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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** Based on
interview and record review, the facility failed to ensure three of three sampled residents (Resident 1,
Residents Affected - Some Resident 2, and Resident 3) or their legal representative were provided prior notification of receiving a new

roommate. This failure resulted in a violation of residents' rights.Findings:During a review of the Summary of
Complaint (SC) dated 12/1/25, the SC indicated, A few weeks ago [Resident 2] was placed on comfort care.
We [anonymous complainant] were told she would be moved to a private room as she passed. After being
moved to a room by herself a few days later without telling family the facility accepted a new admit into the
same room. During a review of Resident 1's Facesheet (FS) undated, the FS indicated Resident 1 resided in
room [ROOM NUMBER] starting 12/13/2023.During a review of Resident 2's FS undated, the FS indicated
Resident 2 resided in room [ROOM NUMBER] starting 10/3/25.During a review of Resident 3's FS undated,
the FS indicated Resident 3 resided in room [ROOM NUMBER] starting 5/1/18.During a review of the
Resident List (RL) undated, the RL indicated, (Resident 4) was admitted to room [ROOM NUMBER] (with
Resident 1) on 11/7/25 . (Resident 5) was admitted to room [ROOM NUMBER] (with Resident 2) on
11/28/25. (Resident 6) was admitted to room [ROOM NUMBER] (with Resident 3) on 11/21/25.During an
interview on 12/3/25 at 11:46 a.m. with Director of Nursing (DON), DON stated she was unable to provide
documentation of Resident 1, Resident 2, and Resident 3 receiving notice of receiving a roommate. DON
stated that the receiving roommate should be given as much advance notice as possible.During a review of
the facility's policy and procedure (P&P) titled In-Room Transfers dated 2/4/25, the P&P indicated, Staff
actions: Prior to any in-room transfers, the licensed nurse or social worker service designee shall.inform
resident's family or legal representative.
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