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The Adult Care Licensure Section conducted an
annual survey on 08/06/26.

C 257 10A NCAC 13G .0904(a)(1) Nutrition and Food C 257
Service

10A NCAC 13G .0904 Nutrition and Food Service
(a) Food Procurement and Safety in Family Care
Homes:

(1) Food services shall comply with Rules
Governing the Sanitation of Residential Care
Facilities set forth in 15A NCAC 18A .1600 which
are hereby incorporated by reference, including
subsequent amendments, assuring storage,
preparation, and serving food under sanitary

Rule area:

10A NCAC 13G .0904 Nutrition and Food
Service

(a) Food Procurement and Safety in Family
CareHomes:

(1) Food services shall comply with Rules
Governing the Sanitation of Residential
Care Facilities set forth in 15A NCAC

18A .1600 whichare hereby incorporated by
reference, including subsequent amendments,
assuring storage, preparation, and serving
food under sanitaryconditions.

Deficiancy:

The rule was not met due to failure to ensure resident
food was free from contamination as evidenced by
facility staff delivering uncovered meals from the
kitchen to resident rooms.

conditions. 8/20/2026
Corrective Action:
All staff have been reeducated on food safety.
Covers have been purhased and put into service
to cover all meals that leave the dinning area and
are transported to a residents room.
Monitoring to ensure continued compliance:
Daily inspections will be completed by the SIC.
Week dietary audits will be conducted
by Administration for 90 days.
Findings will be reviewed during Quality
. . . . Assurance meetings and corrective action
This Rule is not met as eV|d.encec.i by: N implemented immediately for any deficiencies
Based on observations and interviews, the facility identified
failed to ensure the residents' food was free from
contamination as evidenced by the facility staff
delivering uncovered meals from the kitchen to
residents' room.
The findings are:
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Observation of the lunch meal on 08/06/26
between 12:22pm and 12:32pm revealed:

-The cook plated the residents' food in the kitchen
and placed the plates on the counter.

-There were 3 residents who were eating their
meal in their rooms.

-The personal care aide (PCA) placed the plates
with food, beverages, and fruit in a bowl on a tray.
-The PCA did not cover the plates, beverages or
bowls with fruit.

-The PCA took the trays to the 3 residents'
rooms.

-One of the residents was not ready to eat and
the PCA came back down the hallway with the
residents' tray with uncovered food and
beverages.

Interview with the PCA on 08/06/26 at 12:39pm
revealed:

-He had been working in the facility for about a
week.

-He had never seen the food covered when it was
delivered to residents in their rooms.

-He was trained to deliver the food, beverages
and fruit in a bowl uncovered.

Interview with the Administrator on 08/06/26 at
1:00pm revealed:

-He was responsible for ensuring meals were
served properly to the residents.

-The residents who ate meals in their rooms
should be served at their door from the food cart.
-The facility staff were not to deliver meals
uncovered to residents in their rooms to prevent
contamination.

10A NCAC 13G .0904(d)(4) Nutrition and Food
Service

C 257
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10A NCAC 13G .0904 Nutrition and Food Service
(d) Food Requirements in Family Care Homes:
(4) 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 observations and interviews, the facility
failed to serve water to each resident during the
lunch meal.

The findings are:

Observation of the lunch meal on 08/06/26
between 12:22pm and 12:32pm revealed:

-There were 2 residents eating in the dining room.

-There were 3 residents eating in their rooms.
-There was no water served to the residents in
the dining room or the residents in their rooms.
-No staff asked the residents if they wanted water
at the time the meal was served.

Interview with the personal care aide (PCA) on
08/06/26 at 12:30pm revealed:

-He had been working in the facility for about a
week.

-He was trained to serve tea and other beverages
to the residents.

-He had not given any residents water or
observed any staff give residents water during a
meal.

Interview with the Administrator on 08/06/26 at
1:00pm revealed he expected water to be served
at every meal to the residents in the facility.

10A NCAC 13 G .0904 Nutrition and Food Service
(d) Food Requirements in Family Care Homes:
(4) Water shall be served to each resident at each
meal, in addition to other beverages.

Deficiancy:
The facility failed to serve water to each resident
during the lunch meal.

Corrective Action:

Staff have been reeducated on the rule and food
service as well as the importance of hydration for
our population.

Staff will ensure that there is water at each place
setting as well as on each tray.

Monitoring to ensure continued compliance:
Daily inspections will be completed by the SIC.
Week dietary audits will be conducted

by Administration for 90 days.

Findings will be reviewed during Quality
Assurance meetings and corrective action
implemented immediately for any deficiencies
identified
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reviews, the facility failed to administer
medications as ordered to 1 of 3 sampled
residents (#3) including medications used to treat
hypotension (low blood pressure).

The findings are:

Review of Resident #1's current FL-2 dated

05/07/26 revealed diagnoses included anxiety,
hypotension, hypokalemia, hypomagnesemia,
hearing loss, and history of left femur fracture.

Review of Resident #1's physician's order dated
05/07/26 revealed an order for Midodrine HCL
10mg, take 1 tablet twice per day. Hold if systolic
blood pressure is greater than 110. (Midodrine is
used to treat hypotension).

Review of Resident #1's June 2026 electronic
medication administration records (eMAR)
revealed:

-There was an entry for Midodrine HCL 10mg,
take 1 tablet twice per day. Hold if systolic blood
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10A NCAC 13G .1004 Medication Administration
C 330 10A NCAC 13G .1004(a) Medication C 330 (a) A family care home shall assure that the
Administration preperation and administration of medications,
prescription adn nonprescription and treatments
10A NCAC 13G .1004 Medication Administration by staff are in accordance with:
(a) A family care home shall assure that the (1) orders by a licensed prescribing practitioner
preparation and administration of medications, which are maintained in the resident's record; and
prescription and non-prescription and treatments (2) rules in the Section and the facility's policies and
by staff are in accordance with: procedures.
(1) orders by a licensed prescribing practitioner Defici
. s . . . . eficiency:
which are maintained in the resident's record; and The rule was not met by facility failure to administer
(2) rules in this Section and the facility's policies medications as ordered to 1 of 3 sampled residents
(#3) including medications used to treat hypotension
and procedures. (low blood pressure)
This Rule is not met as evidenced by:
Based on observations, interviews, and record 8/20/2026

Corrective actions:

Upon identification of the deficiency, the Administrator/
Designee conducted an immediate review of Resident #3's
physician orders and MAR to ensure that all current
medications, including medications prescribed for
hypotension, were accurately transcribed and administered
according to the licensed prescribing practitioner's orders.
The resident's responsible party and prescribing practitionefr
have been notified as appropriate of any error in medication
doses or medication adp

facility will follow all practitioner instructions regarding
assessment, monitoring, treatment, and any additional
interventions required. Med Techs have received
reeducation on the 6 rights, medication administration and
the requirement to administer all prescription and
nonprescription medications exactly as ordered by the
licensed prescribing practitioner. Med Techs will review thg
MAR and current physician orders before medication
administration, follow the facility's medication
administration policies and procedures. Med Techs will
immediately report missed medications, medication errors,
or discrepancies to the Administrator/Designee and licensefl
prescribing practitioner, as applicable. Med Techs will
Follow appropriate procedures when a resident's condition
or vital signs may affect whether a medication should be
administered.

ministration discrepancies. The
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pressure is greater than 110.

-On 06/05/26 at 8:00am the systolic blood
pressure reading was 111; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 111.
-On 06/06/26 at 8:00am the systolic blood
pressure reading was 118; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 118.
-On 06/06/26 at 8:00pm the systolic blood
pressure reading was 113; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 113.
-On 06/07/26 at 8:00am the systolic blood
pressure reading was 114; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 114.
-On 06/10/26 at 8:00am the systolic blood
pressure reading was 112; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 112.
-On 06/10/26 at 8:00pm the systolic blood
pressure reading was 120; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 120.
-On 06/11/26 at 8:00am the systolic blood
pressure reading was 114; Midodrine was
documented as administered.

Monitoring for Compiance: To ensure continued
compliance, the Administrator/Designee will complete
audits of medication administration records and
corresponding physician orders for all residents.

|Audits will be conducted weekly for four weeks.
Thereafter, audits will be conducted monthly for three
months. Any identified medication discrepancy will be
addressed immediately, including notification of the
appropriate practitioner and resident representative when
indicated, corrective counseling, and additional staff
leducation. Results of the audits will be reviewed by the
[Administrator to identify patterns or trends requiring
further corrective action during quality assurance
meetings.

The Administrator/Designee will be responsible for
implementing and monitoring this corrective action plan.
Medication staff will be responsible for complying with all
physician orders, medication administration requirements,
and facility policies and procedures.
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-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 114.
-On 06/13/26 at 8:00am the systolic blood
pressure reading was 112; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 112.
-On 06/14/26 at 8:00am the systolic blood
pressure reading was 124; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 124.
-On 06/14/26 at 8:00pm the systolic blood
pressure reading was 122; Midodrine was
documented as administered.

-According to the parameter to hold the B I k P
Midodrine, it should not have been administered a n ag e
for a systolic blood pressure reading of 122.
-On 06/15/26 at 8:00am the systolic blood
pressure reading was 115; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 115.
-On 06/16/26 at 8:00pm the systolic blood
pressure reading was 115; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 115.
-On 06/18/26 at 8:00pm the systolic blood
pressure reading was 112; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 112.
-On 06/21/26 at 8:00am the systolic blood
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pressure reading was 115; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 115.
-On 06/25/26 at 8:00am the systolic blood
pressure reading was 123; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 123.
-On 06/30/26 at 8:00am the systolic blood
pressure reading was 112; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 112.
-On 06/30/26 at 8:00pm the systolic blood
pressure reading was 133; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 133.
-Midodrine was documented as administered 17
times when it should have been held.

Review of Resident #1's July 2026 eMAR
revealed:

-There was an entry for Midodrine HCL 10mg,
take 1 tablet twice per day. Hold if systolic blood
pressure is greater than 110.

-On 07/05/26 at 8:00pm the systolic blood
pressure reading was 112; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 112.
-On 07/06/26 at 8:00pm the systolic blood
pressure reading was 122; Midodrine was
documented as administered.
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-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 122.
-On 07/08/26 at 8:00am the systolic blood
pressure reading was 112; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 112.
-On 07/09/26 at 8:00am the systolic blood
pressure reading was 112; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 112.
-On 07/13/26 at 8:00am the systolic blood
pressure reading was 112; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 112.
-On 07/14/26 at 8:00am the systolic blood
pressure reading was 112; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 112.
-On 07/19/26 at 8:00am the systolic blood
pressure reading was 112; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 112.
-On 07/20/26 at 8:00pm the systolic blood
pressure reading was 117; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 117.
-On 07/21/26 at 8:00am the systolic blood
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pressure reading was 118; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 118.
-On 07/23/26 at 8:00pm the systolic blood
pressure reading was 111; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 111.

-On 07/24/26 at 8:00pm the systolic blood
pressure reading was 124; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 124.
-On 07/20/26 at 8:00am the systolic blood
pressure reading was 120; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 120.
-Midodrine was documented as administered 12
times when it should have been held.

Review of Resident #1's August 2026 eMAR
revealed:

-There was an entry for Midodrine HCL 10mg,
take 1 tablet twice per day. Hold if systolic blood
pressure is greater than 110.

-On 08/01/26 at 8:00am the systolic blood
pressure reading was 117; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 117.
-On 08/02/26 at 8:00pm the systolic blood
pressure reading was 111; Midodrine was
documented as administered.
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-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 111.
-On 08/05/26 at 8:00am the systolic blood
pressure reading was 112; Midodrine was
documented as administered.

-According to the parameter to hold the
Midodrine, it should not have been administered
for a systolic blood pressure reading of 112.
-Midodrine was documented as administered 3
times when it should have been held.

Interview with a medication aide (MA) on
08/06/26 at 2:56pm revealed:

-She administered medications to Resident #1.
-She thought Resident #1's systolic blood

Blank Page

Interview with the Administrator on 08/06/26 on
3:22pm revealed he expected the MAs to
administer the medications according to the order
from the PCP.

Telephone interview with a representative from
Resident #1's primary care provider (PCP) on
08/06/26 revealed:

-He was an on-call PCP.

-Midodrine was used to raise blood pressure for
residents with hypotension.

-If Resident #1 had an elevated blood pressure
that was too high and was administered the
Midodrine it could cause a stroke.

-The current systolic blood pressure readings for
Resident #1 were not high enough to cause an
injury, if the Midodrine was administered when it
should have been held.

Based on observations, interviews, and record
reviews it was determined Resident #1 was not
interviewable.
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