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Continued From page 1

Review of the facility's current cansus on
01/21/26 revealed there was a lotal of 27
residents.

Observation during a tour of the faclity on
01/21/26 from 9:00am to 9:30am revealad:
-There were 27 residents residing in the facility.
-Residents were observed in their rooms, the
hallway, smoking area and common areas.

Observation during a tour of the facllity on
04/22/26 from 12:44pm to 1:50pm revealed:
-Each resident room had a call system activated
light that was located outside the room near the
upper part of the door frame.

-The lights ware part of the call light system,
signaling staff when a resident neaded help.
-The lights when activated did not produce a
sound and did not send a signal to the medication
room,

-The tights did not illuminate when the call ight
was activated In 10 of 19 resident rooms.

-The 10 rooms that had call lights not working
were located in two different hallways with one
room being close to the kilchen area and others
on the main hatiway which was the same hallway
as the medication offica.

-Staif were observed in both hallways, rasident
rooms and activity room and medication office.

Review of Regident #3's current F(.2 dated
03/11/25 revealed:

-Diagnoses include dementia without behavioral
disturbance, vitamin D deficlency and vitamin B12
deficiency.

-Her level of cars was special care unit (SCU).
-She was constantly disoriented.

-She was ambulatory.

-She was incontinent of bladder and bowel,

0118

Vendes Come 6 el
‘“’\-Q.adg\'.e_;m DeXectve
ComnedS et (e goed,

N peevandve mantenave e 8
whS PM‘)\emm\'é: Mawteonce
'035 (:‘c,rlé‘ei‘d dO (.U‘\-@T’E!a&

Kl (e- educatd on
MM‘BSW’

Maintewee Ofrectos Lo
Conduck Weenl, GudvsYor
{ouc wleek s, neh mmi\i\j
<t Results el B
Peveyded with manogon ertteds

Py sdaveeid Petencies (il
\92 Cotreckd Gnd d(y,un»ﬁ]

rd

STATE FORM

Division of Health Service Regulation

FREN11 H continuation sheel 2078



PRINTED: 02/04/2026

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

HALO49038

(X2) MULTIPLE GONSTRUCTION
A. BUILDING:

B. WING

{X3) DATE SURVEY

COMPLETED

R
01/22/2026

NAME OF PROVIDER OR SUPPLIER

1372 EUFOLA ROAD
STATESVILLE, NC 28877

HARMONY HOUSE MEMORY CARE

STREET ADDRESS, CITY, STATE. ZIP CODE

(X4) D
PREFIX
TAG

BUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL,
REGULATORY OR LSC IDENTIFYING INFORMATION)

o
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICENCY)

(5}
DATE

D118

Continued From page 2

Review of Resident #3's Care Plan dated
03/03/25 revealed:

-She had significant memory loss.

-She required total assistance with bathing,
dressing and personal hygiene.

-She walked throughout building during the day
and night end napped in the common areas
requiring encouragement o sleep in her room.

Review of an Incident accident report revealed
Residant #3 had an unwitnessed fall on 01/12/26.

QObservation of Resldent #3's room on 01/22/26 at
12:44pm revealed:

-The Maintenance Director plugged the call light
cord into the call light box, and it did not produce
a sound, and the call bell light did not light up
cutside Resident #3's room.

-There was no other signaling device such as a
hand belt present In Resident #3's room.

Interview with a personal care alde (PCA) on
01/22/26 at 2:16pm revealed:

-She did not think Resident #3 would know how to
use her call bell if she neaded assistance.
-Resident rooms werae supposed (o have call bells
but not all rooms had working call bells and it had
been that way since she started a year ago.

Interview with 8 medication aide (MA) on
01/22/26 at B:37am revealed:

-The facility did have a call bell system.

-She did not recall any residents using the call
bell system,

-If rasidents needed assistance they would just
call ocut for staff.

Interview with a second MA on 01/22/26 at
12:50pm revealed:
-Resident #3 was not able 1o respond to
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questions and did not communicate.

-Rasident #3 had bsen in the same room across
from the activity room but she wanders most of
the day.

-To monitor residents, she monitored the halls
and checked on residents every 1o 2 hours.

Interview with a third MA on 01/22/26 at 2:21am
revealed:

-8he checked on the residents every hour and if &
resident needed assistance they would “hollar®
out or another resident may bring it to the stafl's
attention that a resident neaded asslstance.

-She was not awara the facllity had a call bell

system.

Interview with the Maintenance Director on
01/22/26 at 12:44pm revealed:

-Some of the call ball lights located outside of
each resident room had not been working since
he started at the facility in June 2025.

-Not all resident rooms havae call bed cords.

-The facility ordered replacement call bell light
bulbs on Tuesday (01/20/26).

-The {acility did not have any other type of call ball
system in place.

interview with the Administrator an 01/22/28 at
3:00pm revealed:

-She was not aware some of the call lights were
not operational until a representative from the
Department of Sacial Services made her aware
soveral weeks ago.

-She heard from previous staff they had hand
bells in the past, but the handbsils were no longer
present in the facllity.

«Sha was not sure who to cali to fix a call light
system but was checking into it.

-8he expected the facllity should have a working
call light system regardiess of whather a resident
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had the cognitive capabllity to use it or not.

Based on observations and record reviews, it was

determined that Resident #3 was not

interviewable.

AW 2 eunbyrecs o\ |42
D 468 10A NCAC 13F .1309 Special Care Unit Staff D 468 we\e G [ E 'cJ ﬂ 3’"4.‘@

Origntation And Train

10A NCAC 13F .1309 Spacial Care Unit Staff
Orientation And Training

The facility shall assure that special care unit staff
raceive at least the following orientation and
training:

(1) Prior to establishing a special care unit, the
administrator shall document receipt of at least
20 hours of training apecific to the population to
be sarved for each special care unit to be
operated. The administrator shall havs in place a
plan to train other siaff assigned to the unit that
identifies cantent, texts, sources, evaluations and
schedules regarding training achievemant.

(2) Within the first week of employment, each
employes assigned to perform duties in the
special care unit shall complete six hours of
orlentation on the nature and needs of the
ragidents.

(3) Within six months of smploymeni, staff
rasponsible for personal care and supervision
within the unit shall complete 20 hours of training
specific to the population being served in addition
to the training and competsncy requirements In
Rule .0501 of this Subchapter and the six hours
of erientation required by this Rule.

{4) Staff responsible for personal care and
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»
Review of the facility's currant census on b
01/21/26 revealed there was a total of 27

rasidents,

1. Review of Staff A's, personal care alde (PCA)
and Medication Aide (MA) personnel record
revealed:

-She was hired on 01/08/26.

-There was no documentation for 8-hour
orientation on the nature and needs of the SCU
residents within the first week of employmant.

Interview with Staff A on 01/21/2026 at 4:01pm
revealed:

-She had completed training on the care of
dementia residents during orlentation but did not
know the date.

-She did not receive any documentation after
campleting the training course.

-The training course was completed by two
nurses al the facllity, but she did not know the
nurse's names.

Refer to interviow with the previous Special Care

Bivision of Health Service Regulation
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Coordinator (SCC) on 01/22/26 at 11:19am.

Refer to tha Interview with the Administrator on
01/22/26 at 11:24am.

2. Review of Staff B's, PCA personne! record
reveated;

-She was hired on 12/30/25.

-There was no documentation for a 6-hour
crigntation on the nature and needs of the SCU
residents. :

Aftempted telephone interview with Staff B on
01/21/26 at 4:10pm was unsuccassful,

Refer to interview with the pravious SCC on
01/22/26 at 11:19am.

Refer to the Interview with the Administrator on
01/22/26 at 11:24am.

3. Review of Staff C's, personnel record revealed:
-She was hired on 12/30/2025 as a PCA.

-There was no documentation for 6-hour
orientation on the nature and needs of the SCU
rasidents within the first week of employment.

Attemptad telephona Interview with Staff C on
01/21/26 at 4:30pm and 01/22/26 at 9:12am was
unsuccessful.

Refer to interview with the previous SCC on
01/22/26 at 11:19am.

Refer 1o the interview with the Administrator on
01/22/26 at 11:24am.

Telephone interview with the previous facility SCC
on 01/22/26 at 11:19am revealed:
-She was respansible for making sure all staff

D488
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-Staff A, B and C did have the 8-hour orientation
on the nature and needs of the SCU residents
prior ta working with residents at the facility.

-The {ralning was completed by the consultant
Registerad Nurse (RN).

-The cansultant RN printed off the training
certificates after the trainings were complated.
-She thought that she had placed them in the
staff's personnal folder but if not, they would be in
a file or a letter tray in her office.

Attempted telephone interview with tha RN
consultant on 01/22/26 at 10:03am was
unsuccessful.

Intarview wilh the Administrator on 01/22/26 at
11:24am revealed:

-The former SCC was rasponsible for ensuring all
training were complete and in the staif's
personnel file.

-She was not aware the stafl did not have the
6-hour orientation on the nature and needs of the
SCU residents' certificate in their parsonnel file.
~She knew that the training had been completed
as the facllity has a RN consultant who completed
ali the trainings.

-She reached out ta the RN consullant and
learmed they did not keep a copy of the training
they completed and only gave the cerlificate to
the former SCC.

-Sha was unable to locate the 6-hour orientation
training certificate on the nature and needs of the
SCU residents certificate and expected it to be
kept in the staffs personnel file.
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