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INITIAL COMMENTS

The State Agency (SA) conducted three (3) Complaint
Investigations (Cl MS #2570650, ClI MS #2570913, and ClI
MS #2573259) at the facility from 7/28/25 through
7/29/25. During the survey, the SA determined that the
facility was not in compliance with the requirements of
participation in Medicare and Medicaid. The SA
investigated Cl MS #2570650 related to abuse/neglect,
quality of care related to psychotropic medication, and
physical environment, and Cl MS #2573257 related to
staffing. There were no citations related to those
complaints. The SA investigated ClI MS #2570913 related
to resident rights and cited F559.

The census at the time of the survey was 95 with a
license for 105 beds.

Choose/Be Notified of Room/Roommate Change
CFR(s): 483.10(e)(4)-(6)

§483.10(e)(4) The right to share a room with his or her
spouse when married residents live in the same facility
and both spouses consent to the arrangement.

8483.10(e)(5) The right to share a room with his or her
roommate of choice when practicable, when both
residents live in the same facility and both residents
consent to the arrangement.

8483.10(e)(6) The right to receive written notice,
including the reason for the change, before the
resident's room or roommate in the facility is changed.

This REQUIREMENT is NOT MET as evidenced by:

Based on staff interviews, record review, and facility
policy review, the facility failed to honor the

resident's right to receive written notification,
including the reason for the change, before the
resident's room in the facility was changed for one (1)
of three (3) residents reviewed. Resident #1

Findings include:
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The Social Services Designee was educated by the
Administrator on July 28, 2025, regarding the policy on
"Room Changes" and the form "Room/Room Mate Change
Notification. Resident #1 was assessed by a Registered
Nurse (RN) on July 28, 2025, with no adverse effects
observed from not having a written notification of a

room change, including the reason for the change on
September, 2024.

All residents have the potential to be affected by this
deficient practice of failing to honor the resident's
right to receive written notification of a room change
before the room is changed.

Beginning on July 29, 2025, Licensed Nurses and Social
Service Staff will be educated by the Administrator on
the policy "Room Changes" on ensuring written
notification of a room change is done, including the
reason for the change, along with the form "Room/Room
Mate Change Notification, before the resident's room or
roommate is changed. Newly hired Licensed Nurses and
Social Services Staff will be educated upon hire by
Administrative Assistant on policy "Room Changes" and
the form "Room/Room Mate Change Notification".

On July 29, 2025, an initial Quality Assurance and
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Record review of facility policy titled, “Room Changes”
dated 11/17, revealed, “The Social Service
Designee/Social Worker, in conjunction with the DON
(Director of Nursing), will facilitate that each

resident is assigned a room suited to his/her needs.
...4. The resident or resident representative, when
applicable, will receive written notice to include the
reason for the change before the resident’s room or
roommate in the facility is changed”.

During an interview on 7/28/25 at 2:45 PM, the Social
Service Director stated that she and Resident #1's
representative had discussed moving the resident closer
to the nurses’ station and this was done in August

2024. When another room became available in September
2024, she moved the resident and did not notify the
resident’s representative. She confirmed it was her
responsibility to notify the resident and/or

representative about room changes, and she failed to
provide the notification for that move.

An interview with the Administrator on 7/29/25 at 10:50
AM, revealed that it was each resident’s right to be
informed of a room change and a reason for the room
change. She confirmed the facility failed to notify
Resident #1's representative of the room change and the
reason for the room change in September 2024.

Record review of “Admission Record” revealed Resident
#1 was admitted to the facility on 10/3/22. Diagnoses
included Dementia.

Record review of Resident #1's Minimum Data Set (MDS)
Section C dated 6/26/25, revealed a Brief Interview for
Mental Status (BIMS) score of 6 which indicated the
resident had a severe cognitive impairment.

Root Cause Analysis was conducted by the
Interdisciplinary Team (IDT) regarding room changes.
Beginning on July 29, 2025, the Administrator started
auditing to ensure that room changes are completed per
policy " Room Changes" and with the form "Room/Room
Mate Change Notification completed before the
resident's room or roommate in the facility is changed.
This audit will be documented for five (5) residents

per week for four-weeks and then 5 residents monthly
for three- months until compliance is achieved. The
QAPI Committee will convene on August 15, 2025, to
discuss further recommendations as needed and then once
monthly for three- months or until substantial
compliance is achieved. Additional training and/or

action will be considered as warranted.

Compliance date: 8/18/25
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