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initial Comments

A follow-Lp survey was concducted on Saptember
19, 2013, bagad on the deficiencles ¢ited on July
31, 2013,

| The survey findings was bassd on chservations

in the home, interviews with administrative
managernent, and direci care staff, and a raview
of reeldent and administrative records, Including
incldent reports.

3406.4(a) Transfer and Discharge Policies

(1) A wrltten statement signed by the Resldence
Director or the suparvising agency (If any),
dascribing the reasons for the irangfar or
departure, and providing timaly (et leagt two (2)
weaks) notica to the realdent and sponsor, if any;
and

This CONDITION is not mat as evidencad by,
Baged on Interview, the residence direcior (RD)
failad to ensure a writter statement was provided
o describe the reazong for the tranafer of ene of
one residents who had bean transferrad.
(Resident #3)

The finding Inciudes:

A follow-up survey was conducted an September
18, 2013, 10 verlfy compliance with the transfer
dlm:hnrge requiremnant. Intervisw with a peraonasl
cara aide (PCA) at approximately 10:00 a.m.
revealed one of the residents (Ragident #6 )
Injured his leg at his dey program. Further
inferview with the PCA revealed the rasident was
transferrad to a rehabiltation center. The PCA
was net aware of the detalls surrounding the
regident's injury, and she did not know when the
reskient was transfeired to the rehablitation
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center.
Revisw cf tha resident's medication

i administration record (MAR)on September 19,

2013, mt 10:10 am, revealnad Resiclent £5 had
bean out of the faoility since August 1, 2013

At the time of the follow-up survey, the PCA
contactad the administrator, however, the
administrator falled to return the call before the
surveyor left the premises. The surveyer
attempted to contact the adminlstrator on
September 18, 2013, to ascertaln Information
regerding Resident #8's injury and his transfer,
but was not successful in making contact.

[Thia ia a repeat deficlency thal was citad on July
31, 2013.)

Based on interview, the residence diractor (RD)
feiled to ansure a written etatement was provided
to describe the ressons for the transfer of cne of
one residsnts wne had been tranafarradg,
(Rackient #7)

The findings include:

interview with the RD on July 30, 2013, at 11:13
a.m. revealed that Reeldent #5 had bean
transferred to an assistant lving regidence !n the
atate of Maryland, Further interview with the RD
revaaled the residant was transfarred in January
2013 due o a change In hig ievel of care,

Continued discusslon with the RD verified that
she had not documented & written statement to
dencribe the reasons why the resident was
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At the fima of the survey, the RD fgiled to provida

avidence bf documentetion of one of the
rogldents discharged from the faciiity.

facily

A follow-up survey was conductsd on Beptembar

19, 2013_ Interview with the parsanal oo

(PCA) on the same day =t approximately 10:00
a.m. revealed one of tha residents (Regident

. Further
interview with the PCA revenalnd the resident was
transferrad to & rehablitation center, Tha PCA
waa not aware of the details aurrounding
rasldant's injury, and she did not know when the
rasident was fransferred fo the rehabliitation

#5) Injured his leg 8t his day

cantsr.

Renvlew of the residant's Medication
Adminletration Recard (MARon Eaptem

2013, at 10:10 a.m. revealed Regldant #6 had
been out of the facillty since August 1, 2013.

At the tima of the follow-up survey, the PCA
contacied the administrator, however, the
- | admintstraior falied to retuen the call before the

surveyar left the pramissa. Tha au

attempted i contact the administraior on '
Beplamber 19, 2013, to ascartain Information
regarding Resident #5's injury and his transfer,
but wes not auccesaful In making contact [This
in a mpast ceficiency that was cied on July 31,

2013

Interview with the administrator post survay on

re aide

the

ber 19,
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. revealad Resldent #8 had bean axperiencing

. back pain. The adminisirator also revealed the

-| ragident had back surgery, but was unable to

:! recall the date. Further discusslon with the

.| administrator, verifled that the resident was

1 fransferrad from the hogpital post back surgery to
| a local nursing/rahabilitation center. The aurveyor
.| askad the administrator [f gha knew Hew long

)| Resident #5 is expacied to be In rehabllitation.

'| The administrator had no knowledge of how long
| the rasldent would be in rehabilikgtion.
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