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F 0559 Honor the resident's right to share a room with spouse or roommate of choice and receive written notice
before a change is made.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 34318

Residents Affected - Few Based on record review, staff interview, and review of the facility policy titled, Roommate Change,
Roommate Notification, Choice of Roommate the facility failed to notify two of three residents (R) (R3 and
R7) and/or responsible party of a room change prior to the room change and document the changes.

Findings include,

Review of the facility policy titted, Roommate Change, Roommate Notification, Choice of Roommate dated
4/2024. Under Policy Statement: The resident will receive a written notice, including the reason for the
change before their room or roommate is changed. Under Policy Interpretation and Implementation number
2. Prior to changing a room or roommate assignment all parties involved will receive appropriate social
services, to explain the move, provide an opportunity to see the new location, meet the new roommate (as
applicable) and ask questions about the move.

1. Review of the medical records revealed R3 was admitted to the facility with the following diagnoses that
include but not limited to cerebrovascular disease, type 2 diabetes mellitus, chronic obstructive pulmonary
disease.

Review of the Quarterly Minimum Data set (MDS) dated [DATE] for R3 revealed under Section C (Cognitive
Patterns) revealed a Brief Interview for Mental status (BIMS) score of 15 indicating resident has little to no
cognitive impairment.

Review of the progress notes revealed no evidence of any room changes or notification of those room
changes.

Interview on 9/18/2024 at 3:31 pm with R3 revealed that she has been moved three times to another room
and no one asked her if she wanted to move. She continued to state that the social service person came to
her and told her she was moving to another room, and she was moved.

2. Review of the medical records of R7 was admitted to the facility with the following diagnoses that include
but not limited to secondary hypertension, ataxic gait, chronic kidney disease, and dementia.
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F 0559 Review of the progress notes revealed no evidence of any room changes or notifications of those room
changes.

Level of Harm - Minimal harm or

potential for actual harm Interview on 9/26/2024 at 1:32 pm, the family member of R7 revealed that there had been four room
changes and she was never notified of the changes. She continued to state that it was only after she came to

Residents Affected - Few the facility to visit was when she found out that R7 was in a different room all four times.

Interview on 9/24/2024 at 11:17 am, the Social Services Director revealed when a resident is having a room
change, she will talk to the resident first and get their permission for the move and then the Responsible
Party (RP) will be notified that they are doing a room change.

Interview on 9/24/2024 at 5:53 pm, the Administrator confirmed that there was no documentation of room
changes or notification for the residents in the medical record, and that the room changes are to be
documented in the residents' record when they occur.
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