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The Adult Care Licensure Seclion conducted an
annual and follow up survey on Qctober 2, 2024
and Qclober 3, 2024.
D 276 10A NCAC 13F .0802(c)(3-4) Health Care D276 I is the policy'pf Hunter Hill Assisted Living lo
assure documiintation efwritien procedures,
10A NCAC 13F .0902 Health Care e o o ot rdora Homa physlolan o oter
h . icensed haall' professionatin the resident's
gc?[Th_e fa_cilit: shal_idass‘ure docurnentatlon of the record and imjiementation of procedures,
ollowing in the resident’s record: treatments or |rders.

{3) wrilten procadures, treatments or orders from
a physician or other licensed health professional;
and

{4) implementation of procedures, treatments or
orders specified in Subparagraph (c)(3) of this
Rule.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to ensure physicians'
orders were implemented for 3 of 5 sampled
residents (#1, #4, and #5) with orders for
thrombo-embuolic deterrent hose {TED).

The findings are:

1. Review of Resident #1's current FL-2 dated
04/11/24 revealed:

-Diagnoses included femaoral deep vein
thrombosis, diabetes mellitus, hypedipidemia,
thrombophlehitis left arm, and primary
atrioventricular block.

-The resident needed assistance with bathing,
dressing, teileting, and ambulation.

Review of Resident #1's physician orders dated
05/14/24 revealed thrombo-embolic deterent
hose (TED) hose were to be applied every
moming and removed at night.
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Review of Resident #1's licensed health
professional sarvices (LHPS) form dated
08122124 revealed the resident wore TED hose.

Review of Resident #1's October 2024 electronic
medication administration record (eMAR)
revealed:

-There was an entry for TED hose to be applied
at 8;002am and removed at 6:00pm daily.

-TED hosg were documented as off from
08/01/24 to 08/03/24 with no explanation of why
they were off.

Obsarvation of Rasidant #1 on 10/02/24 at
9:51am revealed:

-The TED hose on the left leg was sitting below
the knee and not pulled all the way {o the knees.
-He used his walking cane fo try o pull up the
TED hose on the left lzp.

Obsarvation of Resident #1 on 10/03/24 at
8:14am revealed he was not wearing TED hose
in the dining hall during breakfast.

Interview with Resident #1 on 10/02/24 at 9:46am
revealed: ‘

~He had been weering TED hose for about one
year, "they are not on like they supposed to be.”
-His TED hose were not applied every day, and
he often had to ask a staff to place them on and
sometimes they were not placad on correctly.
-Three days ago, he told the medication aide
(MA) that the left TED hose was sagging around
his ankle, and she told the personal care alde
(PCA) to take them off and apply them correctly.

Second interview with Resident #1 on 10/03/24 at
§:47pm revealed no one asked him to apply his
TED hose bafore breakfast.

STATE FORM

Division of Heallh Sarvica Regulation

1]

03L111

If comdinuation shaot 2¢f 15



PRINTED: 10714/2024

Interview with a personal care aide (PCA) on
10/03/24 at 8:35am revealed:

-She was aware that Resident #1 wore TED
hose,

~3rd shift was responsible for applving TED hose.

-If the TED hose were not placed on during 3rd
shift, then 1st shift was responsible for applying
them,

-She was assigned to him during 1st shift this am
and assisted him with his personal care,

-He had never complained to her that his TED
hases were not applied corectly.

Interview with a medication aide {MA) on
10/03/24 at 12:20pm revealed;

-Resident #1's TED hoses were ordered to be
applled in the morming and removed at night
bafare hed,

-He got the current pair on September 17, 2024,
so they were not worn, but were not placed on
corractly.

-She was not aware that he did not have his TED
hose on before braakfast.

-He did not refuse to wear his TED hose unless
they were not on corractly.

~The TED hose bunched around his ankle, and
she would take them off and put them back on or
aska PCAtodoit,

~Third shift was responsible for placing the TED
hose on when pufiing his clothes on In the
rmoming and 1st shift were responsible if 3rd shiit
had not placed them on.

-She had not told management about the TED
hose not being applied comectly because she
immediately comrected the preblem when the
resident brought it to her attention,

Interview with the Residant Care Coordinator
(RCC) on 10/03/24 at 11:00am revesled;
-Resident #1 would refuse to wear his TED hose.
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-He had netified the primary care provider (PCP),
but could not recall when, and she would spaak
with him about the importance of waaring his TED
hose,

-He was aware that the staff did not give a reason
why Residant #1 did not want to wear the TED
hose on the October MAR,

-His audit for TED hose consisted of reviewing
the orders of who were to wear TED hose then
going to each resident to see if they had them on,
and if not, he notified the MA.

Interview with the facility nanager on 10/03/24 at
3:20pm revealed:

-She was not awara Resident #1 was having
trouble geifing assistance with applying his TED
hose.

-She was not aware that he did not have on his
TED hose during brealkfast this am.

~The resident notified the MA who notifisd the
RCC about any issues.

~She and the RCC were responsible for
addressing implemantation issues with staff.
-She expected staff to follow all physician orders.

Telaphone interview with Resident #1's PCP on
10/03/24 at 12:40pm revealed:

-Resident#1 was willing to wear his TED hose,
-During her weekly visits he did not have them on,
and she wouid ask the PCA to place them on.
-Bhe nofified the RCC that Resident #1 did not
hava on nis TED hose,

-Resident #1 had complained that the TED hose
was not on correctly at times.

~Her concarns with not applving the TED hose
correctly meant they were not doing what they
were supposed to do and could make swelling
worse, poar circulation, and could cause other
problerns such as developing blood clots,

-Her expaclation was the staff to implement tha
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order and to reach out to the pharmacy if resizing
oF measuring was needed.

2. Review of Resident #4's current FL-2 datad
03112724 revealed diagnoses included
schizophrenia, hyperlipidemia, type Il disbstes,
hypertensive disorder and bipolar disorder,

Review of Resident #4's physician order
summary report dated 06/20/24 revealed there
was an order for comprassion socks apply every
moming to both legs for 12 hours and remove at
night for 12 hours.

Observation of Resident #4 on 10/02/24 at
2:50pm ravesled she did not have on her TED
hose.

Observation of Resident #4 raceiving her moming
medications on 10/03/24 at 9:50pm revealed the
medication aide did not attempt to apply her TED
hose,

Review of Resident #4s Oclober 2024 eMAR
revazled:

-There was an entry for compression socls wear
beginning in the morning and remove at night.
~Compression socks were decumented applied 3
of 3 days and removed 2 6f 2 days,

Interview with a medication aide (MA) on
10/03/24 at 10:50am revealed:

-Resident #4 often refused har TED hose.

-it had baen about a month since she had worn
her TED hose.

-She did not attempt to apply her TED hose that
moming because Resident #4 always refused.

interview with a second MA on 09/19/24 at
3:30pm revealad:

Divislon of Health Service Regulation
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-Rasident #4 often refused her TED hose.
-it had been a long time since she had wom her
TED hose.

3. Review of Resident #5's current FL-2 dated
12/09/23 revealed:

-Diagnoses included dementia, type il diabates,
hypertension, rhatdamyclysis, debility muscles
waakness

-The resident needed assistance with bathing,
dressing, and ambutation.

Review of Resident #5's physician orders dated
04/09/24 revealed thrombo-arbolic deterrant
hose (TED)} hose were to be applizd avery
morning and ramovad at fight.

Review of Residant #5's licensed health
prefessional services (LHPS) form dated
08/08/24 revesled documentation that the
rasident wore TED hose.

Review of Resident #5's October 2024 elMAR
revealed;

~There was an entry for TED hose to be applied
at 8:00am and removed at 8:00pm daily.

-TED hosa were documented as off from
08/01/24 (o 0BID3/24.

-The exception documented was the resident
refused {o wear the TED hose.

Review of Resident #5's Septembar 2024 eMAR
revealed:

-There was an entty for TED hose to be applied
&t 8:00am and removed at 8:00pm daily.

-TED hose were documented as off at 8:00am
from 09/01/24 to 09/10/24 with no explanation of
why they were off.

-TED hose were documented as off at 8:00am
from 098/12/24 to 02/20/24 with no explanation of
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STATE FOCRM

e 03N

If continuation sheet G of 15




PRINTED: 10/14/2024

why they were off.

-TED hose ware documented as off at 8:00am
from 08/22/24 to 09/27/24 and on 09/30/24 with
no explanation of why they were off.

Review of Residant #5's August 2024 sMAR
ravealed:

-There was an entry for TED hose to be applied
at 8:00am and removad at 8:00pm daily.

-TED hose were documented as off at 8:00am on

D8/02/24 with no explanation of why they were off.

~TED hose were documanied as off at 8:00am an
08/08/24 and 08/098/24 with no explanation of why
they were off.

-TED hose were documented as off at 8:00am
from 08/12/24 to 08/16/24 with no explanation of
why they were off,

-TED hose were decumented as off at 8:00am
from 08/20/24 to 056/25/24 with no sxplanation of
why they were off.

=TED hose ware documented as off at 8:00am
from (8/27/24 to 08/31/24 with no explanation of
why they were off,

Cbsarvation of Resident #5 on 10/02/24 at
4:27pm revealed she was sitting in her
wheelchair in the day area notwearing TED hose.

Observation of Resident #5 on 10/03/24 at
8:17am revealed she was not waaring TED hose
in the dining hall during breakfast.

Interview with a personal care aide {PCA) on
10/03/24 at 8:30am revealed she was not aware
that Resident #5 wore TED hose and that she
had naver put them on her as her PCA.

Interview with a medication aide (MA) on
10/03124 at 12:30pm revealsd:
-She was aware that Resident #5 had an order
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TED hos# but she did not like to wear them.
-Residant #5 had refused to wear the TED hosa
in the last four months.

-She had not told the RCC that the resident
refused to wear tha TED hose and could not
recall why she had not notified the RCC.

Interview with the Resident Cara Coordinator
{RCC) on 10/03/24 at 9:15am revealed:

-Ha was awara that Resident #5 would refuse to
wear her TED hose but could not recall how leng
it had been since the refusa) startad.

-He had not notified the PCP about her refusal
and could not recall why he had not.

-He was aware that the staff did not put a reason
on the MARs why Resident #5 did not want to
wear her TED hose.

intarview with the facility manager on 10/03/24 at
3:20pm ravealed:

-She was net aware that Resident #5 did not have
her TED hose on during breakfast this morning.
-She was aware that the resident had refuged io
wear the TED hose,

-Tha MA should have written notes in Resldent
#5's chart and notified the PCP about the issue of
refusal to wear TED hose.

-She and the RCC were responsible for
addressing implemeniation issues with staff.

-She expected staff to follow all physician orders.

Telephong interview with Residant #5's PCP on
10/03/24 at 12:40pm revealed:

-$he was not aware that Resident #5 was not
wearing her TED hose.

~The TED hose helpad with swelling with her lags
when sitting in her wheelchair.

-Her expectation was that staff was to notify her
so that she could review in order to decide to
confinue or discontinue the TED hose,

Division of Health Service Regulation
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Based on observations, interviews, and record
reviews, it was determined Resident #5 was not
interviewable,
D310| 10A TJCAC 13F .0804{e)(4} Nutrition and Food D310 It s the policy! of Hunter Hill Assisted Living to
Service ensure thata lﬂmerapeutlc diets, including
” . nuiritional suiplements and thickened liguids,
10ANCAC 13F .0904 Nutrition and Food Service shall be servejti as ordered by the resident’s
(e} Therapeutic Diets in Adult Care Homes: physiclan.
(4) Al therapeutic diets, including nutritional
supplements and thickened liguids, shall be :tl:aeff ::"ggt; g‘f;‘f’;%g 430;';’(::; ir:%ndﬂ;tgﬁ
served as ordered by the resident's physician. no limited to "harapeutic diets and what items
are appropriale for residents en a modified diet
This Rule is not met as evidenced by: or thickened |iquid.
Based on observations, interviews, and record .
review, the facility fallsd to ensure a therapeutic The ‘;'zg“age'l" i’" R?dent gggﬁ (t::‘"'d::'rgh"“’m
diet was served as ordered for 1 of 5 sampled ?o?ﬂmfé“ée:m 1'3;;“: ne ens
residents (#3) with a texture modified dist order. i ) November 5,
2024 and
The findings are: ongoing
Review of Resident #3's current FL-2 dated
07/09/24 revealed diagnoses included moderate
intellectual disability, type 1l diabetes, primary
hypertension, and peripheral vascular disease.
Review of Resident #3's diet order sheet dated
08/16/23 revealed:
~There was an order for a reduced concentrated ’
sweets (RCS)dist.
~There was an order for an Advanced
{Mechanical Soft/Chopped) diet.
Observations dufing the initial kitchen tour on
10/02/24 at 9:45am revealed:
-There was a resident dietary report posted on
the wall.
-Resident #3 was listed on the dietary report as
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requiring a chopped diet.

Obsarvation of lunch service for Resident #3 on
10/02/24 at 12:10pm revealed:

~Chef salad with ham, cottage cheese with fruit,
crackers, and apple slices were on the menu,
-Resident #3's plate consisted of chef salad with
ham, coltage cheese with fruit, crackers, and
apple slicas.

Observation of the therapeutic digt menu for
lunch servica on 10/02/24 revealed mechanical
soft/chopped diet should have been salad,
cottage cheese with fruit, white bread, and apple
sauce.

QObservation of breakfast service for Resident #3
on 10/03/24 at 7:30am revaaled:

-Eggs, bacon, oatmeal, toast and cereal of
choice ware on the menu.

-Resident #3's plate consisted of scrambled egos,
bacon (cut up), catmeal, and toast.

Observation of the therapeutic diet menu for
breakfast service on 10/03/24 revealed
mechanical sofifchopped diet ehould have been
scrambled eggs, ground sausage, catmeal. and
toast

Observation of lunch service for Resident #3 on
10/03/24 af 12:15pm revealed:

-Lasagna, salad, garlic bread. and a brownie
were on the munu.

-Resident #3 requested a sandwich in replace of
the lasagna.

-Rasident #3's plate consisted of a sandwich (not
cut up) and a salad.

Interview with the Dining Services Manager on
10/03/24 at 2:20pm revealed:

Divisian ef Heatth Servica Regulatien ;
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-He was awara that resident #3 was on a
mechanical soft/chopped dist.

-He thought that the personal care aides (PCAs)
were responsibile for chopping up food for
residents with chopped diets.

-He should have been following the therapeutic
diet menu.

-He was a new employee and was stil} lsarning
the process.

Interview with tha Resident Care Coordinator
(RCC) on 10/03/24 at 2:40pm revealed:

~The Kitchen staff had a modified diet ist posted
in the kitchen.

-Kitchen staff were responsible for plating
residents’ food and ensuring therapautic diats
were prapared corractly.

-PCAs weare expected to give each resident their
plata.

~Interview with the Facility Managar on 10/03/24
at 3:30pm revealed:

-She was aware that resident #3 was on a
mechanical soft/chopped dist,

~The meals that were cbserved on 10/02/24 and
10/03/24 were not properly prepared,

-There was a diet order shest posed in the
kitchen for staff to follow.

-Kitchen staff should fotlow the therapsutic dist
menu in order to serve proper therapeutic dists o
the residents.

-Kitchen staff were responsible for plating
rasidents’ food and ensuring therapsutic dists
were prapared correctly.

-She believed that the kitchen staff were allowing
Resident #3 to tell them what he wanted to eat
and not following the propar menu.

Telephone interview with Resident #3's primary
care providar (PCP) on 1{}/03/24 at 12:30pm
Division of Heslth Service Regulation
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revealed:
-Resident #3 was an a mechanical soft diet
hecatise he did not hava teath and had difficulty
swallowing food,
-She was congemned that Resident #3 could
choke on his food ar net eat his food complstely
due 1o not being served his proper diat.
-She expected the facility to follow the diet order
for Resident #3.
D 367 10A NCAC 13F . 1004(j) Medication D 357 Itis the policy bf Hunter Hill Assisted Living to
Administration ensura that thi residenis’ medication administration
record shall bl accurate and include the resident's
r— . . name, name ¢ medication or treatment ordered,
li.OﬁI:CACI;aF ,'100:d?ﬂeg lcatign .f\c_immi§ ration the strengih alid dosage, instructions for
§) The residents medication administration adminisiration; reason for administration If 3 PRN,
record (MAR) shall be accurate and include the date and tima f administration, documentation or
following: omission or re‘usal of administration and name of
{1) resident's name; person adminijlering.
{2) name of the madication or treatment order; . L . .
5 An inservice vias conducted shift to shift with
(3) s‘tr gngth a.nd dosage or quantiy of medication Medication Te hnicians by the Manager and
administered; . . Resident Care Coordinator to cover topics including
{4 instructions for administering the medication but not limitedto documentation of medication and
or treatment; treatment ordtlJ on the Medication Administration
(5) reason or justification for the administration of Record on Og|ober 2nd and 3rd, 2024.
medications or treatments as needed {PRN) and ,
. 3 : 9 The Resident [Sare Coardinator will monltor three
documenting ‘the resultmg .effec‘t on the resident; times a week {» ensure continued compliance,
(6) date and time of administration; :
(7) documentation of any omission of
medications or treatments and the reason for the
omission, including refusals; and, 2‘3;’2’;‘,‘:? 5,
(8) nama or initials of {fie parson administering angoing
the medication or treatmant. !f initials are used, a
signalure equivalent to those initials is to ba
decumsnted and maintained with the medication
administration record (MAR).
This Rule is not met as evidenced by:
Based on chservalions, interviews, and record
reviews, the facflity failed to ensure the
Division of Heallh Servies Regufation
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madication adminlstration records were accurate
for 1 of 5 sampled rasidents (#4) including
inaccurate documentation of thromboembalic
delerrant hose (TED),

The findings are:

Review of Resident #4's current FL-2 dated
03/12/24 revealed diagnoses included
schizophrenia, hyperlipidemia, type Il diabetes,
hyperiensive disorder and bipolar disorder.

Review of Resident #4's physician order
summary report dated 08/20/24 revealed there
was an order for compression socks apply every
morning to both legs for 12 hours and remove at
night for 12 hours.

Observation of Resident #4 on 10/02/24 at
2:50pm revealed she did not have on her TED
hosa.

Obsarvation of Resident #4 receiving her morning
medications on 10/03/24 at 9:50pm revealed the
medication aide did not attempt to apply her TED
hose.

Review of Resident #4's August 2024 electronic
medication adminisration record (eMAR)
revealed:

~There was an entry for compression socks wear
beginning in the morning and remove at night.
~Compression socks weare documented at applied
and removed 30 of 31 days.

~On 08/08/24 rasident was documented as being
out of the building. |

Review of Resident #4s September 2024 eMAR
revealed:

-There was an entry for comprassion socks (wear ‘
Divislon of Hesllh Service Regulation '
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beginning in the morning and remove at night).
~Compression socks were documanted at applied
and removed 3 of 3 days.

Review of Resident #4s Oclober 2024 eMAR
revealed:

-There was an entry for compression socks wear
beginning in the morning ard remove at night.
-Compression socks were documented at applied
3 of 3 days and removed 2 of 2 days.

Interview with a medication aide (#4A) on
10/03/24 at 10:50am ravealed:

-Resldent #4 often refused her TED hose,

-t had been about a month sinice she has wom
her TED hase.

-She signed off that she applied Resident #4's
TED hose that moming because she was running
behind and rushing.

-She did not attempt to apply her TED hose that
moming because Resident #4 always rafused,

Interview with a secand MA on 09/19/24 at
3:30pm revealed:

-Resident #4 often refused her TED hase.

-lt had been a long time sinca she had wom her
TED hose.

-She signed off that she applied her TED hose
because she was usually in a hurry to complste
medication pass in the mornings.

-It took exira fime to document a refusal bacause
you had {o add a note an the eMAR as to why it
was refused.

Interview with the Resident Cara Coordinator
{RCC) on 10/03/24 at 12:15am revealed:

-He was responsible for the accuracy of the
eMARs in the facility.

-Ha expected the MAs to document the eMARs
accurately.
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Intervisw with the Facility Manager on 10/03/24 at
10:38am ravealed:

-She expected the MAs to dacument Resident #4
was refusing her TED hose if that was the case.
-8he expected the MAs to document what they
were applying and what was being refused
accurately.

Telaphons interview with Resident #4's primary
care provider (PCP) on 10/03/24 at 12:30pm
revealed:

-Resident #4 had an order for TED hose due to
edama swalling in her legs.

-She {old staff members to encourage Resident
#4 to weer her TED hose daily,

-8he was concerned about Residant #4's etlema
and swelling in her legs getting worse.

-If the refusals of the TED hose were
documented on the efAR she would have baen
aware,

Division of Health Service Regulation I
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Forte, HoEe
Ik__

From: Brad Brady <bbrady@hunterhillassistedliving.cdm>

Sent: Monday, December 2, 2024 3:41 PM

To: Forte, Hope

Subject: [External] Re: Hunter Hill Assisted Living 2024- ‘IU 03 POCN 03L111
Attachments: Scanned from a Xerox Multifunction Printer (22)'(1).pdf

|

Is
CAUTION: External email. Do not click links or open attachments unless verified. Report s!xsplc:ous emails with the Report Message
button located on your Outlook menu bar on the Home tab. i

Ms. Forte, !
Here is the updated Plan of Correction, Please let me know if you need anyithing else.
Thanks,

Brad Brady

e eaf R g SR S A

From: Forte, Hope <hope.forte@dhhs.nc.gov>

Sent: Friday, November 22, 2024 4:58 PM

To: Brad Brady <bbrady@hunterhillassistedliving.com>; DHSR.AdultCare.Star <DHSR.AdultCare.Star@dhhs.nc.gov>;
dhsr.adultcare.poc5 <dhsr.adultcare.poc5@dhhs.nc.gov>

Cc: Locklear, Robert <robert.locklear@nashcountync.gov>; Bingham, Heather D <|Jeather.Bingham@dhhs.nc.gov>;
Morgan, Suzy B <Suzy.Morgan@dhhs.nc.gov>

Subject: Hunter Hill Assisted Living 2024~10-03 POCN 03L111

Dear Mr. Brady, Owner/Administrator,

As discussed with you on today, November 22, 2024, the plan of correction for the survey completed on October 3,
2024 at facility name was not accepted. Please see the attached notification. If jtou have any questions, please feel
free to call me.

Sincerely,
e

Team Leader

Hope Forte, RN

Facility Survey Consuitant

Division of Health Service Regulation, Adult Care Licensure Section
NC Department of Health and Human_Services

Cell: 910-305-5145
Fax: 919-733-9379
hope.forte@dhhs.nc.gov

815 Palmer Drive, Dobbin Building
2708 Mail Service Center



