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Initial Comments

The Adult Care Licensure Section conducted a
follow-up survey on 07/15/26.

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 any resident's physician-ordered
therapeutic diet for guidance of food service staff.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to ensure matching
therapeutic menus for guidance when preparing
meals for 1 of 3 sampled residents (#3) with a
physician's order for a no concentrated sweets
(NCS) diet.

The findings are:

Observation of the kitchen on 07/15/26 revealed:
-There was a sheet of paper on the wall that
listed the residents' names and their diets.
-There was no therapeutic diet menu for staff
guidance when preparing meals.

Review of Resident #3's current FL-2 dated
08/05/25 revealed:

-Diagnoses included type 2 diabetes and
hypertension.

-There was an order for a NCS diet.
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Observation of the lunch meal on 07/15/26 from
1:00pm to 1:21pm revealed:

-Resident #3 was served chicken, mashed
potatoes, cornbread, green peas, peaches, and
water.

-Resident #3 ate 100 percent of his lunch meal.

Interview with the Supervisor-in-Charge (SIC) on
07/15/26 at 4:10pm revealed:

-He went by the sheet of paper in the kitchen
when preparing the residents' meals.

-He knew Resident #3 was diabetic and he did
not serve sugar or sweets to Resident #3.

-He had not seen a therapeutic menu for
guidance in preparing meals.

Telephone interview with the Administrator on
07/15/26 at 4:15pm revealed:

-He did not know there were no therapeutic
menus at the facility for staff guidance in
preparing meals.

-He thought there was a therapeutic menu in the
kitchen.

-He and the SIC were responsible to ensure there
were therapeutic menus available for staff
guidance in the facility.
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