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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 34324

Residents Affected - Few Based on interview and record review it was determined the facility failed to notify a resident's responsible
party in writing prior to a change in room of the reason for the room change for 1 of 3 sampled residents (#4)
reviewed for resident rights. This placed residents at risk for potential adjustment difficulties and delayed
responsible party notification related to changes in room location. Findings include:

The facility's undated Room Move Notification policy indicated the following:

- The resident and the representative would be notified of a potential room move, providing as much advance
notice as possible.

-When the resident was being moved by the facility's request, the resident and/or resident representative
must receive an explanation in writing of why the move was being requested.

- The Social Service Director/designee was to ensure the resident and/or resident representative agreed to
the potential move before the room move occurred.

Resident 4 admitted to the facility in 2024 with diagnoses including dementia.

Resident 4's Admission Record indicated the resident's spouse (Witness 4) had power of attorney (POA) for
finances and care.

The 11/5/24 Brief Interview for Mental Status (BIMS) evaluation indicated Resident 4 was severely
cognitively impaired.

A 12/20/24 Social Services Quarterly Assessment indicated Witness 4 was very involved and was Resident
4's decision maker.

A 1/2/25 progress noted completed by nursing staff indicated Resident 4 tested positive for COVID and
consented to moving to another room and was moved.

Review of Resident 4's medical record revealed no documentation Witness 4 was contacted, was provided
written documentation of why a room change was needed, or consented to the Resident 4's room change.

(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
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F 0559 On 2/18/25 at 11:09 AM Witness 4 acknowledged she was not notified of Resident 4's room change and the

room change caused conflict between Resident 4 and the new roommate.
Level of Harm - Minimal harm or

potential for actual harm On 2/19/25 at 12:09 PM Staff 3 (SSD) stated staff were to notify a resident's representative and provide
written documentation when a room change was to occur. Staff 3 stated Witness 4 was Resident 4's
Residents Affected - Few representative and decision maker. Staff 3 stated Witness 4 was not notified or provided written

documentation of the room change.

FORM CMS-2567 (02/99) Event ID: Facility ID:
Previous Versions Obsolete

If continuation sheet
385117 Page 2 of 2



