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D 000 Initial Comments D 000
The Adult Care Licensure Section conducted an
annual and follow up survey on April 5 - 7, 2022.
D 270 10A NCAC 13F .0901(b) Personal Care and D 270
Supervision
10A NCAC 13F .0901 Personal Care and
Supervision
(b) Staff shall provide supervision of residents in
accordance with each resident's assessed needs,
care plan and current symptoms.
This Rule is not met as evidenced by:
Based on observations, interviews, and record
reviews the facility failed to provide supervision
for 1 of 5 sampled residents (Resident #3)
resulting in 6 unwitnessed falls in a month.
The findings are:
Review of the facility's Fall Prevention Program
policy revealed:
-A resident that has an absence of safety
awareness and a chronic illness would be at high
risk for falls.
-A post-fall evaluation and incident/accident
report will be completed after a resident had a
fall.
-The resident's care plan should be updated after
the fall.
-Safety interventions should be put in place to
decrease/eliminate the risk of an injury from a fall.
Review of Resident #3's FL-2 dated 03/01/22
revealed:
-Diagnoses included Parkinson's disease,
recurrent falls, instability of the joints, and
Division of Health Service Regulation
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM

6899

FI7TH11

If continuation sheet 1 of 9




PRINTED: 04/29/2022

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
R
hal026065 B. WING 04/07/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7051 ROCKFISH ROAD
HARMONY AT HOPE MILLS
FAYETTEVILLE, NC 28306
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 270 | Continued From page 1 D 270

hypertension.
-Resident #3 was semi-ambulatory and
intermittently disoriented.

Review of Resident #3's Care Plan dated
03/01/22 revealed the resident required limited
assistance with bathing, dressing, and grooming.

Observation of Resident #3 on 04/05/22 at
9:10am revealed:

-Resident #3 was sitting in a transport chair.
-Resident #3 was using her legs to wheel herself
around her kitchen.

Observation of the facility's A-hall on 04/05/22 at
9:40am revealed:

-A loud banging could be heard coming from a
resident's room when exiting another resident's
room.

-Resident #3 was sitting on the floor in the kitchen
in her room.

Interview with Resident #3 on 04/05/22 at 9:40am
revealed:

-Resident #3 fell out of her transport chair trying
to clean her kitchen.

-She had been on the floor in the kitchen for a
while.

-She banged on the trashcan so that someone
could help her.

Review of a facility progress note dated 04/05/22
at 10:47am:

-Resident #3 had an unwitnessed fall.

-The resident's responsible party and primary
care physician (PCP) were notified that Resident
#3 fell.

-The Healthcare Director (HCD) was notified that
Resident #3 fell.
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Review of Resident #3's incident/accident (I/A)
reports revealed there was no I/A report dated
04/05/22.

a. Review of Resident #3's I/A report dated
03/10/22 at 8:30am revealed

-Resident #3 had an unwitnessed fall.

-The resident was found on her knees with her

pants pulled down and leaning on her bed asleep.

-The personal care aide (PCA) assisted the
resident into her bed.

-The resident did not have any bruises or injuries
documented.

-A post-fall assessment was not completed.

-The resident care plan was not updated.

-The resident was encouraged to have her
clothes on properly.

Review of a facility progress note dated 03/10/22
at 2:12pm revealed:

-Resident #3 was found on her knees with her
pants pulled down and leaning on her bed asleep
at 8:30am.

-A PCA assisted Resident #3 into bed.

-Facility staff monitored the resident throughout
the day.

b. Review of Resident #3's I/A report dated
03/10/22 at 5:15pm revealed:

-A PCA found the resident on the floor in her
bathroom around 5:15pm.

-Resident #3 reported that she went to the
bathroom and fell, but she was unable to get
herself back up.

-The resident complained of right hip pain but she
refused to go to the hospital.

-A post-fall assessment was completed.

-The resident care plan was not updated.

-The resident's responsible party and PCP were
notified.
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-The HCD was notified.
-The resident was encouraged to put her clothes
on properly.

Review of a facility progress note dated 03/11/22
at 12:41am revealed:

-Resident #3 was found on the floor in her room
by a PCA at 5:15pm.

-The resident complained of right hip pain but she
refused to go to the hospital.

-The resident was placed back in her wheelchair.
-The resident's vitals were checked and
documented.

-The facility would continue to monitor the
resident.

c. Review of Resident #3's I/A report dated
03/11/22 at 3:30am revealed:

-Resident #3 was found on the floor in her kitchen
area.

-The resident's vitals were taken and
documented.

-The resident did not have any bruises or injuries
documented.

-A post-fall assessment was not completed.

-The resident care plan was not updated.

-The resident was encouraged to put her clothes
on properly.

Review of a facility progress note dated 03/11/22
at 12:49am revealed Resident #3 was
encouraged to use her wheelchair when
ambulating.

d. Review of Resident #3's I/A report dated
03/15/22 at 4:45pm revealed:

-Resident #3 was found on the floor in the
bathroom at 4:45pm by a PCA.

-The resident's vitals were taken and
documented.
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-The resident did not have any bruises or injuries
documented.

-A post-fall assessment was completed.

-The resident's care plan was not updated.

-The resident's responsible party and PCP were
notified.

-The HCD was notified.

-The resident was encouraged to use her call bell
in her bathroom if she needed assistance.

Review of a facility progress note dated 03/15/22
at 10:38pm revealed:

-Resident #3 was found on the floor in her
bathroom at 4:45pm by a PCA.

-The facility staff would continue to monitor the
resident multiple times while on each shift.

e. Review of Resident #3's I/A report dated
03/26/22 at 8:45am revealed:

-Resident #3 was found sitting on the floor with
her back against her bed by a PCA.

-The resident's vitals were taken and
documented.

-The resident did not have any bruises or injuries
documented.

-A post-fall assessment was completed.

-The resident's care plan was not updated.

-The resident's responsible party and PCP were
notified.

-The HCD was notified.

-The resident was encouraged to reach for her
bed before sitting down.

Review of a facility progress note dated 03/26/22
at 9:17am revealed:

-Resident #3 was found sitting on the floor with
her back against her bed by a PCA.

-Resident #3 reported that she was trying to sit in
her bed, but she fell.

-The PCA helped the resident up and sat her in
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her recliner.
-Facility staff will continue to monitor the resident.

Interview with Resident #3's PCP on 04/07/22 at
8:00am revealed:

-She was aware that Resident #3 had multiple
falls recently.

-Resident #3's cognitive status has declined, but
she was still alert and oriented.

-Resident #3 did not have safety awareness to
know when it was safe for her to ambulate safely.
-She would recommend that Resident #3 be
moved to the facility's secured unit so she could
have more supervision.

-The facility provided basic interventions to try
and prevent Resident #3 from having frequent
falls such as verbal reminders to use her call bell.

Interview with Resident #3's family member on
04/06/22 at 6:32pm revealed:

-He was notified every time Resident #3 had a
fall.

-Pysical therapy had worked with Resident #3 to
help prevent some of her falls.

-The HCD had told him that facility staff checked
on Resident #3 throughout the night to help
prevent falls.

Interview with the HCD on 04/07/22 at 9:41am
revealed:

-She was aware that Resident #3 had 6 falls
since March.

-Resident #3 was checked on frequently because
she was considered at high risk for falls.

-She did not have a time frame of how often
Resident #3 should be checked on frequently.
-The PCAs and MAs were expected to check on
Resident #3 multiple times throughout their shift.
-The PCAs and MAs would document their safety
checks by exception only.
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-The MAs were expected to complete an I/A
report whenever Resident #3 had a fall.

-The HCD would initiate alert charting to notify the
MAs and PCAs that Resident #3 would need
frequent checks after she had a fall.

-Alert charting would last from 48-72 hours.

Interview with the Administrator on 04/07/22 at
10:10am revealed:

-She was aware that Resident #3 had multiple
falls.

-Resident #3 was considered at high risk for falls
due to her multiple falls.

-The PCAs and MAs checked on Resident #3
multiple times throughout their shift.

-The PCAs and MAs did not document their
checks except by exception.

-She had tried to place an extra staff member
with Resident #3 to help prevent some of her
falls.

10A NCAC 13F .1006(a) Medication Storage

10a NCAC 13F .1006 Medication Storage

(a) Medications that are self-administered and
stored in the resident's room shall be stored in a
safe and secure manner as specified in the adult
care home's medication storage policy and
procedures.

This Rule is not met as evidenced by:

Based on observations, record reviews, and
interviews, the facility failed to ensure that the
residents' medications were stored safely and
securely for 1 of 1 resident sampled (#4) who
self-administered medications.

D 270

D 377
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The findings are:

Review of the facility's policies and procedures for
self-administration of medications revealed:

-All residents who self-administer [medication]
must keep their medications in a secure
environment that is accessible only to the
resident and facility staff.

-The resident's medications must be kept in
locked storage to prevent access by other
residents.

-The resident's apartment must be kept locked at
any time when the resident is out of the room.

Review of Resident #4 FL-2 dated 09/21/21
revealed:

-Diagnoses included periprosthetic fracture,
repeated falls, and age-related physical debility.
-Medications orders included an order for
atenolol(a medication used to treat high blood
pressure), gabapentin( a medication used to
relieve nerve pain), and amlodipine besylate ( a
medication used to treat high blood pressure).

Observation of Resident #4's bedroom on
04/05/22 at 9:24am revealed:

-Resident #4 was sitting on her bed with a clear
plastic container filled with medications over the
counter and prescription medications.
-Resident #4 was placing her medications in a
7-day pill organizer.

Interview with Resident #4 on 04/05/22 at 3:50pm
revealed:

-She self-administered her medications.

-She kept all her medications in a plastic shoe
container that did not lock.

-She kept the plastic container of medications at
the bottom of her dresser drawer that did not
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lock.
-She never locked her room door when she was
not in the room.

Interview with the Health Care Director on
04/05/22 at 4:00pm revealed:

-The Licensed Health Professional Support nurse
was responsible to make sure that Resident #4's
medications were kept in locked storage.

-She did not know that Resident #4's medications
were not kept in locked storage.

Interview with the Administrator on 04/06/22 at
4:15pm revealed:

-She did not know that Resident #4 did not keep
her medication in locked storage.

-Resident #4 was supposed to have her
medications kept in locked storage.

-It was her responsibility to make sure that
Resident #4 kept her medications in locked
storage.
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