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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to administer a resident's antipsychotic 
medication, as ordered; inform the physician/provider of the medication not having been administered; and 
implement and revise a resident's behavior care plan regarding refusal of care and medication for 1 of 3 
residents reviewed for behavioral Health Services. (Resident B)Findings include:The clinical record for 
Resident B was reviewed on 10/28/25 at 2:42 p.m. His diagnoses included, but were not limited to: anxiety, 
paranoid schizophrenia, dementia, and depression. He was readmitted to the facility on [DATE] after a 
20-day inpatient psychiatric hospitalization. The Inpatient Psychiatric Hospital Discharge Medication 
Reconciliation, dated 9/23/25, indicated staff were to administer the resident's Uzedy (atypical antipsychotic 
medication) 75 mg/0.21ml subcutaneously every 30 days at 9:00 am. His last administration was on 9/18/25 
at 9:59 a.m.The facility physician's orders indicated to administer the above order for Uzedy, starting 
10/16/25, for psychosis.The care plan, dated 9/24/25, indicated the resident was prescribed psychoactive 
medication to treat the diagnosis of psychosis. An intervention was to administer his medication as ordered.
The October, 2025 medication administration record (MAR) indicated the resident's Uzedy was not 
administered on 10/16/25 with a link to a note, written by LPN (Licensed Practical Nurse) 2. The note 
indicated, Note Text: Uzedy Subcutaneous Suspension Prefilled Syringe 75 MG/0.21ML Inject 0.21 ml 
subcutaneously one time a day every 30 day(s) for psychosis. Reordered, medication is not available.An 
interview was conducted with the DON (Director of Nursing) on 10/28/25 at 10:42 a.m. He reviewed Resident 
B's clinical record and indicated he saw the nurse's note that the Uzedy was unavailable on 10/16/25, and 
the MAR indicated it was not given in the month of October, 2025. He did not see any documentation that the 
physician was notified the Uzedy was not administered, as ordered, but they should have been. If the 
medication was unavailable for administration on 10/16/25, nursing should have reordered the medication 
and administered it upon arrival.An interview was conducted with Pharmacy Technician 3 in the presence of 
the DON on 10/28/25 at 10:48 a.m. He indicated they first received a request from the facility for the Uzedy 
in September, 2025 and it was delivered to the facility on 9/23/25. The second delivery of Uzedy to the 
facility was delivered on 10/20/25. The medication had to be requested for each administration.On 10/28/25 
at 11:00 a.m., an observation of the medication refrigerator was made with the DON and LPN 2, who signed 
off the Uzedy as unavailable on 10/16/25. There were two unopened boxes of Uzedy available for 
administration in the refrigerator. One had a delivery date of 9/23/25, and the other had a delivery date of 
10/20/25. These delivery dates matched the delivery dates indicated by Pharmacy Technician 3 during the 
above 10/28/25, 10:48 a.m. interview.An interview was conducted with LPN 2 on 10/28/25 at 11:00 a.m. She 
indicated she probably didn't see the medication in the medication cart on 10/16/25, but she went into 
Resident B's room first to ask him if he wanted to take his medications, and he normally refused, so I don't 
even prep [prepare] them beforehand. She couldn't say for sure if she informed NP (Nurse Practitioner) 4, 
Resident B's psychiatric NP, about him not receiving the Uzedy on 10/16/25, but NP 4 was aware he 
regularly refused his medications. Resident B had physically aggressive behaviors.An interview was 
conducted with the DON on 10/28/25 at 11:09 a.m. He indicated the Uzedy was available for administration 
on 10/16/25, so it should have been administered. If he refused it, LPN 2 should have documented refusal, 
instead of unavailable. A lot of Resident B's behaviors were verbal aggression and refusal of care and 
medications. When he was sent to the inpatient psychiatric hospital on 9/3/25, he had thrown feces on staff, 
but that wasn't a regular thing. He could also be physically combative with staff. Typically, when he 
administered medications, he prepared the medications first, then took them into the residents' room for 
administration. If the resident refused, he destroyed the medication.An interview was conducted with NP 4 on 
10/28/25 at 2:07 p.m. She indicated she began providing services at the facility in August, 2025. Resident B 
had behaviors and was irritable, aggressive, and refused care. He stopped taking his medication. She saw 
him just not wanting to be bothered, and would face the wall, while mumbling to himself. The facility did not 
inform her that he didn't receive his Uzedy injection this month, as ordered. She stated, I would have loved 
for them to tell me. He hadn't been taking his oral medications either. That was one reason injectable 
medications were used. It's the only way we can stabilize him. He should receive the Uzedy. She didn't know 
why he didn't get it. She was going to follow up later in the week to make sure he received the Uzedy 
injection, because he would not take the oral medication, Depakote Sprinkles, currently prescribed to him. 
She wanted him to receive the Uzedy, because his mood was ever weird and has psychosis, something to 
regulate his mood. Some staff worked better with Resident B. She didn't need to be told daily about his 
Depakote refusals, but she did expect to be told weekly when she came to the facility, and she was not 
informed about the Uzedy not being administered. She did not know how nursing staff administered Resident 
B's medications to him, but she assumed if he was asked, he was going to say no, so he needed 
reassurance, to walk with him, tell him what he wanted to hear, offer a snack or a drink, catch him at the right 
time, or use a staff member who worked better with him, that he trusted.The physician's orders for Resident 
B indicated staff were to administer four capsules of Depakote Sprinkles Oral Capsule Delayed Release 
Sprinkle 125 MG (Divalproex Sodium) by mouth two times a day for paranoid schizophrenia, starting 9/23/25. 
The October, 2025 MAR indicated he was not administered the Depakote 34 out of 55 administrations, due 
to refusals. On 10/28/25 at 1:41 p.m., an interview was conducted with LPN 6, who had not documented any 
Depakote refusals on Resident B's October, 2025 MAR and whose only documentation of Depakote was 
three successful administrations. She indicated she worked full time at the facility as an LPN for two years. 
She was familiar with Resident B and his behavioral expressions. He yelled all the time, cussed people out, 
and would tell you to get out of his room. When she administered his medications, she would first go into the 
room and speak to him. She always walked in with a smile and introduced herself. It helped to go into his 
room during breakfast time, when he was not asleep. If he refused his medication, she would go back and try 
again. She knew he liked to eat, so she would administer his medications at the same time he was getting 
ready to eat.On 10/28/25 at 1:00 p.m., an interview was conducted with LPN 7, who had one documented 
refusal and six documented successful administrations of Depakote on Resident B's October, 2025 MAR. 
She indicated she was familiar with Resident B. He had a lot of medication refusals. She would crush his 
medications and put them in pudding and tell him she had pudding for him. It was the only way he would take 
his medication. She crushed it pretty much every time for all his oral medications.The physician's orders 
indicated, May crush medications and mix with food as needed, unless contraindicated by product 
information, effective 11/12/24.On 10/28/25 at 2:00 p.m., an interview was conducted with LPN 2, who had 
18 documented refusals and only one documented successful administration of Depakote on Resident B's 
October, 2025 MAR. She indicated when Resident B refused his medication, she tried to encourage him, 
would sit and talk with him for a minute, educate on the medication, but he just said no and shouted for her to 
get out of his room. He was not very pleasant. She made a progress note each time he refused. She would 
have other staff try sometimes or go back at the end of her mediation pass and ask him again. They tried 
crushing his medications before and placing it in Ensure, but he would throw the Ensure on the floor. He 
threw his breakfast too. She documented in the progress notes what interventions she used when he refused 
his medication.The October, 2025 MAR notes associated with LPN 2's documented Depakote refusals 
referenced provision of education and encouragement, but they never referenced medications offered with 
food or crushed with food. An interview was conducted with CNA (Certified Nursing Assistant) 5 on 10/29/25 
at 11:34 a.m. She indicated she worked at the facility for three and a half years as a CNA. She indicated 
Resident B had behaviors of refusing care. She trained most of the CNAs who worked at the facility on how 
to deal with his behaviors. The only way was to give him a snack. He was always hungry. You had to find a 
way around his behavioral expressions, otherwise, both staff and he would end up frustrated.The refusal of 
care care plan, revised 8/21/25, indicated he had episodes of declining resident care, medication, and/or 
treatment including weights, labs, medication and consultations and trimming of fingernails. The goal was to 
allow staff to complete resident care, medication and/or treatment daily through the next review. 
Interventions were to encourage him to complete the task; have another staff member approach; and to 
make him feel safe and leave and reapproach in five minutes. There was no intervention to offer a 
snack/drink.The care plan, revised 5/21/25, indicated he was resistive to care related to dementia, ineffective 
coping, and lack of acceptance to his current condition. It did not reference an intervention to offer a 
snack/drink.An interview was conducted with the ADON (Assistant Director of Nursing) on 10/28/25 at 3:45 p.
m. She indicated his refusal care plans should reference interventions of offering a snack and crushing his 
medication with food.The Guidelines For Addressing/Managing Residents Who REFUSE CARE Or Who Are 
NON-ADHERENT TO THEIR CARE PLAN policy was provided by the DON on 10/28/25 at 3:30 p.m. It 
indicated, When a resident in a nursing home refuses care and/or refuses to adhere and cooperate with the 
care plan that has been developed specifically for them-this is a serious concern. Refusal of care and/or 
non-adherence to their care plan can put the resident at risk. These risks include adverse health outcomes, 
increased risk of rehospitalization, as well [sic] compromising their approach.SNFs (Skilled Nursing Facilities) 
must follow a documented, collaborative approach when managing refusals related to care. All attempts to 
address any refusal of care/services by a resident must be documented to include how the refusal was 
addressed as well as the final decision.PERSONALIZED CARE PLANS Care plan must be individualized to 
reflect the unique needs, preferences, and limitations of each resident. MDS (Minimum Data Set) 
Coordinators, in collaboration with nursing and therapy teams, should ensure that care plans are updated 
regularly and reflect any changes in the resident's condition or preferences. Flexibility is key to fostering 
adherence to care and treatments by the resident .Conclusion: Addressing refusal of care in nursing homes 
is a complex but essential part of delivering quality care. For Administrators, DONs, MDS Coordinators, 
Social Services Designees, Therapy Staff, and others---a combination of communication, education, 
behavioral support, and personalized care planning is critical to overcoming these challenges. By fostering 
an atmosphere of collaboration of respect for the resident's preferences and autonomy, facilities can ensure 
the residents will receive the care they need, while still maintain their dignity and autonomy.The 
MEDICATION ADMINISTRATION GUIDELINES policy was provided by the DON on 10/28/25 at 1:20 p.m. It 
indicated, Notifying the Physician Notify the physician when necessary. Examples are as follows.ii. resident 
refuses medication iii. A scheduled dose of med [medication] is missed due to unavailability or resident away 
from the building when med was scheduled.Standards of Practice.Gather necessary supplies before starting 
your med pass. This Citation relates to Intake 2640237.3.1-37(a)
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