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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Honor the resident's right to share a room with spouse or roommate of choice and receive
 written notice before a change is made.

 Based on interview and record review, the facility failed to provide written notice of a room change for one of two sampled residents
(Resident 1). This failure resulted in Resident 1 not being informed she was moving to another room prior to the
 actual move.   Findings:   During a concurrent interview and record review, on 2/27/20, at 11:50 AM, with Director of
 Social Services (DSS), DSS stated Resident 1 was moved to a different room in November of 2019. The DSS showed a binder
 containing past room change notifications, but it did not include a notification of a room change for Resident 1. DSS
 stated, I don't know where it is. DSS stated she was aware this notification was a regulatory requirement.   During an
 interview on 2/27/20, at 12:10 PM, with the Director of Nursing (DON), DON stated Well she (Resident 1) had the flu,
 probably why the notification wasn't done, because we put her in isolation due to influenza.
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