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The findings are:

The Adult Care Licensure Section and the
Mecklenburg County Department of Social
Services conducted an annual survey on
04/22/24 through 04/23/24.

D 463 10A NCAC 13F .1306 Admission To The Special

10A NCAC 13F .1306 Admission To The Special

In addition to meeting all requirements specified
in the rules of this Subchapter for the admission
of residents to the home, the facility shall assure
that the following requirements are met for
admission to the special care unit:

(1) A physician shall specify a diagnosis on the
resident's FL-2 that meets the conditions of the
specific group of residents to be served.

(2) There shall be a documented pre-admission
screening by the facility to evaluate the
appropriateness of an individual's placement in
the special care unit.

(3) Family members seeking admission of a
resident to a special care unit shall be provided
disclosure information required in G.S. 131D-8
and any additional written information addressing
policies and procedures listed in Rule .1305 of
this Subchapter that is not included in G.S.
131D-8. This disclosure shall be documented in
the resident's record.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure 3 of 3 sampled residents
(#1, #2 and #3) residing in the Special Care Unit
(SCU) had documented signed SCU disclosure
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Review of the facility's current license effective
01/01/24 revealed the facility was licensed with a
capacity of 34 SCU residents.

Review of the facility's census on 04/22/24
revealed there was a census of 27 residents.

1. Review of Resident #1's current FL-2 dated
03/07/24 revealed:

-Diagnoses included dementia and depression.
-She was constantly disoriented.

-She was semi-ambulatory using a rolling walker.

Review of Resident #1's Resident Register
revealed an admission date of 10/06/23.

Review of Resident #1's record on 04/22/24
revealed there was no documentation of a SCU
disclosure.

Review of Resident #1's care plan dated 04/16/24
revealed:

-She was forgetful and required prompting.

-She required limited physical assistance with
dressing, grooming, and bathing.

-She required moderate physical assistance with
toileting, ambulation, bathing, and transfers.

Attempted telephone interview with resident #1's
family member on 04/23/24 at 10:46am was
unsuccessful.

Refer to the interview with the SCC on 04/23/24
at 11:02am.

Refer to the interview with the Health and
Wellness Director (HWD) on 04/23/24 8:30am
and at 9:45am.
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Refer to the telephone interview with the
Administrator on 4/23/24 at 11:16am.

2. Review of Resident #2's current FL-2 dated
01/30/24 revealed:

-Diagnoses included alzheimer's.

-He was constantly disoriented.

-He was ambulatory.

Review of Resident #2's Resident Register
revealed an admission date of 03/02/23.

Review of Resident #2's record on 04/22/24
revealed there was no documentation of a SCU
disclosure.

Review of Resident #2's care plan dated 10/17/23
revealed:

-He required limited physical assistance with
dressing, grooming, toileting, and bathing.

-He did not require assistance with eating,
ambulation, and transfers.

A telephone interview with resident #2's family
member on 04/23/24 at 10:48am revealed she
signed all paperwork at the time of admission but
had no recollection if she signed a special care
unit disclosure form.

Refer to the interview with the SCC on 04/23/24
at 11:02am.

Refer to the interview with the HWD on 04/23/24
8:30am and at 9:45am.

Refer to the telephone interview with the
Administrator on 4/23/24 at 11:16am.

3. Review of Resident #3's current FL-2 dated
03/07/24 revealed:

-Diagnoses included dementia.
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-She was constantly disoriented.
-She was ambulatory using a rolling walker and
wheelchair.

Review of Resident #3's Resident Register
revealed an admission date of 09/26/23.

Review of Resident #3's record on 04/22/24
revealed there was no documentation of a SCU
disclosure.

Review of Resident #3's care plan dated 12/05/23
revealed:

-She required limited physical assistance with
dressing, grooming, and bathing.

-She did not require assistance with eating,
toileting, ambulation, and transfers.

Attempted telephone interview with resident #3's
family member on 04/23/24 at 11:09am was
unsuccessful.

Refer to the interview with the SCC on 04/23/24
at 11:02am.

Refer to the interview with the HWD on 04/23/24
8:30am and at 9:45am.

Refer to the telephone interview with the
Administrator on 4/23/24 at 11:16am.

Interview with the SCC on 04/23/24 at 11:02am
revealed:

-She did not know Resident #1, Resident #2, and
Resident #3 did not have a SCU disclosure
statements.

-She had worked at the facility approximately six
months and did not recall them being mentioned
during her orientation/training.
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-She was familiar with SCU disclosures from
working in other SCU facilities.

-She started working at the facility in 2022 and
was in the process of auditing all SCU resident
charts.

Interview with the HWD on 04/23/24 8:30am and
at 9:45am revealed:

-She and the SCC were responsible for ensuring
all paperwork was completed and up to date.
-She did not know that Resident #1, Resident #2,
and Resident #3 did not have a SCU disclosure
statements.

-She did know SCU disclosure statement were to
be completed upon admission to the SCU.

-She did not know why residents were missing
SCU disclosures statements.

Telephone interview with the Administrator on
4/23/24 at 11:16am revealed:

-She did know SCU disclosure statements were
to be completed upon admission to the SCU.
-She was aware that some residents were
missing the SCU disclosure statements but had
not completed the missing SCU disclosure
statements with resident's responsible parties.
-If a resident was transferred from the facility
owned Assisted Living Facility to the SCU, the
Resident Care Coordinator (RCC) was
responsible for ensuring the SCU disclosure
statements had been completed.

-The sales department was responsible for
ensuring the SCU disclosure statements were
completed for new residents being admitted from
their home or hospital.
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