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10:45 AM, revealed a television, which belonged
to Resident #2's roommate, was very loud in
volume and ¢ouid be heard from the hallway
outside of the residents' room.

An interview with Residant #2, on 06/20/12 at
3:00 PM, revenled his/her roommate confindously
turned the television's volume up while he/she
was In the room, disrupting hle/her sleap at hight,
Additionally, Resident #2 revealed hisfher
roommate furned the heat up in the room, which
made him/her uncomforiable, and the roommate
would not allow Resident #2 to turn the heat
down,

An Interview with Resident #2's family membar,

on 06/21/12 at 4:30 PM, revealed she asked the -

staff often to furn the heat down in the residents'
room. She verified the roommate's television was
always loud whenever she visited Resldent #2;
however, the rooinmate refused to wear
headphones. She stated that Resident #2
frequently complained to her about not sleeping
woll at night.

An interview with Certifled Medication Tech
(CMT) #1 and Certified Nurse Aide {CNA) #2, on
08/21/12 at 12:40 PM and at 12:55 PM,
reepectively, rovealed they ware aware of the
conflict betwesn Resident #2 and hisfher
roommate refated to tire heal and the television.
They revealed that staff have asked the
roommate to turn the heat down and turn the
television's volume down; however, the
roommate was not compliant with the requests,

An interview with CNA#3 and CNA#5, on
06/21/12 at 1:10 PM and at 1:50 PM,

of grievance forms. The Administrator
will provide traning to Social Setvice
Director {SSD} and to nursing staff on
these forms. When a resident has a
concem regarding accomodations
nursing staff are to record concernfissue
on grievance form indicating what the
concern/issue fs. This will then be
turned into the Sociat Services Diractor,
who will address the concern, and wilt
document on the form the resolution to
the issue. The Social Service Director
will then present this to Administrator,
and she will review fo ensure that issue
has been addressed with a resolution,
All completed grievances will be
maintained in the Soclal Service
Director's office. Training and
implementation will be compisted by

August 4, 2012,
Criteria #4

One time a month for three months

and then quarterly theSoclal Services
Director will interview Residents that
reside at the facility to ensure that
accomodations are being met. If

any issues arise they will be documented
on the grievance form and the above
mentioned process will be followed. This
will be completed by August 4, 2012,
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respeclively, revealed they were both awara of
the situatlon related te the heat in the residents’
room. They revealed Resident #2's roommate
turned the ieat up and Resident #2 did not like
tha heat.

An interview with the Social Services Director, on
06/24/12 at 3:35 PM, revealed she was aware of
Resident #2's lssue regarding the heat in the
room. She stated the roommate had control of
the heat as hefshe was near the window in the
room, where the unit was located. Sha ravealad
she had not addressed the concern refated to the
heat, and she was unaware of the iasue
regarding the volume of the television.

An interview with the Administrator, on 06/21/12
at 4:.00 PM, revealed sha offarad to mova
Resident #2 to another room; however, Resident
#2 refused this offer. She was unaware that the
sliuation with the heet continued to he a problem.
&he funiher revealed she was unaware of an
Issua regarding the volume of tha television. She
indicated the roommate had a headset for the
television: however, hefshe refused to uss the
headset. She revealed both resldents had the
right to be comfortable and she expected the staff
to raport any residents’ complaints,
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