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The Adult Care Licersure Section ooncjuctad an
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C 238 10A NCAC 133 .0802 (8} Resident Care Plan

10ANCAC 13G .0802 Resident Care Plans

(2) Afamily care home shall asgure & gare pian
is devsloped for each resident in sonjunction with
the resident assesstnent to be completed within
30 days following admission gccording [0 Rule
-0801 of this Sectton. The care plan shalt be an
individuallzed, written program of parsonal care
for each rasident,

Thic Pide s neg mat ne en_ljdcncc.d -k-,a:
Based on observations, record rgview, qxnd
o BRI tha ey Taied o Jeveiop o care pian
for 1 of 3 sampled residents {Re‘sidantiZ).

The findings ara:

1. Review of Rasidant #2's current FL2 Lated
12101722 revealed:
-Diggnases included confusion, h ypartension,
and atrial fibrillation.
-Constanily was checked under Disoriertad.
~Sight and hearing were checked under
Functional Limitations.

-Review of Resident #2's resident register
revealed an admission date of 12/08/22.

-Review of Resldent #2's record on 08/ 8/23
revealed there was no care plan.

Logervanong of Residant #2 on 08/08/23 at
8:55am revesled;

-In a whaelehair in the dining room.
-Staff had to speak very laudly 1o her.
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Intarviaw with tha Madicstinn Aide By
Supenvisor-in-Charge (SIC) on 08/08/23 at
8.55am revealad:
~Resident #2 received Hospice services.
-Residant #2 required assistance with Hathing,
dressing, toileting, ambulation, and trar(sfers,

Ttnemplnas odih Hom flommtan 82
9:07am tevealed:

~The provided Heasies samdos for Rosi
the past 3 months,

~She pravided Hosplee servica Reside #2ona
onee per waek basis,

mrnnm L

2nd interview with the MA/SIC on 0B/0 /23 at
12:18pm revealag:

-Bhe was aware that a care plan was requlred to
be completed within 30 days of g residenf's
admission,

~-8he and the Administrator were rasponsible for
completing the residents’ care plans.

~8he and tha Administrator dig beriodic Ehart
audits but 2t no specific intervals,

-She understeod a care plan should hade beon
completed for Resident #2 and said it whs an
oversight,

~She had completed a cara plan this morning and
had given it to the hospice nurse to takaelto the
hospice physician to sign and retum.
-She would have the signed care plan fqr
Resident #2 next week when the hogplee nurse
returned for her weekly visit,

Atternptad tefephone interview with the
Administrator on 08/08/23 st 4:00pm wa
unsuGeessiul. r
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Continued From page 2

10A NCAC 136 .0903(a) Licensed Hadith
Professlonal Support

10ANCAC 13G 0803 Licensed Heslth
Professional Support
(@) The facility shall assure that an apgropriats
I the
on-sile review and evaluation of ine redidents’
health statuy, care plan, and care proviged for
tesidents raquining ohe or more of the
persongl care tasks:

(1) applying and removing ace bandades, TED
hose, binders, and braces and splints;
(2) feading technigues for residents
swallowing problems;

(3) bowel! or bladdet training prog
¢antinence;

(4) enemas, suppositatiss, break-up ahd
removal of fecal impactions, and vaging
douches;

(8} positioning and emplying of the uri
catheter bag and dleaning around the ufirary
catheter;
(8) chest physiotherapy or postural drginage;
(7) dean dressing changes, excluding ipacking
wounds and applicatioh of prescribed e hzymatlc
debriding agenis;
{8) collacting and testing of fingerstick pblood
sEmpes;

{9) vare of wall-established colostomy br
fleostomy. For the purpose of this Rule,
“well-established colostomy or lleastomy” means
having a healed surgical site without sulures or
drainage;

(10) care for pressure ulcers, up to and cluding
& Stage It pressure ulcer, which is 3 superficial
uleer presenting as an abrasion, blistar, pr
shallow crater;

(11) Inhalation medication by machine;
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{12) forcing and restricting fiuids;

{13) maintalning accurate Intake and o
(14) medication administration through
well-astablishet gastrostomy feeding tfbe. For
the purpose of this Rule, "well-establisted
gaatrostomy faeding tube™ means havi ga
healed surgical site without suturas or rainage
and through which a feading regimen hbs been
successfully established; ‘

{15} medication administration through
subcutaneous injaction in accordance
.1004(q) gxcept for anticoagulent medidations;
{18) oxygen administration and monitor, o
(17) the care of residents who are phys
restrained and the use of carg prasticeq ag
alfernatives to restralnts;
(18) oral suationing;

(18) care of wall-establishad trecheostomy, not to
include endotracheal suctioning. For the purpose
of this Rule, “well-established tracheostprmy®
means the stoma Is well-healed and th alrway is
patant;

{20) administering and monltoring of tu
feedings through a well-establishad Yastrostormy
feeding tubs in accordancs with Bubparpgraph
{a)(14) of this Rule;
(21) the monitoring of continuoys positive air
pressure devices (CPAP and BIPAPY;

(22) application of preseribed heat thera Y

(23) application and removal of prosthetic davices
except as used In post-oparative treatment for
shaping of the extremity;
(24) smbuiation using assistive devices that
requires physical assistance;
(25} range of motion exercises;
(26) any ofther preseribed bhysical or acqupational
therapy; ‘

(27) transferting semi-ambulatory of
non-ambulatory residents; or

tput data;
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Continued From page 4

(2B} nurse aide I tasks according to the scope of
practice as established in the Nurstng Fractica
Act and rules promulgsted under that Act in 21
NCAC 36.

This REQUIREMENT s not met as evi Henceq
by:
Based on record reviews, abservations) and
intervigws, the facifity felled to ensure g Licensed
Health Professional Support {LHPS) evaluation
was complated for 2 of 3 sampled rasidents to
include the identified task of positoninglang
emplying of @ urinary catheter bag and tleaning
around a urinary eatheter (#1) and tran farring
semi-armbulatory end or non-ambutatory residents
{#1, #2).

Tha findings ars:

1. Review of Residant #1's current FL2 ted
12/16/22 ravagled;

-Diagrioses included hypertension, ren
impairment, bladder incontinence, hype ipidemia,
anemia, selzures, mood disorder and
osteoporosis.

~Resident #1 was semi-am bulatory requiring a
wheeichalr,
-He required assistance with bathing and
dressing.

Review of Resident #1's Resident Reglster
revealed sin admisslon date 10/15/4987.

Review of Resident #1's care plan dated|05/03/23
revealed:

C 282
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| to make sure the LHPS evaluations were

-He had an indwelling urlinary catheter.
~He was totally dependent for toileting,
ambulation, bathing, dressing, and transferring.

Review of Resident #1's racord revealeli there
werg no LHPS evalugtions.

Observation of Resldent #1 on 08/08/23 at
&:45am revealag:

-He was sitting up in bed eating break
~Thera was urinary catheter bag hanging from the
bedside,

interview with the Medication Aide
{MA)YSupervisor In Charge (SIC) on 08/08/23 at
&558m revesled:
-Resident #1 received hospice sarvices)
-Resident #1 had an indwelling urinary datheter.
~Resident #1 raquired total assistancs with
bathing, toileting, drossing, ambulation, Bnd
transfors.

Interview with the hosplce nurse on 08/48/23 at
8:07am revealed;
-She had been seeing Resident #1 for about ona
year,

-8he visited woskily.
-Resident #1 saw the urologist monthly for
cathaler change.

2nd interview with the MA/SIC on 08/08/03 at
12:15pm revealed:
~Thers was no recent LHPS evatuation fbr
Resldent #1.
-She seld she thought the last LHPS evdluation
for Resldent #1 was a year ago.
-She was aware that LHPS evaluations and

phattnaay reviews were to be done quarterly,
-t was her and the Administratara réannheihiling
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completed and up to date.
“&NG Was not sure why these wers not pone.
~Si% OF e AGMINISTETON Gid PENodIc chart
reviews but ot at spacific times,

~The LHPS and pharmacy reviews weré done by
a registared nurse with the facility's contracted
pharmacy provider.

-She had contacted the facility’s contradtad
pharmacy provider earlier today and wds told
Resident #1's last LHPS evaluation wad in 2022
and they would send this to her, but th faeiity
WAS ¢4 Jmanﬂy havlhg intarnat ,’.".“:".?fi‘.'!‘.ﬁ,

~The contracted pharmacy’s Regiztered Nurse
was coming fater in the afternoon to perform the
L1 P O SYHUNULI 10T DABITECY TGVISW Tor
Resident #1 and otner resldents.

3rd Interview with the MA/SIC on 08/08
2:51pm revealed:

-She or the Peraonal Care Aide (PCA) gmplied
Resident #1's catheter and provided catheter
cara end transfars for Resident #1.

~She was taught cathieter care and trangdfers at
Resident #1's LHPS visit last year.
-She tied to keep g list of when everything such
as LHPS evaluations and pharmacy reviews weres
due,

~She had gotten behing, but the Quarterly LHPS
evaluations and pharmacy reviews shoudd have
been dana

e e L SR N VT y:rnm!m,y
FOVIUGH swit U e rurse ouL o Te LMY ano
pharmacy reviews but since they had m rgéd
with the current contracteg pharmacy provider,
the facility was now responsible for cont cling the
pharmacy to schedufe LHPS and pharmacy
reviews.

-8he and the Administrator were respongible for
cotdacting the contracted pharmacy provider to
scheduie LHPS and pharmacy reviews.

Division of Health Service Regulation

STATE FORM

L

ROBENY

if continuation sneet 7 af17



08/27/2028 17:14 9102593844 PENDY PAGE 11/20

PRINTED: 08/25/2023
FORM APFRQVED
Division of Health Service Requlation .
STATEMENT OF DERICIENCIES {X1) PRQVICERSUPPLIERICUA (X2 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION] NUMBER: A BULDING: COMPLETED
HALDT1001 B WING — 08/0812023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIF CODE
S 845 N HWY R
LA L L L R I Y L T 7™ WALMCE. Nc 28466
sarin | SUMMARY STATFMENY O necirimdrmes R — e L o s ——
PREFIX (EACH DEFICIENGY MUST 88 PRECEDED 8Y FULL PRERIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
o REGULATORY OR LG IXENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE bare
DIBMCIENGY)
€252/ Continued From page 7 C 252

revealed:

~The facility was required to contact the pharmacy
providar and pay for a nurse visit than the LHPS
and/or pharmacy reviews were schedulbd.
~The last and most recent LHPS evalusion for
Regident #1 was 01/28/22.

~The facility had contacted her today to petform
the LHPS and pharmacy reviaw for Re dent #1
and other residents In the facility,

~She wag at the facility 0 dn the | HPR
Phénnauy raview ior Resident 81,

ne 1

-Attempted phone interview with the Ad inistrator
on 08/08/23 at 4:00pm was unsuccessfdl,

2. Review of Resident #2's curent FL2 dated
12/01/22 revesled:

“Diagnoses included confuzlon, hypertension,
and atrial fibeillation.

~Constantly was checked under Disorierlted.
~Sight and hearing ware checked under
Functional Limitations.

-Review of Resident #2's resident registe
ravealed an admission date of 12/06/22.

-

Review of Rasident #2's madical recoid bn
08/08/23 revealed there were no initlal o
quarterly LHPS evaluations,

Observations of Resldent #2 on 08/08/23 at
8:55am revealed:
~The resident was sitting in a wheelchair in the
dining room.

-Staff had to speak very loudly ta har.

Intarview with the Medication Alde {Ma)y

—
THVIRIAY #1f Moolth Sandam Damidntine
STATE FORM I == v A I RPRVIL ) I, & O

. adapap 41




09/27/2028 17:14 9102593844

Division of Health Service Requlatian

HBTATEMENT OF DERIGIENGIES
AND PLAN OF CORREGTION

PENDU

PAGE 12/20

PRINTED: 08/25/2023
FORM APPROVED

{x1) PROVIDER/SURPPLIERICLIA
IBENTIFICATION RUMBER:

HALD79001

A BUILDING:

B, Wing

(X2) MULTIPLE CONSTRUCTION {53) DATE BURVEY

COMPLETED

08/08/2023

NAME OF PROVIDER OR SUPPLIER

PEN-OU REST HOME

%4} 1o
PREFIX
TAG

(SACH DEFICIENCY MUST BE PRECEDEY 8 FLLL

FUMMARY STATEMENT OF DEFIGIEif:IES
REGULATORY OR LEC IDENTIFYING INF MATION)

o
PREFIX
e

STREETADDRESS, £iTY, STATE, ZIF CODE

636 NC HWY 50
WALLACE, N¢ 28466

PROVIDER'S PLAN OF CORRECTION %8
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CRUSS-REFERENCED TD THE APPROPRIATE DATE
DEFICIENGY)

252

Contirusd From page 8

Supervisor-in-Charge (SIC) on 08/08/28 at
8:55am revesled;
-Resident #2 receivad Hospice services.
-Resident #2 required assistance with athing,
dressing, toileting, ambulation, and tra sfers,

Interviow with the Hospice Nurse on 08/08/23 at
9:07am revesiod:

~Bhe had provided hospice services Rebident #2
for the past 3 months.

«She provided hospice sorvices for RE:r

N a8 once per week basis.

gont #2

2nd intarvisw with the MA/SIC on 08/08/23 ot
12:15pm revealed:
~There were no LHPS evaluations for Resident
#2.
-Resldent #2 had never had sn LHPS e aluation,
~8he was aware that LHPS evaluations nd
pharmacy reviews were to be done quaftery.

-i was her and the Administrator's responsibliity
fo make sura the LHPS and pharmacy
svaluations ware completad and up to date.
-She was not sure why these were not done.
-She or the Administrator did pericdic cHart
reviews but not at specific times.

<The LHPS and pharmacy reviews wer done by
& registarad nurse with the facility's contracted
pharmacy provider,

-She had contacted the facitity's contracted
pharmagy provider eatliar today.

~1Ne conractsd pharmacy's Registerad Nurse
wag coming later in the afternoon to periorm the
LHPS evaluatlon for pharmacy review f

Restdent #2 and other residonts,

3rd Irterview with the MA/SIC on GB/0B/23 at
2:81pm revesled: ,
«Bhe tried to keep a list of when averything such
as LMPS evaluations and phamaey reviews were

G252

STATE FORM

Civision of Health Servies Regulation

s

ROBY1

¥ contirmation oheel 9 of 17




08/27/2028 17:14 9102593844 PENDY PAGE 13/20

PRINTED: 08/25/2023
FORM APPROVED
Division of Health &
STATEMENT OF DEFICIENOIES (A1) PROVIER/SURPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X8) UATE SURVEY
AND PLAN BF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
HALD71001 5. witg 08/08/2023
NAME OF PROVIDER OR SUPPIIER SYREET ADDRESS, CITY, STATE, ZIP CODE
685 NC HWY 50
PEN-D
S REST HOME WALLAGE, NC 26466
(a}iD SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF GURREGTION 5)
PREFIX (EATH DEFICIENCY MUST g FRECEDED 8Y FULL PREFIX (EACH CORRECTIVE AGTION GHOULD BE COMPLETE
h7.Ye] REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
- 252| Continued From page § G252
due.
-Bhe had gotten behind and the quarte y LHPS
ovaluations and pharmacy reviaws sholid have
bean done.

-The facllity's previous contracted pharinacy
provider would send the rurse out for LHPS
and pharmacy reviews but sihce they hhd merged
with the current contracted pharmagy provider,
the facliity was now responsible for con acting the
pharmacy to schedule LHPS and pharmacy
reviews.
-8he or the Administrator wera responsible for
contacting the contracted pharmacy pravider to
schedule LHPS and phatmacy reviews,

interview the RN from the faciity's contrlacted

pharmacy pravider on 08/08/23 at 4:03 Z—; é V
revealsd: WM/&( %MJ’M

-The facility was required to cantact the pharmacy
provider ang pay for a nurse visit then the LHPS a’ e, and

andfor pharmacy reviews were schaduled. i
-8he had never done an LHPS evaluation or M Zf_‘ L H /)5 ouyJ ?AA.-L»?

pharmacy review for Resldant #2.

“The faciilty had contacted her today to berform v Uw o G5~ 13

the LHPS and pharmacy review for Resldent #2

and other residents in the facility. WM— .
-Bhe was at the facility to do the LHPS dnd Vadl wild

pharmacy review for Resigent #2,
-Attempied phane interview with the Administrator . .
on 08/08/23 at 4:00pm was unsuccessi YIRS o 'ZM ez
M m @ sl Wm
034 10ANCAC 156 1009(a)(1) Phamacelmr Care cars |9 A WMWJ
T0ANCAC 13G . 1009 Pharmaceutical Chare W xa,./gz CovIgy 'Zt; c&v
(8) The facility shall obtain the services of & e % " P

4 W paty ‘9«; .‘z

Diviglon of Health Servics Regulation
STATE FORM L ROBOM t contingition ghast 10 of 17




09/27/2023 17:14 9102593844 PENDI PAGE 14/20
PRINTED: 08/25/2023
FORM APPROVED
Division of Health Service Regulation
SYATEMENT OF DEFICIENGIES {X1) PROVIDER/SURPLIERICLIA (R2) MULTIFUE CONSTRVETION (%3) DATE SURVEY
AND FLAN DF CORREDTION {DENTIFICATION RUMBER: A BULDING: COMPLETED
HAL071001 B WING 08/08/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, COITY, SYATE, 2IP 8O0E
B85 NC HWY 54
PEN.-DU REST HOME W CE, NG 28466
(X431 SUMMARY STATEMENT OF tEFIOIZNCIES B PROVIDER'S PLAN OF CORREGTION [
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PRERIX (EACH CORREGTIVE AUTION SHOULD BB GOMFLETE
TG REGULATORY OR LSC IDENTIEYING INEC PRMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIC[ENCV)
C 375 Continusd From page 10 Ca7s

licensad pharmaclst, prescribing pract
registered nurse for the provigion of
pharmaceutical cars at least quartsrly for
residents or more frequantly as deter
the Dapariment, based on the decume tatlon of
significant medication prablems identified during
motiforing visits or vther Investigations| in which
the safety of the residents may be at rigk.
Pharmaceutical care involves the iden fication,
prevention and resolution of medicatio related
problems which.includes st feast the lawing:
(1) an on-slte medication review for sagh resident
which includes at least the fallowing:

(A) the review of information in tha resident's
record such ag dlagnoses, history and physical,
discharge summary, vital signs, physician's
orders, progress notes, laboratory valués ang
medication adminlstration racords, inclijding
current edication administration reco s, fo
determine that madications are adminigterad as
prescribed and ensure that any undesirpd side
effects, potentiat and actual medicallonjreactiong
or Intersctions, and medication éfrors g
idantfied and rancrtngd ta the SEprSpia
prascribing practitoner: ang, [
(B) making recommendations for changp, if
hecessary, based on desired medication
outcomes and ensuring that tha approptiate
prescribing prachiionsr s so informed; gnd,
{C) documenting the results of the madication
review it the residaent's recor:

Thig Rule is not met aa evidenced by:
Based an interviews and record reviews the
facility failed to obtain quarterly or-site f’wedlcaﬁon
reviews for 3 of 3 sampled restdents,

The findings are;
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1. 1. Review of Resldent #1's current FL2 dated
12/16/22 revealed:
-Diagnoses included hypartansion, rensl

anemia, selzures, mood disorder and
osteoporosis.

-Resident #1 was seml-ambulatory req Liring &
whesichair,
-He required asslatance with bathing and
dregalng.
~Thers was an order for pantoprazole 20mg, tske
onhe tablet by mouth each moming.
~There was ordar for quetiaping 100mg| take one
tablet by mouth each marning,
~There was order for quetiapine 300my) take one
tablet by mouth at bedtime,
-There wes order for Ragulaid Sugar Free
powder, mix one rounded taaspoon in d ounces
of liquid by mauth at 12:00pm.

~There was an order far Sodium Fluerid Cream
5000, brush every day at bediime, do not eat or
drink for 30 minutes affer brushing,

=There was an arder for amsulosin 0.4 g, {ake
one tablet by mouth at bedtima.

-There was an order for plmecrolimys sam 1%,
apply topically to rash an face twice a d Y 85
neadled,
-There was an order for ketoconazole s ampoo
2% apply, lather, and rinse twice weolkly on
Monday and Thursday,

~There was an order for alendronate 35 g, take
1 by mouth every weak on Wednesday.
~There was en order for amledipine 101
tablet by mouth every moming.

-There was an order for aguaphor ointment
advanced, spply to affected area every arning,
-There was an order for atorvastatin 20 o, take
one tablet by mouth daily at bedtime.
~There was an order for Breo Fillinta tnhadler
| 100-28, inhale ane puff every morming.

impaltment, bladder incontinence, hypesdipidamia,

|
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~There Was an order for ealcumpvitamih D3
600/400, take one tablet by mouth twi daily.
~There was an order for aspirin 81mg gnteric
coated, take 1 tablet by mouth evary day.
~There was ah order for carbamazepin 200mg,
take 2 tablets every moming.

-There was an order for carbarmazeping 200mg,
take. 1 tablet daily at bedtims.

~There was an order for dicylomine 20, take 3
half of a tablet by mouth twice a day bdfore
meels.

~Titere was it praer for ear GrONS 6,59, st 2
drops each ear three flmes a week 1o vent
wax build up,

~There was an order for hydtalazine 50 . take 1
@blet by mouth three imes per day.

~There was an order for levothyroxine §0meg,
take 1 tablet by mouth every mortting,

=There was an order for metoprolol succinate
25mg ER, take 1 tablet by mouth every|day.
~Thers was art order for mtdtiple vitamin, take 1
by mouth every morning.

-Thare was an order for oxybutynin 10mg ER,
take 1 by mouth evéry day.

Review of Resident #1's Resident Register
revealed an admission date 1071 91987

Review of Resident #1' record on 08/08/23
revealed:
~Thers were no recant on-site pharmacy reviews
available for review.
-There wara on site pharmacy reviaws ffom 2017,

Refer 1 interview with the Medication Alde
(MA)/Supervisor—in»Charge {(SIC) on 08/P3/23 at
12:15pm,

Refer tu the interviaw the MA/SICS on 08, 08/23 at
2:51pm.

Olision of Health Setvics Ragulstion
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Refer to the Interview with the F{egistel{ed Nurze

wiil} i Taciiny's comracteq pharmacy provider o

08/08/23 at 4:03pm.

2. Review of Rasident #2's cutrent FLZ dated

AROn 4 WV [
LA N TE NN LR PY IS

-Disgnoses ingluded canfusion, hypertension,
and atrial fibrillation,

-Constantly was chacked under Disort nted.
-Sight and hesring were chacked unde
Functional Limitations.

~There was an ordet for amiodipine-benazepi
10/20mg, take 1 taplet by mouth avety gay,
-There was ah order for acetaminaphen 325mg,
take 1 tablet by mouth evary 8 hours as needed.

~There was an order for aspirin 81 g, toke 1
tablet by mouth every day.

~There was an order for multiple vitamin, take 1
tablet by mouth every day.

Review of Resldent #2's Resident Roegister
ravealed an admisslon date of 1216122

Review of Resident #2's record on 08/0B/23
revaalsd there were fo on-gito pharmady reviews
availabla.

Refer 40 Interview witk the Medication éls

(MAMSunerdsar in Charge {540 o SOI0G23 ui
12:15pm.

Refer to the interview the MAJSIC on 08/08/23 at
2:51pm,

Refer to the interview with the ReglsteraL Nurse

with the facility's contracted pharmacy provider on

08/08/23 at 4:03pm.

3. Review of Resident #3's currant FL2 dated

l
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11/15/22 revealed diagnoses Includad
bl-polar-mixsd psychotic, neurocagniti\La
digorder-mily, hyperlipidamia, constipa ion, and &
history of gastric hloating,
-There was an order vitlamin B12, take|1 tablet by
mouth every moming.
~There was an arder for Depakaote 125 g, fake 2
tablets twico a day.
~There was an order for folic acid 1, [take 1
tablet by mouth avery morming.
~There was an order for melatoniy 5mal, take 1
tablet by mouth avery day at badtime, l’

-Thers was an order for multple vitsmin, tuke 1
tablet by mouth every morning,
<Thare was an order for oxybutynin Smg, take 1
tablet by mouth every moming.
~There was an arder for polyethyiane glyeol
powder 3350, mix 17grams In § ounces of liquid
end drink avery day,

~There was an order for risperdal 3mg, take 1
tablet by mouth twice & day.
-Thera was an order for sertraline 100mg, take 1
tablet by mouth every morning,
~There was an order for simethicons 80ng. take
1 tablet by mouth twice day.
-There was an order for simvastatin 20mg, fake 1
tablet by mouth evary day at bagtime.
~There was an order for tamsulosin 0,4mg, take 2
teblets by moutin SVery motning.
-There was an order for trazadona 50mg. take 1
tablet by mouth every day at bedtime.

Review of Resident #3's Resident Register
revealed an adinission date of 11/ 6122

Review of Resident #3's recard on 08/08/23
revesled thers ware no on-site rharmacy reviews
avallable,

Refer to interview with the Madication Aiba

Pivision of Health Service Regutation
STATE FORM

ROBONM

W ontinuation sheel 15 o¢ 17




09/27/2028 17:14 9102593844 PENDU PAGE 19/20
FRINTED: 08/25/2023
FORM APPROVED
Division of Health Service Requtation
STATEMENT QF BEFIGIENCIES {X1) PROVIDERISUPPLIER/ICLIA 02) MULTIPLE CONSTRUGTION {X3) DATE SURvEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BULDING: COMPLETED
HALD71061 B WiNg 08/08/20:23
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiF CODE
686 NC HwWY 50
PEN-DU REST HOME WALLACE, NG 28485
44HD SUMMARY STATEMENT OF DEFICIENGIES n PROVIDER’® PLAN OF GORRECTION (x5
PREFIX (EACH OEFICIENCY MUST BE PRECEDED BY FuLL PREFIX {EATH CORREC TSVE AGTIOM SHOULD BE COMPLETE
TAG REGULATGRY OR LEC IDENTIFYING INFORMATION) TAQ CROSS-REFERENGED 10 THE ARPROPRIATE DatE
DEFICIENCY)
C 375} Confinued From page 15 cars

(MAYSupervisor-in-Chargs (SIC) on 08/08/23 at
12:16prn,

Refer to the intarview the MA/SIC on 0B/06/23 at
2:5'§ pm.
Refer to the interview with the RegisteJed Nurse

with the facility's contracted pharmagy provider on
08/08/23 at 4:03pm.

Interview with the MA/SIC on 068/08/23 |at
12:15pm revesled:
~There were no recent pharmacy reviews for
Residents #1, #2, and #3,
-She said she thought the Jast pharmady review
for Resident #1 wasg a yeap ago,
“Residenis #2 und i3 a0 never nad o pharmacy
review,

~She was aware that Licersed Healih
Professional Support {LHP'S) evaluations and
pharmacy reviews were to be done qu rtery.

-It was har or the Administrator's responsibility to
make sure the LHPS evaluations and pPharmacy
reviews wera completed and up to date
-She was not sure why these ware not dona,
~She or the Administrator did periodic chart
reviews but not at specific imes,
~The LHPS and pharmacy reviews werd done by
a registered nurse with the facility’s confracteq
pharmacy provider,

=She had contacted the facility's contragted
pharmacy provider agnifer today and was toid
Residant #1' last LHPS evalyation and
Pharmacy review were completed in 2022 and
they would send this to her, but the fac) ty was
currently having internet protlame,
-The contracted pharmacy’s Registered Nurse
(RN} was coming Jater In the aftemoon th parforn
the LHPS evalyations and phammaey reviews for
Resldents #1, #2, and #3.

l
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2nd Interview with the MA/SIC on 08/08/23 al ?f M. ey e v
2:81pm revealed: .
~Bhe trled to keep a list of when everything such %4 M Ahtearde ,,,j ,
as LHPS evaluations and pharmacy reviews were '

s o

-She had gotten behind and the quartehy LHPS
evaluations and pharmacy reviews shduld hava
been done, '
-The faclitty's previous contracted phammacy
Provider wouid send the nurse out for the LHPS
and pharmaey reviews but skice they Had merged
with the current contracted phammaey rrvidar

the facliity was new responsibla for ua'rltacting the

ol e s [laTay
by i s e f Bt el “.2,.'.‘.!!.!'.\.,

€«
B T P Y]
Y gevemvea

B SUTE M e g it ety

reviews.
«§he or the Administrator were responsible for
confacting the contractad phermacy prévider to
schedule LHPS and pharmacy reviews

Intervisw the RN from the facility's contracted
pharmacy providar on 08/08/23 st 4:03pm
reveatad:

~The facility was required to contact th pharmacy
provider and pay for a nurse visit then the LHPS
and/or pharmacy reviews were schecifbd,

~The fast and most recent pharmacy review for
Resident #1 was 01/28722.

-8he had never done a pharmacy reviel for
Rapidont 82 s Nesidoot 20

=The facility had contacted har today o berform
the LHPS and pharmacy reviews for idants
#1, #2 and #3.

~8he was at the faclilty to do the LHPS and
pharmacy review for Residents #1, 82, and #2.

-Atternpled phone Intetview with the Adminlstratar
on UB/0B/23 at 4:00pm Was unsucosssiil.
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