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Based on interview and record review, the facility failed to ensure accurate receiving of routine medications
for 1 of 3 residents reviewed for unnecessary medications. A physician's order was entered incorrectly which
led to an interruption of a resident's routine medication and an unprescribed dosage reduction. (Resident
B)Finding includes:A record review on 7/22/25 at 10:30 A.M., Resident B's diagnoses included, but were not
limited to, unspecified polyneuropathy.Resident B's most recent quarterly Minimum Data Set (MDS)
assessment, dated 4/15/25, indicated the resident had moderate cognitive impairment and received routine
pain medication. Resident B's physician's orders included, but were not limited to; Lyrica Oral Capsule 100
milligrams (mg) give one (1) capsule two times a day for pain (started 5/10/24 and discontinued 6/24/25),
Lyrica Oral Capsule 100 milligrams (mg) give two (2) capsules at bedtime related to polyneuropathy (started
11/5/24 and discontinued 6/24/25), Lyrica Oral Capsule 100 mg give one (1) capsule every morning and at
bedtime for pain (started 6/24/25 and discontinued 6/28/25), Lyrica Oral Capsule 100 mg give one (1)
capsule one time a day for pain (started 6/28/25 and discontinued 6/30/25), Lyrica Oral Capsule 100 mg give
one (1) capsule one time a day for pain (started 6/30/25 and discontinued 6/30/25), Lyrica Oral Capsule 100
mg give two (2) capsules at bedtime (started 6/30/25 and discontinued 6/30/25), Lyrica Oral Capsule 100 mg
give one (1) capsule one time a day and give one (1) capsule one time a day and give two (2) capsules at
bedtime for pain (started 6/30/25).Resident B's medication administration record (MAR) for June 2025
indicated the resident did not receive a routine Lyrica 100 mg capsule at the ordered time of 12:00 P.M. on
6/23/25, did not receive the bedtime dose of 200 mg on 6/23/25, did not receive the morning dose of 100 mg
on 6/24/25, and did not receive the noon dose of 100 mg on 6/24/25. Starting on 6/24/25 through 6/29/25,
Resident B received only a 100 mg dose of Lyrica at bedtime and only received one 100 mg dose during the
day.Resident B's progress notes included, but were not limited to: 6/24/25 at 5:15 A.M. - Lyrica oral capsule
100 mg held, will resume upon delivery, pharmacy and physician aware. 6/24/25 at 12:41 P.M. - Lyrica oral
capsule 100 mg - Pharmacy stated they did not receive this. The hard script was faxed again today.6/24/25
at 6:24 P.M. - Resident's Lyrica did not arrive at the facility. Called the pharmacy to get information regarding
this. The pharmacy stated the prescription had not been received. 6/29/25 at 12:09 A.M. - Resident
complained of pain in legs during evening shift due to Lyrica reduction. 6/29/25 at 3:40 P.M. - Resident
stated, My feet hurt so bad | can barely walk. The nurse stated to the resident that her Lyrica was decreased
from four (4) capsules per day to two (2) capsules. The resident was unaware. Physician notified about the
resident's complaint after reduction. 6/30/25 at 1:58 A.M. - Resident complained of foot pain at times due to
Lyrica reduction.6/30/25 at 7:12 A.M. - Resident complained of leg and foot pain at times due to Lyrica
reduction. Awaiting response from physician. 6/30/25 at 9:30 A.M. - Nurse practitioner clarified resident's
Lyrica order - Lyrica 100 mg one capsule twice a day in the morning and at noon, and two capsules (200 mg)
at bedtime. On 7/22/25 at 11:05 A.M., LPN 4 indicated Resident B's routine Lyrica order was changed from
four capsules a day to two capsules a day by the facility without the physician's knowledge and without an
order to do so. On 7/22/25 at 1:15 P.M., RN 6 indicated there was no order to change Resident B's Lyrica
medication. An original order was being put into the electronic record and was entered incorrectly by facility
staff. On 7/22/25 at 1:50 P.M., RN 6 supplied a facility policy titled Guideline for Physician Orders -
(Following Physician Orders), dated 6/18/23. The policy included, It is the policy of the facility to follow the
orders of the physician . 4) All physician orders received pertaining to the resident will be implemented and
followed throughout the course of the resident's stay in the facility as the orders are received. The deficient
practice was corrected on June 25, 2025 after the facility implemented a systemic plan that included the
following actions: Ad HOC QAPI meeting was held on June 25, 2025 an action plan included inservice
review of policy for physicians orders and other documentation in the residents records with staff, and the on
going monitoring of the transcribing physicians orders and documentation.This citation relates to Complaint
2561130.3.1-25(a)
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