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Honor the resident's right to choose his or her attending physician.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on an
interview and record review, the facility failed to ensure that a resident was allowed to exercise the right to
choose a physician for one of two sampled residents (Resident 1) reviewed for residents' rights. The facility
did not work with Resident 1 to select another physician of the resident's preference when the current
attending physician (Physician 1) was unable to provide the necessary care and services before
transferring care to an alternate physician (Physician 2). This deficient practice had the potential to prevent
Resident 1's preferences from being honored. During a record review of Resident 1's admission Record
(AR), dated 12/20/2025, the AR indicated Resident 1 was admitted to the facility on [DATE] with medical
diagnoses that included Diabetes Mellitus (DM-a disorder characterized by difficulty in blood sugar control
and poor wound healing), ESRD (End Stage Renal Disease-irreversible kidney failure) with hemodialysis (a
treatment to cleanse the blood of wastes and extra fluids artificially through a machine when the kidney(s)
have failed). During a record review of Resident 1's Minimum Data Set (MDS - a resident assessment tool)
dated 12/25/2025, the MDS indicated that Resident 1's cognitive skills (related to thinking, reasoning,
decision making and problem solving) were cognitively intact. The MDS further indicated Resident 1
required substantial/maximal assistance on staff for shower/bathe self and putting on and off footwear.
Partial/moderate assistance for lower body dressing, upper body dressing, and toileting hygiene. During a
concurrent interview and record review on 1/13/2026 of Resident 1's Order Summary Report dated
1/2/2026, the report indicated transfer of care from Physician 1 to Physician 2. The Director of Nursing
(DON) stated the attending physician (Physician 1) was not responding to the facility and pharmacy staff
calls for the care of Resident 1. The DON stated this was communicated to the Medical Director (Physician
2) who took over the care of Resident 1. During an interview on 1/13/2026 at 4:11 PM with the DON, the
DON stated that Resident 1 was made aware of the change of physician but was not involved in choosing
the physician. DON stated that it is important for the resident to be involved in the plan of care and in
choosing attending physicians to make sure it aligns with the resident values and wishes as well as to
respect the residents' rights. During a review of the facility's policy and procedure, titled Informed Consents,
dated 12/2018, indicated that it is the policy of the facility to uphold the rights and dignity of the residents,
including the right to make informed decision about their care. During a review of the facility's policy and
procedure, titled Physician Services, dated 6/2022, indicated that the physician supervises the medical
care of residents by means of participating in the resident's assessment and care planning monitoring
changes in residents medical status and providing consultation or treatment when contacted by the facility it
includes prescribed medications.
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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
observation, interview and record review, the facility failed to administered medication Lyrica (a medication
that treats nerve pain) as ordered for neuropathy (disease or dysfunction of one or more nerves, typically
causing numbness, tingling, burning pain in the hands and feet) for one of two sampled residents (Resident
1) as ordered by the attending physician. This deficient practice resulted in the resident missing the
medication as scheduled and could result in increased discomfort. During a record review of Resident 1's
admission Record (AR), dated 12/20/2025, the AR indicated Resident 1was admitted to the facility on
[DATE] with medical diagnoses that included Diabetes Mellitus (DM-a disorder characterized by difficulty in
blood sugar control and poor wound healing), ESRD (End Stage Renal Disease-irreversible kidney failure)
with hemodialysis (a treatment to cleanse the blood of wastes and extra fluids artificially through a machine
when the kidney(s) have failed). During a record review of Resident 1's Minimum Data Set (MDS - a
resident assessment tool) dated 12/25/2025, the MDS indicated that Resident 1's cognitive skills (related to
thinking, reasoning, decision making and problem solving) were cognitively intact. The MDS further
indicated Resident 1 required substantial/maximal assistance on staff for shower/bathe self and putting on
and off footwear. Partial/moderate assistance for lower body dressing, upper body dressing, and toileting
hygiene. During a record review of Resident 1's Order Summary Report dated 12/20/2025, the report
indicated a physician order for Lyrica 150 mg milligrams (mg- metric unit of measurement, used for
medication dosage and/or amount) give 1 capsule by mouth three times a day for neuropathy (disease or
dysfunction of one or more nerves, typically causing numbness or weakness in the hands and feet). During
a concurrent interview and record review on 1/13/2026 of Resident 1's Order Summary Report dated
1/2/2026, the report indicated transfer of care from Physician 1 to Physician 2. The Director of Nursing
(DON) stated the attending physician (Physician 1) was not responding to the facility and pharmacy staff
calls for the care of Resident 1. The DON stated this was communicated to the Medical Director (Physician
2) who took over the care of Resident 1. During a concurrent interview and record review on 1/13/2026 at
12:10 PM with the Director of Nurses (DON), the Medication Administration Record (MAR), dated
12/01/2025 - 12/31/2025, and 1/1/2026 - 1/31/2026 was reviewed. The MAR indicated that Lyrica was not
administered due to it being unavailable from the pharmacy. The DON stated that the facility's pharmacy
had faxed a Request for New/Continuance of Schedule II-V Medication Therapy authorization to the facility
and to the physician, but the attending physician did not respond to the pharmacy or the facility. The DON
stated that the physician was not responding and could not provide services to Resident 1. The facility's
medical director was then made aware and took over the care of Resident 1. During an interview with the
Registered Pharmacist (RP) on 1/14/2026 at 10:27 AM the RP stated that on 12/22/2025 the pharmacy
faxed a Request for New/Continuance of Schedule II-V Medication Therapy authorization for approval to the
facility and to the physician. The authorization was not received by the physician. On 1/2/2026 the Request
for New/Continuance of Schedule II-V Medication Therapy authorization approval was re-sent to the facility
and the attending physician but was not received. RP stated that the pharmacy was not made aware of
Resident 1's change of physician on 1/2/2026. RP stated on 1/8/2026 the pharmacy finally received the
authorization approval for Lyrica from the physician. During an interview on 1/13/2026 at 4:11 PM with the
Director of Nursing (DON), stated that it is important to administer medications as ordered by the physician
to prevent relapse of conditions or withdrawal symptoms depending on the medication. During a review of
the facility's policy and procedure (P&P) titled, Medication Therapy, dated 12/2017, The P&P indicated,
shortly after
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admission of a resident the staff and the practitioner assisted by the consultant pharmacist will review the
current medication regimen. During a review of the facility's policy and procedure (P&P) titled, Physician
Services, dated 6/2022, the P&P indicated, the facility must ensure that the medical care of each resident is
supervised by a physician and to ensure that another physician supervises the medical care of residents
when their attending physician is unavailable.
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