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Avalon by Otterbein at Perrysburg 3525 - 3533 Rivers Edge Drive
Perrysburg, OH 43551

F 0559

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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, resident interview, staff interview, and review of the facility policy the facility failed to notify a 
resident and their representative of a room change. This affected one resident, Resident #2, out of three 
residents reviewed for rooms changes. The current census is 55.

Findings include:

Record review for Resident #2 revealed the resident was admitted to the facility on [DATE]. Diagnoses for 
Resident #2 include acute respiratory failure with hypoxia, heart failure, diabetes type two, and absence of 
right lower leg. 

Review of the comprehensive Minimum Data Set (MDS) assessment dated [DATE] revealed the resident 
had impaired cognition and had no behaviors during the assessment period.

Further review of Resident #2's medical record including scanned documented, progress notes, and 
assessments revealed no evidence of any notification of a room change. 

Interview on 05/02/25 at 9:50 A.M. with Resident #2 revealed the resident was pleasantly confused. Resident 
#2 stated she was unsure of any notification of a room change and stated she did not know the day she was 
transferred to the new room. Resident #2 stated she was comfortable and denied any concerns with her care 
at the facility. 

Interview on 05/02/25 at 12:20 P.M. with Social Services Designee (SSD) #300 verified there was no 
documentation of notification of Resident#2 or the resident's Power of Attorney (POA) in the medical record 
regarding the room change in 03/2025. Per SSD #300 the other residents in house three, where Resident #2 
was residing, had reported a concern to the SSD regarding Resident #2's yelling. Per SSD #300, the POA 
was contacted via telephone but there was no record of the call. SSD #300 stated she did text back and forth 
via the phone with the POA regarding the room change option, however SSD #300 stated she did not have 
any text messages to show as notification or the POA's agreement of the room transfer. SSD #300 verified 
there was no written documentation of the notification of the room change. SSD #300 stated on 03/07/25 
Resident #2 was moved from house three to her current room in house one. 
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potential for actual harm

Residents Affected - Few

Review of the facility policy titled, 'Discharge/Transfer Policy and Procedure', dated 03/07/25 revealed the 
facility will provide and document the preparation and orientation to the residents to ensure a safe and 
orderly transfer or discharge. Per the policy a transfer includes moving from one bed in the facility to another. 
Per the policy the facility will notify the resident or representative in writing. 

Review of the facility policy titled, 'Notification of Change' dated 11/2021 revealed the facility will notify the 
resident, resident's family or representative, and physician of the transfer to another room assignment 
'promptly' and the facility will record the notification.

This deficiency represents non-compliance discovered during the investigation of Complaint OH00163502.
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