated 12/03/25
revealed:

«Bhe was Independant in all activities of daily
living excapt bathing.

-5he nesded supervision with bathing.

Interview with Resident #1 on 05/28/26 at 9:30am
raveaied!

~Her call bell was currently working but it was not
working when she fell & few months ago.

~-She fell by the heater under her window and sha
had to get & plllow from her bed and sccot to the
bathroom tc use the call ball besause the call bell
basids her had was not working,

-She told the lde who helped her when she had
lhe fall that her call bell was not worklng. -

-It tock mainteriance ahout 30 days {o fix It after
the fall.

Observation of Resident #1's room on 05/28/26 at
9:30am revealed:

-On ane wall of her room ghe had a king-sized
bed and a nightstand on each slde of the hed.
~Thera was a call bell on the wall above the
nightstand to the left of her bed,

-The heater and window was to the right of her
bed,
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<The door to the bathroom was across from the
foat of har bed.

Review of Regident #1's accident report dated
03/08/26 revealed;

-Resident #1 fell by the heater and was found on
the floor In the bathroom after ringing the call bell.
-There was nc documentation Resldernt #1
informed staff the call bell was not working,

Interview with the malntenancs director on
0b/28/26 at 11:3dam and 1:13pm tevealed:

-He repairad Resident #1's call ball In late
February after the Resident Care Coordinator
{RCC) Informed him it was not working.

~Ha was told agaln on approxdmately 03/12/26
that it was not working.

-He contacted the company immadiately to come
and fix it.

-The company that malntained the call system
came on 03/13/26 and replaced it,

-He did not glve her an allernative means of
calling for help while the cali ball was not working.

Interview with tha RCG on 05/28/26 at 1:20pm
revealed:

~Rosldent #1 told her the call bell by her bad was
not working on 03/10/26 and she reported It to the
maintenance director Immediataly.

-She was awara it had been fixatd praviously.
-She did not glve Resident ##1 an alternative
means of calling for help while the boll was not
working.

-She "probably” asked staff to make more
fraquent rounds on het durlng that tme.

Interview with a Medication Alda {iMA} on
03/29/26 at 7:17am revealad:

-She was the MA who respondad to Resident #1
on 03/03/26 when she rang the call bell in her
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bathroom.

~Resident #1 did not inform her the call bell by her
| bed dig not work.

~She was aware the call bell by her bed heeded
to be fixed a fow weels prior fo 03/03/26.
-“When a call bell did not work a resldant was put
on 30-minute checks,

Raview of a work ordar dated 03/13/26 revealed:
-The work was complsted by a local
felecommunlcations sontractor.

~There was documentation a bad device was
raplacad,

Interview with the Adminlstrator on 05/29/26 at
9:67am revealed:

-Wheh a resident did not have access fo a
working call bell they were placed on Increased
suparvision, fyplcally 1-hour checks,

-The facillty did nof have hand bells that could be
used I the call bell system did not work,

~Bhe was not Informed Residant #1's call bell
needed to ba flxed and ultmately replaced.

D270 10A NCAC 13F .0901(b) Personal Gare and B 270
Supoervision

10A NCAC 13F 0801 Perscnal Care and
Supervislan

(b} Staff shall provida supervision of resldents In
accordance with each resldent's assessed needs,
care plan and current aymptoms,

Civislon of Health Service Regulation
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Root Cause
This Rule Is not met as evidenced by:; Investigation determined that the facility
Hased on Interviews and record reviews, the lackeda process io ensure supervisicnand
favillty failed to provide supervision for 1 of 5 documentaticn of supervision after falls.

sampled resldents (Residant #3) who had a
history of falls with no documsntation of
increased supervision after the falls.

Immediate Corrective Actlon
Educationwith staff on proper
documentation and monitoring of residents
after falls and incident that require

The findl :
he findings are increased monitoring or support.

Review of the facility's undated Fall Prevention

Palicy and Precedure revealed: SyStem.l.C Corrlectlon .
-If a resldent was assessed to ba at high risk for The facility revisedand mplement«lsd the
falls, had experlenced a recent fall, or had a Falis and Head Injury Response Policy to 62526
histary of falls, Intervantions would be ideniified strengthen staff response toresident falls
and Implemanted. and suspected head injuries.
~The resldent, responsible persan, and famlly ThPT revised policy reguires staff tp as5es5
memkers will participate infreview the residents before movement, obtainand
nterventions, document vital signs for every fall, identify
when EMS s needed, complete neurological
Revlaw of Resldent #3's current FL2 dated checks when a head injury is suspected,
19/31/25 revealed: notify appropriate parties, and document

-Diagnoses Includad Alzheimsr's disease, chronle the incident according to facillty procedure.

kidney disease staga 3, sansorinsural haaring

loss, and systemic Jupus. Monitoring Plan :

-The recommended leval of care was speclal Staff will be educated on the revised poilcy.
care unit (SCU), The Administrator, Resident Care Director,
-Resident #3 was ambulatory. or designee will monltor fall documentation
-Resldent #3 was incontinent of bowel and for compliance weekly for 4 weeks and then
bladder. quarterly for 6 menths.

~Resldent #3 was constantly disorfented,

Raview of Resldent #3's Resident Register
revealed:

-Resident #3's admission date was 07/15/25.
-Resldent #3 had a Power of Attorney (PCA}.

Review of Residant #3's Care Plan dated
02/06/26 revealed:

-Resident #3 was always disoriented.
Dilvislon of Health Sorvice Regulation
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-Resident #3 had wandering behaviors and was
axit saaking.

-Regident #3 was difficull to redirect,

-Resident #3 requlred supervision with
armbulation,

-Resident #3 raguired limitec assistance with
drassing and grooiing.

-Rasident #3 required extonsive assistance with
tolleting and bathing.

Ravlew of Resldant #3's incident/acclident reparts
from July 2025 through February 2026 revealsd:
~There were 18 incident/accident reports
documented between 07/31/25 end 02/04/26.
~-Some of the interventlons Included "30-minuts
checks on patlent” and "Increased rounding."

Interview wlth a personai care aide (PCA) on
05/26/26 at 8:50am revealed:

-When Resldant #3 was admitted to the facility
sha was constantly disorented but was walking
Ihdependently. )
-She started having a lof of falls and aventually
needed mare help,

-The staff ate supposed to observe resldents
overy 16 minutes to ensurs they ars present in
the: facility and check the residents & minimum of
avely 2 hours for Incontinenca care.

-After falls staff are supposed to Increase rounds
for the Resldent who fall.

-Thete was nho $at amount of ime that the rounds
werae increasead after the fall,

-There was no dosurmnentation rounds were done
after Resldent #3's falla occurred,

interview with a second PCA on 05/28/28 at
10:09am revealed:

-Resident #3 had been independent with walking
when she was admilted to the faclllly,

-As time progressed, her walking got worse and

Divislon of Heallh Service Regtlatlon

STATE FORM

L)

ZRHM TS

I conlinualion sheet § of 17




Division of Health Service Regulation

PRINTED: 06/03/2026

FORM APPROVED

STATEMENT OF PEFICIENGIES
AND FLAN OF CORRECTION

{X1) PROVIDERSUPPLIERIGLIA
IDENTIFICATION NUMBER:

HAL014-017

(X2) MULTIPLE CONSTRUGTICN
A, BUILDING:

B, WING

(X3) DATE SURVEY

CGOMPLETED

R
05/20/2026

MNAME OF PROVIDER OR SUFPLIER

STREET AMDRESS, CITY, 8TATE, ZIP CODE

$01 RIVER BEND DRIVE
GRANITE FALLS, NC 23630

GRAGE VIL.LAGE ASSISTED LIVING & MEMORY CARI

X4y 12
PREFIX
TAG

BUMMARY STATEMENT QOF DEFICIENCIES
{EACH DEFICIENGY MUST 8 PRECEDED BY FULL
REGULATORY GR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN QF CORRECTION
PREFIX (EAGH CORRECTIVE AGTICN SHOUED BE
TAG CROSS-REFERENCEL TO THE APPROPRIATE
DEFICIENGY)

(x5
COMPLETE
DATE

270

D 225

Continued From page 8

she started falling & lot.
~None of the PCAs docuiment [noreased younds
belng done after any resident falls,

Interview with the Speclal Care Coordinator
{SCC) on 05/28/28 at 10:55am revealed:
~Resident #3 had been Indapendant with walldng
fram har admission to the facillty untll Just a few
days before she was hosplialized in February
2026,

-8he had multiple falls even with interventions put -

In place to try and prevent the falls.

-After a resident fell, the PCAs were aupposed to
increase supervision of the resident more
frequently.

-There was not a sat amount of {lme for the PCAs
to Increase supelvision,

~There was no docurnentation that Increased
suparvislon occurred after Resident #3's multiple
falls.

Intarview with the Adminislrator on 05/29/26 at
1Q:56am and 1:16pm revealad;

-Resldent {3 had multipie falls whilz at the factiity.

-There were always interventions put In place to
prevent further falls,

«Qften after falis, the resident would be placed an
30-minute checks for 24 to 48 hours,

~Sha was not awars staff was not documenting
increased supservislon after falls.

10ANCAG 13F .0804 ()6} Nutriton And Focd
Servlce

10A NCAC 13F 0904 Nutritlon And Foad Service
{e) Menus in Aduli Care Homes:

{6) Menus fer all therapsutic diets shall be
planned or reviewed by a licensad
dletitian/nutritionist, The faciiity shall malntain

D270

1295
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verlflcation of the licensed dietitianfnutritonlst's
approval of the therapeutlc dieis.

This Rule s not met as avidenced by:

Based on observation, Interviews and record
reviews the facility failed to have the facility's
therapeutle dlet menus reviewad and approved by
a Raglsterad Dietitlan {RD).

The findings are:

Obseivation of the kitchen during initial tour on
08127128 at 11:46am revesled:

-There was a listing of all residents who had a
therapeutic diet posted by the ceok's serving
station,

~There was a binder next to ihe cook's serving
station that contalined tha therapeutlc dlst menus.

Review of the faclllty's therapetitic dists revealad
they served g chopped dlet, a ground dlet, a
puraed diet and finger foods.

Review of the facillty's Spring/Summer
therapeutic dlet menus revealed:

-The menus were developed by the facllity's
cantractad food vendot.

“There was a therapeutic dict menu Tor #n
International Dysphagla Diet Standardizatlon
Inltiative (IDDSI) Level 7 sasy to chaw,

«There was a therapautic dist menu for an [DDS|
Level 4 purest,

~There was a therapeullc diet menu for a finger

Root Cause

Investigation determined that the facillty
lackeda process to ensure therapeutic
diets recelved the required review and
approval by a Registered Dietitian.

Immediate Correctlve Actlon

Upon identification of the deficiency, all
therapeutic diets were submitted toa
Registered Dietitlan for review and
approval, Dietary staff were notified of any
recommendations or changes resulting
from the review.

Systemic Correcticn

The facllity established a process to ensure
that all therapeutic diets are reviewed and
approved by a Registered Dietitlanas
reguired. Therapeutic diet reviews will be
obtained upon implementation of new
dlets and whenever changes to therapeutlc
diet menus are made. Bocumentation of
Registered Dietltlanreview and approval
wlll be malntained by the facility.

Monltoring Plan

The Executive Dlrector or deslgnee will
monitor therapeutlc diet documentation to
ensure reguired Registered Dietitian review
and approval has been obtalned.
Documentationwill be reviewed weekly for
four weeks and quarterly thereafter for six
months to ensure continued compliance.

6/25/26
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food dist,

-There was nc documentation an RD reviewed or
approved the therapeutic menus.

Interview with the RD from the facillly's contracted
food vendor an 05/28/26 at 4:28pm revealsd:
~-She was the corporate menu speclalist at the
facllity's contracted food vendor.

~The facllily had a contract with the food vendor
to devalep and provide menus.

-There were multigle levals of contracts and the
facility did not pay for the leval that provided an
RD's review and approval.

-t was the faclllty's responsaibllity ta have an RD
from the state of North Carclina review and
approve the menus because the food vendor did
not have RDs In every state they worked in,

thterview with the facility's Director of Busihess
Devalopmant and Marketing on 05/28/26 at
4:45pm revealed:

-The facllity's corporate office had ah employee
who hegotiated contracts with the food vendor,
~He thought the contract they had with the food
vendor previded both menu development and RD
review and approval.

~He dld not know the menus In the klichen were
hot reviewad and approved by an RD.

Interview with the Administrator on 05/28/26 at
4:45pm ravaaled:

-The faclity received new menus this past spring
frorn the oontracted focd vendor.

-She thought the RD at the food vendor reviewed
and approved {hem when sha developad them.

D 296 10A NCAC 13F .0804{c){(7} Nuirlion And Food D 296
Service

Biviston of Health Service Regulation

STATE FORM 0360 ZRHM1 If sontinuation shesl & of £7




PRINTED: 06/03/2026

FORM ARPROVED
Divislon of Healih Service Regulation
STATEMENT OF DEFIGIENGIES (%1} PROVIDER/SUPPLIER/GLIA 1X2) MULTIPLE CONBTRUCTION {%3) DATE SURVEY
ANG PLAN OF CORRECTION IDENTIFICATION NUMBER; A BULDING: COMPLETED
R
HALO14-017 B. WING 05/20/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
51 RIVER BEND DRIVE
GRAGE VILLAGE ASSISTED LIVING & MEMORY GARI
' GRANITE FALLS, NG 26630
) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDEf'S PLAN OF GORRECGTION o)
PREFIX (EAGH DEFIGIENGY MUST BE PRECEDED BYFULL PREFIX (EACH GORRECTIVE AGTION SHOULG BE COMPLETE
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE bATE
DEFICIENSY)
D 285| Continued From page 9 D 296
10A NCAC 13F .0904 Nutritlon And Foad Service Root Cause

Investlgationdetermined that the facility
lacked a process to ensure therapeutic
menus for mechantcally altered diets were
developed and maintained to correspond
with the regular menu and residents’
prescrlbed dietary needs.

(c) Menus In Adult Care Homes:

(7) The facllity shall have a matahing tharapeutls
diet menu for any resident's physlclan-ordered
therapeullc dlat for guidance of food service staff,

Immediate Corrective Action

Upcn identificationof the deficiency,
therapeutlc menus for mechanlcally altered
diets were developed to correspend with the
regular menu and implemented for resident
Thia Rule is not met as evidenced by:’ use. The menus were submitted to the

Basad on obssrvation, Interviews and record Reglstered Dietitianfor review and approval,
reviews tha facllity falled to have maltching

therapautle diet menus for 2 of 3 sampled Systemic Correctlon

residents (#8 and #7}) with physician-ordered The facility established a process to ensure

therapeutic diets far guldance of feod service therapeutic menus for mechanically altered | 6/25/26

staff related to a mechanical saft diet (#6) and a clets are developed, malntained, and

ground dlet {#7), updated to correspond with the regular
menu and residents’ prescribed dietary

The findings ave: needs. All therapeutlc menus and
subsequent revisions will be submitted to the

Observation of the kitchen during initial tour on Registered Dletitianfor review and approval,

OBI27126 at 11:48am rovealed and documentation of approval will be

-There was a listing of all residents who had a aintalned by the facility.

therapauiic dist posted by the cool's serving

statlon. Monitoring Plan

-There was 8 binder next to the cook's serving . Ihe Executive Director or designee will

statlon that contained the therapsutic diet menus. monitor therapeutic menus for mechanically
pltered diets to ensure they correspond with

Review of the fagility's Spring/Summar Ihe regular menu and that required

therapautic diet menus revealed: Registered Dietitianreview and approval

~Tha menus were developed by ths facility's have been obtained. Documentationwill be

contracted food vendor, Feviewed weekly for four weeks and quarterly

“There was not 8 meny for 5 machaniaal soft diet thereafter for six months to ensure continued

or & ground diet. compllance.

1. Revlew of Resident #6's current FL2 dated
Dvislon of Health Servica Regulation
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C2/17/28 revealed:

-Diagnoals Inciuded pneumenia and
gastroesophageal refiux disease (GERD).
~There was an order for a machanlcal soft dlat,

Review of the facility's Spring/Summer
therapeulic diet menus revealed:

-lt did not contain a menu for a mechaniocal soft
diat,

-~There was & therapeulic dist menu for an
International Dysphagla Dist Standardization
Initlatlve {|IDDSI) Leval ¥ easy to chew.

Rafer to interview with the Food Service Director
(FED) on 05/29/28 at 2:07pm.

Refer to telephong intervlew with the RD fram the
facility's contracted food vendor on 05/28/26 at
4:280m,

Refer to Interview with the facllity's Director of
Business Development and Marketing on
05/28/26 at 4:45pm.

Refer lo inlerdew with the Administrator on
05/28/26 at 4:45pm.

2. Revlew of Resldent #7's current FIL2 dated
(1/14/26 revealed:

-Diagnosis includad dlabotas, demantia and
hyperiansion,

-Thers was an ordet for a regular ground diet,

Review of the facility's Spring/Summer
therapeutic diet menus ravealad:

It €ld not contaln & menu for a ragutar ground
diet, :

~Thare was a therapeutic diat manu for an
International Dysphagla Diet Standardization
Inltlative {IDDSI) Level 7 easy to chew,

Dlvislen of Health Serviea Regulation
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Refer to Interview with the Foad Servics Director
(FSD) on 05/29/26 al 2:07pm.

Refer to telephone Intarview with the RD from the
facliity's confracted food vendor on 03/28/26 at
4:25pm,

Rafer to interview with the facility's Director of
Business Development and Marketing on
05/26/26 at 4:45pm.

Refer to intarview with the Administrator on
05/28/26 af 4:45pm.

Intarview with the Food Service Director (FSD} on
0B/29/26 at 2:07pm ravealad:

-Se learnad the facllity would be changing to new
meanus when sha recelved an amall from the
contracted food vendor representative in the
winter that Informad her the naw Spring/Summer
manus were availtable for download,

~The new menus did not contain a menu for
machanlical soft manu or a menu for a ground
diat,

~Tha facility did not have access to the

Reglsterad Dletitian (R} that developed the new
menug 50 it was up to her to declpher and
intarpret the changes,

-She declded the IDDSI level 7 easy to chew
menu best matched the diet orders se the distary
staff used that as guldance when preparing food
for mechanical soft diets and ground dists.

Telephone intarview with the R from the faclilty's
contracted food vehdor on 05/28/26 at 4:25pm
ravealac

-5he wos the corporate menu speclalist at the
Divisien of Health Service Regulation
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faclilty's contracted food vendor,

~The faclliity had a contract with the foad vendor
to develop and provide menus hut the contract
did not include providing education on meants,
~There were multiple lsvels of contracts and the
facliity did ret pay for the lavel that provided
education or menus for a mechanlcal soft diet or
a ground diat.

~The menu that was provided Ihcluded a
therapauile diet menu for 2n 1DDSE Lavel 7 easy
to chew diet that could be used for a mechanleal
soft diet.

-8he could provids an IDCSI Level 6 Minced and
Melst dlet menu that could be used for a ground
diet but the facility's contract did not includs that
level of menu planniing,

Interview with the faclilly's Dirsclor of Business
Development and Marketing on 05/28/26 at
4:45pm revealed: -

-The facllity's corporats office had an employee
who negotiated coniracts with the food vender,
He thought the contract thay had with the food
vendor provided access to the RD for aducation
and menu development for all types of diet orders
including mashanical sefl and ground because it
had always baen that way In the past,

Interview with the Administrator on 05/28/26 at
4:45pm revealed:

~The facility recelved new menus this past spting
from the coniracted food vandar.

~She did not khow the new menus did not have
menus for mechanical soft or ground dlats,

10A NCAC 137 .0904(e)i4) Nutritton and Feod
Bervice

10A NCAC 13F 0804 Nutrition and Food Service

[ 296

D3io
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(8) Therapeutio Diets In Adult Care Homes:
(4) Al therapeutic diets, Inciuding nutritionzl
supplements and thiekened liqulds, shall be
servad as orderad by the resident's physiclan.

This Rule is nat mat as evidenced hy:

Basad on chservations, Intarviews and racord
reviews the facifity falled to serve a therapeutic
dlet as ordared to 1 of 3 sampled residents (#6)
related to an order for nectar thlck iqulds,

The findings are:

Review of Regident #6's current FL2 datex|
02/17/26 revealed:

-Dlagnosls Included pneumonia and
gastroesophageal reflux disease (GERD).
~Thera was an older for nactar thick liqulds.

Obsarvation during the lunch meal service on
Q6/27/26 at 12:16pm revealed:

-He was served ice water and coffes that were
nest nectar thick.

-The Resident Care Coordinator (RCC) removed
it immediately when It was brought fo her
attentlen,

Observation of ihe beverage cart for the lunch
meal service oh D5/27/26 at 12:16pm revealsd
powdar to thicken beverges was not on the cart.

interview with Residenl #6 on 05/27/26 al
12:15pm revealad he was usually seived
thickened liqulds.

[nterview with the Speech Languags Pathologist
on 05/27/26 at 12:17pm revealed:
-She worked for the rehabilitation services that

Root Cause

Investigation determined that the facillty
lacked a process to ensure therapeutic diet
modifications, including prescribed liquid
consistencies, were consistently providedin
accordance with physicianorders.

Immediate Corrective Actlon

Upon Identification of the deficiency,
Resident #6's liquid consistency was
immediately corrected to nectar-thick as
ordered. The resident's physician and
responsible party were notified, and the
resldent was monitered for any adverse
effects.

Systemic Correction

The facllity established a process to ensure
therapeutic diet modifications, including
prescribed liquid consistencles, are
communicated and providedin accordance
with physician orders. Current diet orders
will be maintainedin a readily accessible
locatlon for dietary and direct care staff,
and changes to diet orders will be promptly
communicated to appropriate staff to
ensure resldents receive meals and liquids
conslstent with thelr prescribed dietary
needs.

Menitoring Plan

The Executive Director or designes wili
monitor meal service to ensure therapeutic
diet modifications, iIncluding prescribed
liguid consistencies, are providedin
accordance with physiclan orders. Meal
observations and diet order documentation
will be reviewed weekly for four weeks and
guarterly thereafter for six months to

ensure continued compliance.
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was housed at the faclilty and was able o monitor
Resldent #8's meals regularly.

-Resldent #6 aiways recelved his liquids
thickened as ardersd.

-Ha recelved nectar thick liguids because he was
haspltalized with asplration pneumaonia about six
months ago,

“While he was in the hospital for esplration
preumenia ha had & Modified Barlum Swallowing
Study (MBS8) {a test that determined swallowing
function).

-The MBSS Indicated Resident #6 needed nectar
thick liguids in order (¢ swallow liguids safely.

-He had an order to repsat the MBSS ordered but
she did not know whan It was scheduled,

~She antloipatad ha would "pass” the MBSS
because she had heen providing therapy to him
and doing triais of thin kqulds and he was not
displaying any difficulty swallowlng because he
had a good ceugh reflex,

-If he drank thin liquids "he could get aspiration
prieurmonie but prebably ne more of a tisk than
any of us."

Interview with a personal care alde (FCA) on
056/27/26 at 12:43pm ravealed:

-Resident #8 recelved nectar thick liquids,
Dietary stafi preparad a cart cobiaking
bovarages to serve al the mesl and PCAs got it
fram the kitchen when It was {ime fo serve.
-Dietary staff were responsible for thickening
liquids begause they kept the powder to thicken it
in the kitchan,

<PCAs could sarve luids that were commerclally
prathickenad,

-Drinks wara distributed to resldents before she
got Into the dining reom so she did not know who
gave him liquids that ware not nectar thick,

Inisrview with another PCA on 05/27/26 st

D210
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12:51pm revealed:

-Resident #6 raceived nectar thick ligulds.
-She thought the activity director distributed
drinks to Raesldent #6 af lunch.

Interview with the activity director on 05/27126 at
1:30pm rovaaled:

-Resident #6 received nectar thick liguids.

-Ho <id not serve Resldent #8 drinks at lunch and
thought & FCA disttibuied them,

Interview with another PCA on 05/28/26 at
8:22am revealed:

~Rasident #6 recelved nectar thick fiquids.

~The Food Sarvice Director (FSD) usually
thiekened ths coffee for Resldent #6 bacause the
powder was kept In the klichen,

Ingerview with the FSD on 06/27/26 at 12:40pm
revealed PCAs wera rasponsible for thickening
liguids, not dietary staff,

Intervisw with the RGG on 05/28/26 at 10:04am
revealad;

~The staif In the klichen prepared the lquids that
needed to be thickenad.

-The PCAs had access lo cartons of prethickensd
liqulds,

-Whoever servad the liquids fo Resident #6 did it
accidentally,

[nterview with Resident #6's primary care provider
{(PCP} on 05/28/26 at 4:14pm reveslad:

-Resident #6 was currently ordered nectar thick
ligulds but she antlclpated he would be able to
return to thin liquids after the MBSS was
completad,

«Resident #6 had & MBSS scheduled for the
followlng weak.

-He was at minimal risk of developing aspiration

D 310
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pneumonia,

Inferview with the Administrator on 05/27/26 at

T.18pm revasled she expeacted all staff to serve
dlels as ordered and that includad Resident #6's
nectar thlck liquids, '
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