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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** 41559

Residents Affected - Few Based on interview and record review, the facility failed to ensure residents' right to share a room with his or
her roommate of choice and the right to receive written notice of the room change, including the reason,
were protected when staff moved one resident (Resident #1) to a room on a different hall without a written
notice issued or documentation of the resident's consent to the change. The facility had a census of 105.

Review of the facility's policy titled, Room Change/Roommate Assignment, revised March 2021, showed the
following information:

-Resident room or roommate assignments may change if the facility deems it necessary. Resident
preferences are taken into account when such changes are considered;

-Room changes initiated by the facility are limited to moves within the same building in which the resident
currently resides, unless the resident voluntarily agrees to move to another building within the same facility;

-Residents have the right to share a room with their roommate of choice, including a spouse, domestic
partner, or friend, as long as both parties live in the same facility, and consent to the arrangement;

-Residents may not demand to displace a current roommate to accommodate a roommate request;

-Prior to changing a room or roommate assignment all parties involved in the change are given a verbal
notice of such change;

-Verbal notice of a roommate change includes why the change is being made and any information that will
assist the roommate in becoming acquainted with his/her new roommate;

-Residents have the right to refuse to move to another room in the facility if the purpose of the move is to
relocate the resident from a skilled nursing unit within the facility to one that is not a skilled nursing unit and
to relocate the resident from a nursing unit within the facility to one that is a skilled nursing unit;

-Documentation of a room change is recorded in the resident's medical record;
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F 0559 -Inquiries concerning room changes should be referred to social services or designated staff.

Level of Harm - Minimal harm or (The policy did not address the requirement of a written notice to be provided.)
potential for actual harm
1. Review of Resident #1's face sheet (basic information sheet) showed the following:
Residents Affected - Few
-admitted [DATE];

-Diagnoses including Alzheimer's disease (a progressive disease that destroys memory and other important
mental functions), dementia (a group of thinking and social symptoms that interferes with daily functioning)
without behavioral disturbance, anxiety disorder (a mental health disorder characterized by feelings of worry,
anxiety, or fear that are strong enough to interfere with one's daily activities), major depressive disorder (a
mental health disorder characterized by persistently depressed mood or loss of interest in activities, causing
significant impairment in daily life), and mild cognitive impairment.

Review of the resident's Durable Power of Attorney (DPOA -a written authorization of an appointed individual
to represent or act on another's behalf in private affairs, business, or some other legal matter that includes
the appointed individuals ability to maintain their role as power of attorney in the event the initial individual is
incapacitated and unable to make decisions for themselves) paperwork, dated 03/29/13, showed the two
individuals were designated as DPOA for the resident.

Review of the resident's record showed the facility did not provide documentation the resident was deemed
incapacitated or unable to make his/her own decisions. The record did not indicate the DPOA was enacted.

Review of the resident's annual Minimum Data Set (MDS - a federally mandated assessment instrument
completed by facility staff), dated 03/14/24, showed the following:

-Moderate cognitive impairment;

-Mild depression;

-Verbal and physical behaviors indicated one to three days;

-Rejection of care four to six days.

Review of the resident's care plan, current as of 03/15/24, showed the following:

-At times resident may have delusions and/or hallucinations and may exhibit behaviors that are inappropriate
for the situation at hand. Physician is aware of these behaviors.

-Socially inappropriate/disruptive behavior. The resident will tell staff his/her medications are not what they
are supposed to be. Two staff when giving medication. Resident also has conflicts with neighbors if he/she
feels they do not give him/her the attention he/she wants and will cry and yell to anyone who will listen.
He/She has difficulty maintaining healthy relationships with peers. Remind resident when behavior is not
appropriate;
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F 0559 -Verbally aggressive behavior. The resident will often yell at staff when they do not respond immediately to
requests. He/She will often yell at staff if they do not give a response that he/she does not agree with.

Level of Harm - Minimal harm or
potential for actual harm Review of the resident's departmental notes showed the following:

Residents Affected - Few -On 02/29/24, at 10:40 A.M., the Social Services Director (SSD) documented he/she spoke with both
DPOA's regarding a care plan meeting for 03/01/24, at 1:30 P.M., regarding the resident's behaviors
surrounding staff, visitors, and other peers;

-On 03/01/24, at 2:05 P.M., the SSD documented one of the residents DPOA's called to inform the facility
he/she would not be able to meet for the scheduled meeting and requested rescheduling. The meeting was
rescheduled for 03/06/24, at 3:00 P.M The facility was fine with moving the meeting to review the residents
behavior. The facility wanted to discuss the need to move the resident rooms that day. The SSD went into
brief detail regarding how the resident treats staff and the stress he/she caused to all who have cared for
him/her. The facility wants permission to move the resident versus relocating all of the staff that work on the
hall. The DPOA agreed it was easier to move one resident versus relocating numerous staff so he/she
agreed to the room change from 400 hall to 100 hall. (Staff did not document any written notice.);

-On 03/01/24, at 2:21 P.M., the SSD documented he/she and the Assistant Director of Nursing (ADON)
spoke with the resident regarding his/her behavior and the reason a room move needed to occur on
03/01/24. The SSD documented the resident is aware the facility had been speaking with the DPOA's and
informed the resident the care plan meeting had been rescheduled to 03/06/24, at 3:00 P.M., and that they
are fine with the room move. One of the two DPOA is requesting calls when the resident's behavior and
responses are not appropriate of affect others. The SSD documented the resident apologized regarding
his/her negative behaviors involving a staff member. (Staff did not document the resident agreed to the room
move or any written notice issued regarding the move.)

-On 03/01/24, at 6:19 P.M., the SSD documented one of the DPOA came to the facility to requesting to
speak to the facility regarding the room move as he/she had not been notified by the other DPOA.

-On 03/02/24, at 3:27 A.M., a nurse documented the resident has been upset all evening about his/her room
move. The resident stated he/she cannot handle his/her roommate and will not be able to survive staying in
the room. The resident has been up in the dining room most of the shift due to the roommate talking
throughout the night. The resident was informed these was not much staff would do as the roommate had
his/her medications but was not sleeping well. The resident was informed it was their room as well and
cannot make the roommate go to sleep. The resident remains unhappy with staff and the situation.

Review of the resident's record showed the facility did not document resident consent to the room change or
written notice provided.

During an interview on 03/14/24, at 1:34 P.M., the resident said the following:
-He/She has resided at the facility for approximately one year;
-He/She is responsible for himself/herself;
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F 0559

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

-He/She was brought into the ADON office a few days ago to speak to the ADON and SSD;

-The ADON and SSD told him/her that he/she had been rude to staff and they wanted to move him/her to
100 hall;

-He/She told the ADON and SSD that he/she did not want to move rooms;

-He/She was roommates with Resident #2;

-He/She was moved to 100 hall with another resident.

2. Review of Resident #2's face sheet showed the following:

-admitted [DATE];

-Diagnoses including Alzheimer's disease and dementia;

-The resident is responsible for himself/herself.

Review of the resident's annual MDS, dated [DATE], showed the resident was cognitively intact.

Review of the resident's departmental notes showed the following:

-On 02/14/24, at 9:14 A.M., the SSD documented he/she visited with the resident at length regarding a report
from hospice that he/she complained to them about his/her roommate. The resident said he/she got along
with his/her roommate and reported he/she does not want to move and wanted his/her roommate to remain
his/her roommate.

During an interview on 03/14/24, at 1:02 P.M., Resident #2 said the following:

-He/She has resided at the facility for approximately one year;

-Resident #1 was his/her roommate until one to two weeks ago;

-He/She did not know why Resident #1 was moved to another room;

-He/She did not request Resident #1 to be moved to another room;

-He/She did not know how Resident #1 felt about moving rooms;

-He/She did not have issues with Resident #1 being his/her roommate.

3. During an interview on 03/14/24, at 2:36 P.M., Certified Nurses Assistant (CNA) A said the following:
-Resident #1 used to reside on 400 hall, but was moved approximately one month ago;

-Resident #1 did not want to move off 400 hall and was upset about the room change;
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F 0559

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

-The Administrator is responsible for room changes.

4. During an interview on 03/15/24, at 10:26 A.M., Certified Medication Technician (CMT) B said the
following:

-He/She was unaware of why Resident #1 moved rooms;

-Room changes is typically a group effort between multiple staff, but the administrative staff ultimately decide
what room changes are needed.

5. During an interview on 03/15/24, at 10:45 A.M., CNA C said the following:

-He/She believes Resident #1 is not happy with being moved rooms and there have been issues with each
roommate he/she has had since;

-The Administrator and ADON are responsible for room changes.

6. During an interview on 03/15/24, at 11:02 A.M., Licensed Practical Nurse (LPN) D said the following:
-Resident #1 was moved from 400 hall a few weeks ago;

-He/She did not know why Resident #1 was moved from 400 hall;

-Room changes are handled by the administrative staff.

7. During an interview on 03/15/24, at 12:39 P.M., Registered Nurse (RN) E said the following:
-He/She works 400 hall;

-Resident #1 did not want to move rooms and had apologized for his/her behaviors;

-The SSD handles room changes.

8. During an interview on 03/15/24, at 12:52 P.M., the SSD said the following:

-The room change process started for Resident #1 due to reports he/she was making residents on 400 hall
uncomfortable and report from hospice staff that Resident #1 was not nice to his/her roommate (Resident #2);

-He/She spoke to Resident #2 who reported everything was fine and declined need to move Resident #1;

-On 03/01/24 he/she spoke to Resident #1's family regarding the need to facilitate a room change due to
behavioral issues, stress to staff, and issues with peers. The family approved the room change;

-He/She and the ADON spoke with Resident #1 regarding the room change following speaking with the
resident's family. The resident was agreeable with the room change;
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F 0559 -Resident #1 wanted to go back to his/her room after the arrangement did not work out well with the new
roommate but the room had already been filled;

Level of Harm - Minimal harm or
potential for actual harm -Resident #1 would not have been moved rooms without his/her agreement;
Residents Affected - Few -Room changes are to be documented in the social services notes or nurses notes;

-The facility does not have a written room change notice or room change consent form for the resident or
responsible party to sign.

During an interview on 03/15/24, at 1:29 P.M., the ADON said the following:

-Resident #1 did not get along with other residents residing on 400 hall;

-Hospice staff reported Resident #1 talked down to his/her roommate (Resident #2);

-He/She spoke to Resident #2 who reported Resident #1 talked to him/her like he/she was a child;

-He/She redirected Resident #1 regarding this behavior and there had not been issues between them after
he/she spoke to Resident #1;

-He/She and the SSD spoke with Resident #1 regarding a room change in his/her office (specific date and
time not known);

-They offered the room move to the resident due to issues with staff and other residents;
-Resident #1 agreed to the room change and understood the reason for the room change;
-Resident #1 is responsible for himself/herself.

During an interview on 03/15/24, at 2:19 P.M., the DON said the following:

-Resident #1 had behaviors including asking resident families to purchase goods for him/her, talking down to
his/her roommate, and had behaviors directed toward RN E;

-The DON, Administrator, ADON, Nurse Educator, and SSD discussed and decided it was best for a room
change for Resident #1;

-The SSD and ADON spoke to Resident #1 who agreed to moving rooms;

-Consent to room changes should be documented;

-The SSD is responsible for documenting room change and consent to the room change.
During an interview on 03/15/24, at 2:19 P.M., the Administrator said the following:

-Resident #1 had behaviors including asking resident families to purchase goods for him/her, talking down to
his/her roommate, and had behaviors directed toward RN E;
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F 0559 -The Administrator, DON, ADON, Nurse Educator, and SSD discussed and decided it was best for a room
change for Resident #1;

Level of Harm - Minimal harm or

potential for actual harm -The SSD and ADON spoke to Resident #1 who agreed to moving rooms;

Residents Affected - Few -Consent to room changes should be documented;

-The SSD is responsible for documenting room change and consent to the room change.
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