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Initial Comments

The Adult Care Licansure Saction and the
Mecklenburg County Department of Sactal
Services conducted an annual, follow-up and
complaint investigation on August 15,
2024-August 16, 2024,

10A NCAC 13F.1307 Speclal Cara Unit Res.
Profile & Gare Plan

10A NCAC 13F 1307 Speclal Care Unit Resident
Profile & Care Plan

In addition to the requirements In Rules .0801
and .0802 of {hls Subchapler, the faclilty shall:
(1) Within 30 days of admisslon to the spacial
care unil and quarterly thereafter, develop a
willten

resldent profila contalning assessment data that
describes the residant's behavioral patterns,
selfnelp abllities, level of dally living skills, spaelal
management neads, physical abilities and

D 0o¢

D 464

Responses to the cited
deficisncias do not constitute
an admission or agreement
by the facility of the truth of
the facts alleged or
conclusions set forth In the
Statement of Deficiencies
Corrective Action Report;
the Plan of Correction s
prepared solely as a matter
of compliance with State

disabllities, and degree of cognltive impalrment,
{2} Develop or revise the resident's care plan
required in Rulo .0802 of this Subchapter based
on the

regldent profila and speclfy programming that
involves environmental, soclal and health care
sirategles to heip the resident altain or malntain
{he maximum level of functioning possible and
campensaie for fost abifities.

This Rule Is not met as evidenced by:

Based on record reviews and Interviews, the
fachity falled lo ensure 5 of 5 samplod rosidents
had Speclal Care Unit (S8CU) resident profilas
updaled on a quarterly basls {(Resldenis #1, #2,
#3, #4 and #5) and falled fo ensure a SCU
resident care plan was updated and completed
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D454/ Continued From page 1 D484 1 Facility Executive Director will in-service
annually for 1 ol 5 sampled residenls (Resident the Metnory Care Coordinater on the
#5), rule area found {o be non-compiiant:
10A NCAC 13F ,1307 Special
The findings rre: Care Unit Resident Proflle and Care
Plan
1. Raview of Residant #5's current FL2 dated
05/29/24 roveaied:
-Dlaghoses included demantia due to Facllity Executive Diractor will In-service
Alzhelmer’s, possible schizophrenla and diabates, the Memory Care Coordinator on the
~The recommended [evel of care was enhanced followlng policies and procedures;
care, 1. Special Care Unit Policy and
Procedures
Review of Resldent #5's Resldent Reglster 2.Resldent Assessment and Care
revealed an admission date of 05/31/22, Planning
Review of Rasldant #1's record on 08M6/24 Facllity Executive Director and Memory
ravealad: Care Coordinator will complete an audit
-Thers was a SCU quartarly profile complated on on care plans and ensure that we are
1_]_2;“;?;2&;’5 #9610 vere han commpletadion meeting the requirements as described
- e rules and policles liste a,
11/16/23 with no Primary Care Providar (PCP) In the rul policles fisted abov
slanafuce lfa = O .
ny non=compliance-is-found-Faollity
hete yma:a SCU cara plan camplated o Exdautive Dirsctor and Memory Care
12108/23 with no PCP signalure. 4
. Coordinator will complete Resident
-There was no additional documentatlon SCU Prafiles &nd Care Plans as hacassary o
quarterly proffies wera campleted after 12/06/23. establish compliance B BSary
-Thera was no additional documentaflon of a P :
sCU tan. 4 2 ¢
samepian Fagillty Executive Directer and Memory
Refer o Intarview with the Special Cara Unit Care Coordinator will establish a procesd
Coordlnator (SCG) en 08/16/24 at 3:45pm. 1o ensure that compliange 13 malntaln_for
futre occurrences and needs according
Refer {o Interview with the Administrator on 1o the requirements of upon admission
08f16/24 at 4:07pm, and quarterly.
il
2. Review of Resident #1's current FL2 dated z:paged
06/25/24 revenled: compllance:
-Dlagnoses Included dementia, cognltive 10/15/24
Impalrmants and adjustment disordsr with
tepressed moad.
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~The recommended level of care was enhanced
care.

Revlew of Rasident #i's Resldent Reglster
revealed an admission date of 08/25/21.

Review of Resident #1's record on 08/15/24
revaalad;

~Thera was a quarterly proflle corpleted on
10/23/23.

~Thera was a care plan completed on 06/24/24,
-There was ho additional dosumentation SCU
quartetly proflles were completed balween
1023123 and 06/24/24.

Refer to interview with the SCC on 08/16/24 at
3:45pm.

Refer to Interview with the Administtator on
0B/16/24 at 4:.07pm,
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3. Revlew of Resldent #2's current FL2 dated
06/21/24 revealed:

-Dlagnoses Incleded dementia with behavioral
disturbance, pulmonary hypsiipidemia,
hypertension, stage 3 chranlc kidney dlsease,
paripheral vascular disease, and non-Insulin
dependent Tyre 2 diabates.

-She was constantly disorlantad,

-The resommendsd laval of cars was enhanced
care,

Review of Resident #2's resident reglster
revealed she was admitied on 04/13/23.

Revlew of Resldent #2's racord revealed:
-There was a SCU rasldant profile complated on
12/11423.

-Thera was a care plan completed on 02/25/23
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afier a signifcant change.

~Thera was no physiclan signatura on the care
plan.

»There was o addliional decumentation of a
SCU resldant profile complated,

Refer to interview with the SCC on 08/16/24 at
3:45pm.

Refer to interview with the Administrator cn
(8116124 at 4:07pm.

4. Review of Residant # 3% current FL.2 dated
06/25/24 ravealed:

-Dlagnoees includad dementia dus to
Alzhalmer's.

~The recommendad level of care was anhancad
care,

Review of Resldent #3's Resident Register
revealed an admission date of 05/27/22,
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Review of Resident #3's record on 08/15/24
revealed;

~There was a SCU quarterly profile completed on
12111123,

~Thers was a SCU quarterly profile complated on
06/21/24.

-There was nv additional documantation SCU
quarterly profiles were completad 12/11/23 and
Bi29724.

Refer to Interview with the SCC on 08/i8/24 st
J:45pm.

Refer to interview with the Administrator on
08/16i24 at 4:07pm.

B, Resident of Resident #4's current FL2 dated
06/25/24 ravoalad:
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-Dlaghoses Included vascular dementia, franslent
Ischemic attack (a brief siroke-lke attack),
hypertgnsion and lype 2 diabetes.

-The recommandad level of care was enhanced
care.

Review of Resident #4's Resldent Register
revealad an admission date of 02/01/24,

Review of Rasldent #4's record on 08/15/24
revealed;

~There was a care plan completed on D2/ 11524,
~Theta was a care plan completed o 06/24/24,
-Thera was no addltional documentatlon of a
Spactal Care Unit (SCU) profile completed
betwaen 02/11/24 and 06/21/24.

Refer ta interview with the SCC on 08/16f24 at
346pm,

Refer to interview wlth the Administrator on
0816424 at 4:07pm.
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Interview with the SCG an 08/16/24 at 3:50pm
revealed;

-She was responsible for completing the
regidents’ SCU resident profiles and SCU
resident care plans.

-Bhe knew SCU resident profiles were 1o be
compleled within 30 days of admisslon andon a
duartaHy basls.

~She knew SCU restdent care plans were to be
completed within 30 days of admisslon, within 10
days of a significant change and annually.

-She did not know residents' #1, #2, #3, #4 and
#5 wera missing SCU resident profiles,

-She did nat know Realdent #8 did nol have a
complated SCU care plan.

-She was rasponsible for keeping a schedule of
when SCU rasident profiles and SCU care plans
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-She had missed completing residents' #1, #2,
#3, #4 and #5 8CU resident profllss.

~She had missed completing resldant #5's SCU
care plan.

Intarviaw with he Adminlstrator on 08116724 at
4:07pm revaaled:

~Ths SCC was responsible for the SCU profiles
and care plans belng completad,

-She was not awara of any lasuss with the SCU
prafifes and care plans net being completed
timety.

-She was rtot aware when tha SCU profiles and
care plans ware to be completad.
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