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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 10770

Residents Affected - Few Based on record review and interview, the facility failed to notify the resident and/or the resident's
Responsible Party in writing of an intrafacility transfer, as well as the lack of notification of a new roommate,
for 2 of 4 residents reviewed for infection control. (Residents B and H)

Findings include:

1. The record for Resident B was reviewed on 1/29/24 at 12:00 p.m. Diagnoses included, but were not
limited to, dementia with behaviors, Alzheimer's disease, depressive disorder, adult failure to thrive, mood
disorder, anxiety and high blood pressure.

The 12/27/23 Annual Minimum Data Set (MDS) assessment, indicated the resident was moderately impaired
for decision making.

A Nurses' Note, dated 12/6/23 at 6:28 p.m., indicated the resident left the facility with her daughter and would
return later that evening.

On 12/7/23, the resident received a new roommate, however, there was no documentation in the clinical
record, informing the resident she was getting a new roommate.

On 12/8/23, the roommate tested positive for COVID-19, and they moved Resident B to a different room,
however, there was no documentation in the clinical record she was moved, nor was there an intrafacility
transfer form completed at the time of the move.

During an interview on 1/29/24 at 3:38 p.m., the Infection Preventionist, indicated a resident on another unit
was sent out to the hospital and tested positive for COVID-19, so she started testing the residents on her
unit. After several residents tested positive, she decided to test the entire facility, and Resident B's roommate
tested positive. She called the resident's Responsible Party and told her they were moving her to a different
room due to COVID-19, however, it was not documented in the clinical record.

During an interview on 1/30/24 at 11:00 a.m., the Director of Nursing indicated there was no documentation
the resident was to receive a new roommate, nor was there an intrafacility transfer form completed for the
room change on 12/8/23.

(continued on next page)
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F 0559 2. The record for Resident H was reviewed on 1/29/24 at 2:15 p.m. Diagnoses included but were not limited
to, stroke, heart disease, type 2 diabetes, high blood pressure, major depressive disorder, pressure ulcers,
Level of Harm - Minimal harm or and adult failure to thrive.

potential for actual harm

The 12/19/23 Quarterly Minimum Data Set (MDS) assessment, indicated the resident was severely impaired
Residents Affected - Few for decision making.

Nurses' Notes, dated 12/15/23 at 12:27 p.m., indicated the resident tested positive for COVID-19. The
resident's sister was called and a message was left to return the phone call for an update on a status
change.

Nurses' Notes, dated 12/15/23 at 2:02 p.m., indicated the resident was transferred to a private room on
another unit, related to testing positive for COVID-19

The resident was moved from that private room to another room on 12/19/23, still due to COVID-19, and
then moved back to her own/original room after she was out of isolation.

There was no documentation the resident's Responsible Party was notified of the second room transfer and
when she was sent back to her original room. There was no documentation of an intrafacility transfer form
when the resident was moved to the second private room and then when she was moved back to her original
room.

During an interview on 1/30/24 at 12:00 p.m., the Director of Nursing (DON) indicated the resident's
Responsible Party was not made aware of the second transfer to the private room on 12/19/23 or when she
was sent back to her own room, and there was no intrafacility transfer form completed for both room
changes.

A current and undated Change of Room or Roommate policy, provided as current by the DON on 1/30/24 at
11:00 a.m., indicated, prior to making a room change or roommate assignment, all persons involved in the
change, such as residents and their representatives, will be given advance notice of such change as was
possible. The notice of a change in room or roommate will be provided in writing and/or verbal notification,
and include the reason why the move or change was required.

This citation relates to Complaint INO0423872.

3.1-12(a)(15)(A)

3.1-12(a)(16)(A)
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F 0692 Provide enough food/fluids to maintain a resident's health.
Level of Harm - Minimal harm or 10770

potential for actual harm
Based on record review and interview, the facility failed to ensure meal consumption logs were completed for
Residents Affected - Few a resident with a history of a significant weight loss, for 1 of 3 residents reviewed for a significant change in
condition. (Resident C)

Finding includes:

The record for Resident C was reviewed on 1/30/24 at 9:30 a.m. Diagnoses included, but were not limited to,
right humerus fracture, heart disease, high blood pressure, heart failure, pressure ulcer of the sacrum,
cardiac pacemaker, vision loss of both eyes, and a history of falls.

The Admission Minimum Data Set (MDS) assessment, dated 11/21/23, indicated the resident was
moderately impaired for decision making, and weighed 88 pounds. The resident needed partial assistance
with eating.

The resident's weights were as follows:

11/14/23 - 88 pounds

11/22 - 94 pounds

11/22 - 94 pounds

11/29 - 101 pounds

11/29 - 101 pounds

12/6 - 99 pounds

12/13 - 100 pounds

12/14 - 100 pounds

12/20 - 101 pounds

12/30 - 88 pounds

1/3/24 - 84 pounds

The meal consumption logs indicated the breakfast meal was not documented on 11/20, 11/27, 12/5, 12/8,
12/11,12/7, 12/19, 12/24, 12/25/23, and 1/3/24. The lunch meal was not documented on 11/17, 11/20,
11/27, 12/4, 12/8, 12/10, 12/11, 12/17, 12/19, 12/24, and 12/25/23, and the dinner meal was not documented
on 11/15, 11/17, 11/26, 11/28, 12/9, 12/12, 12/17, 12/19, 12/20, 12/21, 12/24, 12/28, and 12/31/23.
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F 0692 During an interview on 1/30/24 at 2:15 p.m., the Director of Nursing indicated the meal consumption logs
were to be completed after every meal.
Level of Harm - Minimal harm or
potential for actual harm This citation relates to Complaint IN00425781.
Residents Affected - Few 3.1-46(a)(1)
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