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D 000 Initial Comments D 000
The Adult Care Licensure Section conducted an
annual survey and a complaint investigation from
06/16/26 through 06/18/26. ;
D 283 10A NCAC 13F .0904(a)(2) Nutrition and Food D283 i

Service

T0A NCAC 13F 0904 Nutrition and Food Service
(a) Food Procurement and Safety in Adult Care
Homes:

(2) Facilities with a licensed capacity of 13 or
maore residents shall ensure food services comply
with Rules Governing the Sanitation of Hospitals,
Nursing Homes, Adult Care Momes and Other
Institutions set forth in 15A NCAG 18A .1300
which are hereby incorporated by reference,
including subsequent amendments, assuring
storage, preparation, and serving of food and
beverage under sanitary conditions,

This Rule is not metf as evidenced by:

Based on observations and interviews, the facility
failed to ensure residents’ ice supply was
protested from contamination as evidenced by
two scoops for the ice machine in the kitchen
uncoverad on top of the machine.

The findings are:
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Initial observation of the Kitchen on 06/18/26 at

11:20am revealed: Mu0XoN /

-Two scoops for the ice machine were lying i —— \\

uncovered on top of the machine. o : W €00 WA

-The covers for the two scoops were covered with e d\“\“$SC(\%m“% Ao0e \j\‘LW’W
dust and were lying to the far right of the top of i 000 ‘

the machine. RN YCR 0 |

000 CAeaRMNCSS . Wee¥N.

Second observation of the Kitchen on 06/17/26 at
7:24am revealed:

-Two scoops for the ice machine were lying
uncovered on top of the machine,

-The covers far the: two scoops were covered with
dust and were lying to the far right of the top of
the maching.

-The dietary aide scooped ice from the ice
machine to prepare the residents’ water glasses
for the morning breakfast meal.

Interview with the dietary aide on 06/17/26 at
7:52am revealed:

-3he was not aware that the ice scoops in the
Kitchen must remain coversd when not in use nor
the reason the scoops needed to remain covered.
~The ice scoops were usually kept uncovered on
top of the ice machine.

Interview with the cook on 08/17/26 at 7:35am
revealed:

-The ice scoops for the ice machine had been
lying uncoverad on top of the machine for more
than several months.

-He was not aware that the ice scoops in the
kitchen must remain covered when not in use.

Interview with the Dietary Manager (OM) on
08/17/26 at 8:30am revealed:

-The ice machine in the kitchen serviced the
entire facility.
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-She was aware that the ice scoops were
uncovered on the ice machine on 06/16/26 and
06/17/26 but she was not aware that the ice
scoops in the Kitchen must remain covered when
not in use,

Telephone interview with the Administrator on
06/17/28 at 2:58pm revealed:

-5She was not aware that the ice scoops were
uncoverad an the ice machine on 06/16/26 and
D6/17/28.

-She was aware that the ice scoops must be
stored in a cover when not in use.

-Bhe was aware of the potential for cross
contamination if the ice scoops were left
uncoverad,

-All kitchen staff were responsible for ensuring
the ice scoaps remained covered wheh notin
use.

-She expected the ice scoops to be stored in
covered containers and not on top of the ice
maching.

10A NCAC 13F .0909 Resident Rights

10A NCAC 13F .0909 Resident Rights

An adult care home shall assure that the rights of
all residents guaranteed under G.5. 131D-21,
Declaration of Residents’ Rights, are maintained
and may he exercised without hindrance,

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to ensure the rights of assisted living (AL)
residents were maintained including being treated
with dignity and respect related to being served
food within the posted scheduled meal service
times.

D 283

b 338
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The findings are:

Interview with a resident during the initial tour on
06/16/26 at 10:10am revealed:

~Meals were usually served to residents an hour
or longer after the posted mealtimes.

-5he had witnessed residents leaving the dining
room without eating due to the meals being
served long after the posted mealtime,

Interview with another resident during the initial
tour on 06/16/26 at 10:20am revealed:

-It was not unusual for residents o wait for 50
minutes to an hour for their meals during
mealtimes.

-The residents had mentionesd their
dissatisfaction with excessive waiting times for
meal gervice to the management of the facility
threugh the resident council meetings, but
nothing changed.

Observation of the dining room at the lunch meal
service on 06/16/26 at 12:05pm revealed:

-There was a sign posted with a lunch service
time of 12:30pm.

-There were 42 residents seated in the dining
room waiting to be served.

-There was one kitchen staff plating food from the
kitchen to a dining cart for all 42 residents.

-The dietary aide and the personal care aides
(PCAY} served the residenis from the dining cart.
=The first table was served at 1:06pm and the last
table was served at 1:30pm.

-Several residents left the dining room before the
dietary aide and PCAs served the meals to all the
residents.

Interview with a resident after the lunch meal
service on 06/16/26 at 1:40pm revealed:
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-By the time she was served, half the people had
already left the dining room.

-She did not like having to wait for her food and it
was inconvenient.

-She had mentioned her concearh to the PCAs at
various times, but nothing changed.

Interview with a second resident after the lunch
meal service on 06/16/26 at 1:45pm revealed:
-Dinner service took even longer because there
were more residents that came to dibner.,

-5he waited 45 minutes to an hour to be served
meals at times which made her agitated.

-5he had mentioned it to the PCAs and to
management at various times, but nothing
changed.

Observation of the dining room at the breakfast
meal service on 06/17/26 at 7:20am revealed:
-There was a sign posted with a breakfast service
time of 7:30am.

-There were 38 residents seated in the dining
room waiting to be served.

-There was one kitchen staff plating food from the
kitchen to a dining cart for all 28 residents.,

-The dietary aide and the PCAs served the
residents from the dining cart.

-The first table was served at 7:55am and the last
table was served at 8.25am.

-Several residents left the dining room before the
dietary aide and PCAs served the meals ta all the
residents.

Interview with a resident after the breakfast meal
service on 06/17/26 at 8.40am revealad:

-His table was always the last to be served during
the breakfast meal service and the dinner meal
service.

-By the tima he was served, half the peopie had
already left the dining room.
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-He did not like having to wait for his food and he
had waited anywhere fram 45 minutes to an hour
for his meal at times.

-He stopped mentioning his cancerns about
mealtirme delays because nothing changed.

Interview with a second resident after the
hreakfast meal service on 06/17/26 at 8:45am
revealed:

-The wait time for meal service had usually been
an hour following the posted mealtime for as long
as he could remember being at the facility.
=Rinner service tock even longer because there
were more residents that came to dinner.

-He: did not like having to wait for his food and
watching other residents leave because they had
finished their meal bafore he ever received his.

Interview with & distary aide on 06/17/26 at
8:35am revealed:

-She was aware it took a long time for all the
residents to be served their meals.

-She was not aware residents had complained
about being served food late but she served the
residents’ meals once the cook prepared the
meal from the kitchen.

Interview with the cook on 06/17/26 at 7:30am
revealed:

-He served the AL residents meals once all the
meals wete served to the residents in the special
care unit (SCU),

-He was aware it took a long time for all the AL
residents to be served their meals but he served
the resident meals according to how the Dietary
Manager (DM) inatructed him.

-He was not aware residents had complained
about being served food late,

Interview with the DM on 06/17/26 at 8:30am
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revealad:

-She was aware it took a long time for all the
residents to be served their meals.

-5he was not aware residents had complained
about being served food [ate.

Interview with a PCA on 06/17/26 at 9.0%am
revealed:

-She was aware residents had to wait 45 minutes
to an hour for their meals during the lunch meal
onh 06/16/26 and during the breakfast meal
service on 06/17/26.

-Bhe was aware residents had complained about
being served food late and had told the dietary
staff and management at the facility, but no
changes had been made to correct the issue for
long wait fimes.

Interview with the Resident Care Coordinator
(RCC) on 06/18/26 at 11:42am revealed:

-She was aware residents had to wait 45 minutes
to an hour for thair meals during the Junch meal
on 06/16/26 but was not aware of the breakfast
meal service on 06/17/26 hecause she had not
arrived until later that day.

-She was aware residents had previously
complained about being served food late but no
changes had baen made {0 correct the issue for
long wait times.

-She expected residents to be served their meals
within 20 to 30 minutes as a reasonable serving
time.

Interview with the Director of Glinical Services
(DCS) on 06/17/26 at 9:15am revealed:

-5he was not aware residents had to wait 45
minutes to an hour for their meals during the
lunch meal on 06/16/26 and during the breakfast
meal service on 06/17/26.

-She was aware residents had complained
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previously about long wait times for meals but
she was not aware the residents had complained
racently.

-8he expected residents to be served their meals
within 30 minwtes as a reasonable serving time
after the pested mealtime.

Telephone interview with the Administrator on
0617726 &t 2:58pm revealed:

-She was not aware residents had to wait 45
minutes to an haur for their meals during the
lunch meal on 06/16/26 and during the breakfast
mesal sarvice on 06/17/26.

-Residents had expressed concern jn previous
resident council meatings about long wait times
for meals but she was not aware the residents
had complained racently.

-She expected residents to be served their meals
within 30 minutes after the posted mealtime
outside of the dining room.

10A NCAC 13F .1004 {n) Medication
Administration

10A NCAC 13F .1004 Medication Administration
{m) The facility shall assure that medications are
administered in accordance with infection control
measures that help to prevent the development
and transmission of disease or infection, prevent
cross-contamination and provide a safe and
sanitary environment for staff and residents.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to ensure infection contral measures were
implemented during the morning medication
PASE.
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The findings are;

Observation of the morning medication pass on
06/17/26 between §:02am and 8:35am revealed:
-Two medication aides {(MAs) administered
medications to the residents.

-Hand hygiene was performed before and after a
resident was administered medication. ‘
-Between &:29am and 8;36am, the second MA
prepared medications for a resident. ,

-One oral medication fell on top of the medication
cart.

~The MA was not wearing gloves and picked up
the oral medication with her bare hand and put it
info the medication cup.

-The MA was not wearing gloves and picked up a
medication capsule and a secand oral medjcation
with her bare hand to separate the medications
from other medications that would be crushed,
-The MA crushed all but the two separate oral
medications, mixed the medications with vanilla
pudding, and administered the medications to a
resident af B:37am,

Interview with the MA cbserved during the
medication pass on 06/17/26 at 12:38pm
revealed:

-She picked up the oral medication with her bare
hands during the medication pass and was not
wearing gloves.

-She did not think about wearing gloves during
the medication preparation but she thought
afterward that she should have worn gloves,

Interview with the Resident Care Coordinator
(RCC) on 06/18/26 at 11:45am revealed:

-She expected MAs to discard an oral medication
that was dropped on top of the medication cart,
complete a wasted meadication form, and get a
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new ofal medication to administer.
-MAg should not fouch oral medications with their
bare hands,

Interview with the Director of Clinical Services
(DCS) on 06/18/26 af 9:42am revealed:

-She expected the MAs to get rid of an oral
medicaticn that was dropped en top of the
medication cart and to get a new oral medication.
-MAs should be able to use tongs that were
storad on the madication carts to separate oral
medicaticns that needed to be crushed.

Telephone interview with the Administrator an
0B/17726 at 3:10pm revaaled:

-She expected the MAs to wear gloves or use
tongs so the MAs would not be touching oral
medications with their bare hands.

-Bhe expectad the MAs to discard any oral
medication that fell on top of the medication cart
and to get a new oral medication to administer to
aresident.

10A NCAC 13F .1205 Health Care Personnel
Registry

10ANCAC 13F .1205 Health Care Personnel
Registry

The facility shall comply with G.3. 131E-256 and
supporting Rules 10A NCAC 130 .0101 and
0102,

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to report to the Health Care
Persannel Registry (HCPR) within 24 hours
regarding an injury of unknown origin and sperm
found in a resident's urine who had Alzheimer's

O 371

D 438
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disease and resided on the special care unit
{SCU) (#4).

The findings are:

Review of Resident #4's FL-2 dated 04/28/26
revealed:

-Diagnogesz included Alzheimer's disease,
dyslipidemia, osteopenia, hypothyroidism,
ingomnia and Raynaud's syndrame.

-3he was ambulatory.

-She wasg & wanderer,

Review of Resident #4's electronic progress
notes revealed:

~On 06/06/26 at 6:45am, staff reported bruising of
Resident #4's left arm.

-On 06/06/26 at 9:15am, staff reported bruising of
Resident #4's right eye.

-On 06/06/26 at 10: 11am, staff created an
incident report for Resident #4.

~0On 06/11/26 at 10;45pm, staff reporied Resident
#4 was sent to the emergency roorm for
evaluation of alfered mental statug, falls, edema
and cellulitis.

~On 06/11/28 at 10:50pm, staff created an
incident report for Resident #4.

~0On 06/12/26 at 5:00pm, staff reported Resident
#4's responsible party (RF) called to report a
hospital urinalysis revealed sperm in Resident
#4's urine.

Requests to review Resident #4's incident reports
dated 06/05/26 and 06/11/26 were denied by the
facility on 06/16/26 at 1:42pm.

interview with Resident #4's RP on 06/17/26 at
10:45am revealed:

-Her last visit to the facility was on 06/06/26 after
staff natified her by phone of the bruising on
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Resident #4's arm and eye.

~Staff were treating the incident as a fall but could
not be sure since there were no witnesses.
-During a second incident on 06/11/26, Resident
#4 was sent to the emergency department (ED)
for evatuation.

-Ghe met Kesident #4 af the hospital on 06/11/26
and was told by a physician in the ED on 06/12/28
that sperm was found in Resident #4's urine.
-She called the facility on 06/12/28 and reported
the sperm in the urine to the Administrataor,

Interview with a personal care aide (PCA) on
08/17/26 at 9:20am revealed she did not notice
any bruises on Resident #4's face or arm but
noticed a bruise on Resident 4's leg at the end of
May and sent a picture to the director of clinical
services {DCH),

Intetview with a second PCA on 06/17/26 at
S:43am revealed:

-8he noticed bruising on Resident #4's left arm
following a fall out of bed but could not recall the
date,

-5She noticed bruising on Resident #4's face,
around one eye, but could not recall which eye.
-She reperted the bruising on Resident #4's arm
and face to the medication aide (MA) on duty.

Interview with a MA on Q6/17/26 at 12:00pm
revealed:

-Resident #4 fell 2-3 times within a few days prior
to her hospitalization.

-She was not the MA who noticed the bruising on
Resident #4's arm and face.

-She had no knowledge of sperm present in
Resident #4's urine,

-MAs completed incident reports after assessing
residents for pain, and contacting the resident
care coordinator (RCG), the provider and the RP.
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Interview with the MA Supervisor on 06/17/26 at
12:17pm revealed:

-She was not aware of Resident #4's bruising on
her arm or face until 06/17/26.

-She had access to incident/accident reports but
only reviewed them when requested by the RCC
or DCS.

-5he was not aware of the sperm in Resident #4's
urine.

Interview with the RCG on 08/18/26 at 11:50am
revealed:

-She was familiar with Resident #4 but not aware
of the bruising cn her arm and face and not
aware of the spermt in her urine.

-If a PCA noticed bruising, they should notify the
MA who would assess the area, report the
findings to the Supervisor and call the provider,
the on-call managet on duty (MOD) and RP
before completing an incident report.

-MAs were responsible for completing incident
reparts for injuries of unknown origin and notifying
the RPs.

-RCCs were responsible for state reportable
incidents, and the reparts should be submitted
within 24 hours.

-She was unaware that injuries of unknown origin
or sexual assault had to be reported to the
HCPR.

Interview with the Administrator on 06/17/26 at
2:58 pm revealed:

-She was aware of the sperm in Resident #4's
uring on 06/12/26 but was not aware of the
bruising on her arm and face.

-Resident #4's RF phaned the facility at 10:15am
on 06/12/26 and speoke to the SCU manager first
before spaaking to her.

-5he reported the sperm in Resident #4's urine to
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her home office on 06/12/26 and an internal
investigation was being conducted.

-She did not report the sperm in Resident #4's
urine to the HCPR because her home office had
not instructed her to do so.

-She did not report Resident #4's bruising to the
HCPR because she was unaware of the incident.
-Bhe had never had anything like this happen
before and was unaware that reporting must
aeour within 24 hours.

-5he was responsible for reporting to the HGPR.
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