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etc.)  that affect the resident.

32096

Based on interview and record review, the facility failed to ensure one of three sampled residents (Resident 
1's) rights were exercised timely when the facility discontinued an antipsychotic medication (used for treating 
psychosis or disconnection from reality) for Resident 1 without notifying the resident's representative (RR).

This failure resulted in Resident 1's family members being frustrated and baffled by the resident's change in 
behaviors.

Findings:

Review of Resident 1's medical record, Admission Record , indicated Resident 1 was a long term resident in 
the facility with diagnoses that included memory problem with agitation, anxiety disorder and legal blindness. 
In the Admission Record, three family members were listed as the emergency contacts, one of them being 
the RR for Resident 1.

In a telephone interview on 7/15/24 at 1:36 p.m., Resident 1's family member stated that the facility 
discontinued Seroquel, an antipsychotic medication, that had worked well for the resident without notifying 
the RR or any of the resident's family members. He stated the resident changed in behaviors in the absence 
of Seroquel administration: screaming to the extent of losing her voice and refused to listen to him when he 
visited the resident. The family member stated he was frustrated and did not understand why the resident 
changed in behaviors until the facility contacted him when they reinstated Seroquel back to the resident in 
June. The family member stated Seroquel had worked well for the resident and indicated the discontinuation 
of the medication caused the resident's screaming behavior. He voiced that had the facility notified the 
discontinuation of Seroquel, the family would not have consented because the medication had been working 
fine for the resident.

Review of Resident 1's medical record, Physician Order History , indicated Seroquel was discontinued on 
4/23/25 and reinstated 6/25/24, with the target behavior for yelling and screaming out loud. There was no 
documented evidence in the medical record that Resident 1's RR and/or family member was notified when 
Seroquel administration was stopped.
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In an interview on 7/16/24 at 10:18 a.m. in the hallway, Licensed Nurse (LN 1) stated Resident 1 had 
behaviors of yelling and screaming and stated the resident did not stop screaming until she got tired. LN 1 
stated Resident 1 was really screaming and staff were unable to stop the resident when she started to 
scream. LN 1 indicated Resident 1 had a medication for the behavior and stated when the resident took the 
medication, the resident was fine.

Review of the facility's revised 2/2021 policy and procedure, Change in a Resident's Condition or Status , 
stipulated, Our facility promptly notifies the resident .and the resident representative of changes in the 
resident's medical/mental condition and/or status (e.g., changes in level of care .resident rights, etc.).

In a concurrent interview and record review on 7/16/24 at 1:36 p.m., in the foyer of the facility, the Director of 
Nursing (DON) stated it was the facility policy to notify RR when there was change in resident's care. The 
DON explained this included resident's change in medications either discontinuation or reinstatement of the 
medication. The DON stated Resident 1's RR should have been notified when Seroquel was discontinued.

In a telephone interview on 7/16/24 at 3:27 p.m., Resident 1's RR expressed the same concerns as the 
family member who reported over the phone on 7/14/24 regarding the resident's behaviors and medications 
and stated she was not aware that Seroquel had been discontinued because the facility did not notify her.
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