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1. Clinical record 1, with dialysis orders close to patient's residence that
starting 09/06/2012 for Hemodialysis on would accept patient in transfer.
Tuesday, Thursday, Saturday, evidenced a All patients successfully
temporary transfer letter dated 9/20/2012 trar?.sferred to other dialysis
. oy s . . facilities; Social Worker following
stating, "Patient is OK with TThS up with transferred patients to
[Tuesday, Thursday, Saturday] at 3:45 review transfer process; as
PM at West [ a different facility]." The applicable identified grievances
record failed to evidence the patient had W',” have docu.mentanon of
. . . . grievance, actions taken to date
been involved in the decision regarding to address grievance, and when
the transfer. indicated resolution to grievance.
2. Clinical record 2, with dialysis orders Completion Date: 9/30/2012
starting 8/21/2012 for Hemodialysis
Tuesday, Thursday, Saturday, evidenced a
temporary transfer letter dated 9/20/2012
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stating, "Patient will transfer to TThS at
10:45 PM at West." No agreement is
identified on the letter. The record failed
to evidence the patient had been involved
in the decision regarding the transfer.

3. Clinical record 3, with dialysis orders
starting 7/19/2012 for Hemodialysis
Tuesday, Thursday, Saturday, evidenced a
temporary transfer letter dated 9/20/2012
stating, "Patient [Pt] notified in writing
this date of temporary transfer. Pt states
she is ok with transfer." The record failed
to evidence the patient had been involved
in the decision regarding the transfer.

4. Clinical record 4, with dialysis orders
starting 03/01/2012 for Hemodialysis
Tuesday, Thursday, Saturday, evidenced a
temporary transfer letter dated 9/20/2012
stating, "Schedule time at West T, Th, Sat
4:30 PM. Does not want. ... Patient
prefers Ft. Wayne South and earlier shift
because she has difficulty driving at
night." The record failed to evidence the
patient had been involved in the decision
regarding the transfer.

09/27/2012 at 1:10 PM, Patient 4
indicated patients were not given a choice
of where to transfer but were told where
they would go. Transportation is a
problem for many of the patients as the
transportation service ends at 6 PM, and
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many of the patients ended up on 3rd shift
and would not have transportation home.
Patient 4 drives, but money for gas was an
issue. The social worker was going to try
to get help with money through the Renal
Network. Patient 4 indicated patients are
just frustrated the notification was so late,
and they had no say in where they would
go but is mostly happy with the care
received through this facility. Patient 4
spoke highly of the majority of the staff
and indicated they have a very caring
nature. This problem is more of an
administrative problem. Patient 4
indicated the patients have complained
but are being told to wait until they get to
the new facility.

5. Clinical record 5, with dialysis orders
starting 08/23/2012 for Hemodialysis
Tuesday, Thursday, Saturday, evidenced a
temporary transfer letter dated 9/20/2012
stating, "Husband called back. Wants
referral to FMC New Haven-feels it is not
safe for Pt. to be out after dark.” The
record failed to evidence the patient had
been involved in the decision regarding
the transfer.

09/27/2012 at 12:45 PM, Patient 5,
while dialyzing, indicated the facility and
times had been picked for the patients
without their input. The patient had not
been happy with the first choice, but the
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dialysis center had made arrangements for
the second facility and the patient was
happy with the second facility. It allowed
the patient to get home earlier since the
patient lived in an area that was not safe.

6. The facility's complaint log did not list
any complaints for 2012.

7. On 9/27/2012 at 11:40 AM, the
Facility Administrator indicated they had
not had any formal complaints. He does
not write down complaints unless he feels
they are formal and need a formal
resolution. That is the reason there were
no complaints in his complaint log for
this year even with over 90 patients.
There have been several conversations
over the transfer, but he didn 't write
anything down or follow anything to
resolution.
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