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Provide pharmaceutical services to meet the needs of each resident and employ or obtain
 the services of a licensed pharmacist.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on record reviews and interviews, the facility failed to ensure the accurate acquiring and administering of all drugs and
biologicals to meet the needs of one (#1) out of three sampled residents following admission to the facility. Findings
 included: Resident #1 was admitted on [DATE] from another Long-term care facility. The Admission Record included
[DIAGNOSES REDACTED]. The review of Resident #1's electronic clinical record, on 8/27/20 at 11:30 a.m., revealed the
 Admission/Readmission Data Collection form, dated 8/26/20 at 16:46 (4:46 p.m.) was not completed. A progress note, dated
 8/27/20 at 9:26 a.m., identified Resident #1 was admitted   yesterday evening and due to issues with Wi-Fi his orders were
 not able to be entered into Point Click Care (PCC). Orders transcribed this am and call placed to pharmacy to ensure
 delivery. Advanced Registered Nurse Practitioner (ARNP) aware of delay in medication orders. The review of the progress
 notes did not identify a note dated 8/26/20 to indicate that the physician or ARNP was notified of the delay in medications on
8/26/20. The Medication Reconciliation form, dated 8/26/20 at 16:46 (4:46 p.m.), did not indicate medications were
 reconciled with the physician. Photographic evidence was obtained at 11:37 a.m. on 8/27/20. The progress notes or
 Admission/Readmission Data Collection for Resident #1 did not indicate staff had confirmed with the transferring facility
 that the resident had received evening medications prior to transfer. A review of the Physician Orders that the facility
 received from the previous facility indicated the following physician orders: - [MEDICATION NAME] 100 milligrams (mg) -
 Give 200 mg twice daily for [MEDICAL CONDITION]; - [MEDICATION NAME] 50 mg daily related to Diabetes Mellitus; -
 [MEDICATION NAME] 1000 mg twice daily for Diabetes Mellitus; - [MEDICATION NAME] 64.8 mg daily for [MEDICAL
CONDITION]; -
 [MEDICATION NAME] and [MEDICATION NAME] ([MEDICATION NAME]) level every night shift starting on the 27th and the
28th of
 every month, dated 10/27/19. A review of this facility's Medication Administration Record (MAR) for Resident #1 identified
 the following: - [MEDICATION NAME] 64.8 mg - Give 1 tablet by mouth one time a day related to Other [MEDICAL
CONDITION] not intractable without [DIAGNOSES REDACTED], start date 8/28/20 at 7:00 a.m.; - [MEDICATION NAME]
Capsule 100 mg ([MEDICATION
 NAME] Sodium Extended) - Give 2 capsules by mouth two times a day related to Other [MEDICAL CONDITION] not intractable
 without [DIAGNOSES REDACTED], Start date 8/27/20 at 1500 (3:00 p.m.); - [MEDICATION NAME] (HCl) Tablet 1000 mg -
Give 1
 tablet by mouth two times a day related to Type 2 Diabetes Mellitus without complications, start date 8/27/20 at 1500 (3:00 p.m.).
The review indicated Resident #1 was not administered nor scheduled to receive the following: - Daily dose of
 [MEDICATION NAME] on 8/27/20; - Morning dose of [MEDICATION NAME] on 8/27/20; - Morning dose of [MEDICATION
NAME] HCl on
 8/27/20. A review of Resident #1's physician orders did not include the previous facility's order for a [MEDICATION NAME]
 and [MEDICATION NAME] level to be drawn on 8/27/20. A review of the resident's MAR indicated Resident #1's prescribed
 medication, scheduled for the morning dose, was not to start until 8/28/20, which would indicate the resident was not to
 receive those medications on 8/27/20, the day after his admission. At telephone interview was conducted, at 1:04 p.m., with Staff
Member A, Registered Nurse. She confirmed that Resident #1 arrived at 5:00 p.m. to the facility and that she was the
 one assigned to the resident. Staff A stated the Wi-Fi was working during her shift on 8/26/20. When asked why the
 physician orders for Resident #1 was not input into the computer until the morning of 8/27/20, she stated she had two (2)
 admissions yesterday. The staff member stated she had passed in report to the 7 p.m. - 7 a.m. nurses that she was unable to put the
orders into the computer. Staff A stated she did not believe the resident had received any medication last night
 (8/26/20). The Nursing Home Administrator stated, at 2:00 p.m., on 8/27/20, that the Internet Contractor had been having
 issues since 1:30 a.m., on 8/26/20. An interview was conducted, on 8/27/20 at 2:47 p.m., with the Director of Nursing and
 the Assistant Director of Nursing (ADON). The DON stated the MDS nurse had noticed this morning that nothing had been done
 with Resident #1's admission. The ADON and DON confirmed Resident #1's [MEDICATION NAME] and [MEDICATION NAME]
were not
 given on 8/26 or the morning of 8/27/20. The review of the Admission/Readmission Data Collection confirmed that there was
 indication that the physician reconciled the medications. The DON stated staff should have asked the physician if the daily
medications could be given when they arrived from the pharmacy. He stated staff should have noted that the physician was
 notified of the medication orders and the conversation should have been documented. The DON stated his expectation, if the
 Internet was down, that staff should have written telephone orders and MAR and that they had been faxed to the pharmacy
 last night. When asked if nurses had a type of checklist or procedure to follow during an admission, the DON and ADON
 stated no, but would put one together. The ADON stated the laboratory draw for Resident #1's [MEDICATION NAME] and
 [MEDICATION NAME] would have been found when they scrubbed the chart, which was not completed as staff was busy getting
you stuff. At 3:36 p.m, an interview was conducted with the Consultant Pharmacist. The Pharmacist stated her expectation would
 have been if staff was unable to enter orders into the computer that the medications be given per physician orders from the
Emergency Drug Kit (EDK) and that the medications be requested by fax and that staff start administering medications with a paper
MAR. She stated [MEDICATION NAME] does have a long half life and the level of medication would not drop drastically
 and if [MEDICATION NAME] was ordered this morning, her assumption would have been that the dose of [MEDICATION NAME]
would
 have been given today when the medication was delivered or from the EDK, after speaking with the physician. When asked for
 a policy regarding Admissions, the Nurse Consultant provided a policy titled, Admission Assessment, effective 11/20/2014
 and revised on 8/22/2017. The policy stated, in its entirety, At the time of admission or readmission, the Nurse shall
 initiate the Data Collection Form. Pertinent information shall be collected by physical review, interview with resident and family and
review of the resident's available medical records. The Data Collection Form will be completed within 24 hours.
 Initiate care plan. When asked if there was a procedure that nurses were to follow for the admission process, she stated,
 no.
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