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Protect a residents' right to refuse some types of non-requested transfers within the nursing home.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 32362

Based on observation, interview and record review, the facility failed to ensure a resident who did not 
experience a change in payor source was given the choice/opportunity to remain in his room for 1 of 1 
resident reviewed for room transfers. (Resident C)

Findings includes:

The clinical record for Resident C was reviewed on 9/10/24 at 2:10 p.m. The diagnoses included, but were 
not limited to, traumatic brain injury, muscle weakness, abnormalities of gait and mobility and spastic 
hemiplegia affecting the left nondominant side.

The resident had a Brief Interview for Mental Status (BIMS) score of 13 out of 15 which indicated he was 
cognitively intact.

The resident was admitted to the facility in room [ROOM NUMBER] during his rehabilitation therapy 
timeframe. When the resident's therapy was competed, the resident was moved to another room without 
giving him the option to remain in his current room. The new room the resident was provided, did not provide 
the resident with an adequate bathroom and space for living. 

During an interview, on 9/6/24 at 4:20 p.m., Resident C indicated the room he was currently in was too small 
for him to use the bathroom. He was given a bedside commode to use. He did not know why he had to leave 
room [ROOM NUMBER] which accommodated his needs. 

During an interview, on 9/10/24 at 3:05 p.m., the Executive Director (ED) indicated the resident was moved 
on 8/22/24 from room [ROOM NUMBER] to room [ROOM NUMBER]. The resident was moved because he 
was no longer receiving therapy services and was not considered a short-term resident. His payor source did 
not change. The resident was not given the choice to remain in room [ROOM NUMBER].

During an interview, on 9/11/24 at 2:51 p.m., Staff Member 2 indicated the resident was upset he had to 
leave room [ROOM NUMBER] for a smaller room. The resident was not given a choice to stay in room 
[ROOM NUMBER]. The resident was no longer on the therapy program. He was now on a long-term care 
restorative program. 

During an interview, on 9/11/24 at 1:05 p.m., the ED indicated the resident should have been given the 
choice to remain in room [ROOM NUMBER] or be moved to a different room in the facility.
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