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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 Based on medical record review, interviews with staff and Resident Representative, and facility policy review,
the facility failed to ensure Resident Representative was notified of room change prior to a room change.
Residents Affected - Few This affected one resident (#54) out of the three residents reviewed for room change notification. The facility

census was 55.
Findings include:

Review of the medical record for Resident #54 revealed an admission date of 10/19/23 with medical
diagnoses of mild neurocognitive disorder due to known physiological condition with behavioral disturbances,
degenerative disease of the nervous system, depression, dementia, and cerebral atherosclerosis.

Review of the medical record for Resident #54 revealed a quarterly Minimum Data Set (MDS) assessment,
dated 04/09/25, which indicated Resident #54 had moderate cognitive impairment and was dependent upon
staff for all Activities of Daily Living (ADLs).

Review of the medical record for Resident #54 revealed the resident had room moves on 01/01/25, 02/27/25
and on 04/14/25.

Review of the medical record for Resident #54 revealed a nurses' note dated 02/28/25 which stated notified
resident/family of room move. Review of the medical record revealed a late entry note on 06/06/25 at 12:48
P.M. for 01/01/25 at 12:46 P.M. which stated the resident was moved rooms due to bed reductions. The note
stated Resident Representative aware of room moves and of bed reductions. Further review of the nurses'
notes revealed a late entry note on 06/06/25 at 1:02 P.M. for 04/14/25 at 12:58 P.M. which stated the
resident was moved from a rehab hall to a long-term private room where the resident would be more visible
to staff to visualize due to the need for frequent checks and large space for family to visit. Discussed with
Resident Representative in advance and in agreement with change. Physician Assistant was notified.

Interview on 06/06/25 at 2:08 P.M. with Director of Nursing (DON) stated Resident #54's husband was aware
of the room changes but the facility staff had not documented the room changes in the medical record until
06/06/25. DON confirmed the medical record for Resident #54 indicated on 02/28/25 that Resident #54's
husband was notified of room change that occurred on 02/27/25.

Interview on 06/06/25 at 2:53 P.M. with Resident #54's Representative stated the facility notified him of one
of Resident #54's room changes but was not notified of the other recent room changes.

(continued on next page)
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F 0559 Review of the facility policy titled, Transfer, Room to Room, revised December 2016 stated the purpose of
the procedure was to provide guidelines for safely transferring residents from one room to another when
Level of Harm - Minimal harm or such a transfer has been approved in accordance with facility policies. The policy stated the residents were
potential for actual harm to be oriented to the transfer in a form and manner that the residents could understand. The policy stated the
information must include where the room is located, who the resident's new roommate, if any, would be, who
Residents Affected - Few will be providing the resident's care, that his/her family and visitors would be informed of the room change

and why the transfer was taking place. The policy continued to state the following information should be
recorded in the resident's medical record: date/time of room transfer was made, the names and titles of the
individual(s) who assisted in the move, all assessment data obtained during the move, how the resident
tolerated the move, if the resident refused the move and the resident why, and the signature and title of the
person recording the data.

This deficiency represents non-compliance investigated under Complaint Number OH00165133.
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