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A desk investigation was initiated on March 3, 2008, related to the following complaint:

An ASL interpreter was often not provided for a resident when he attended physical therapy sessions,
had physician visits or even when nurses provided cares. In addition, when the resident was discharged
on January 25, 2008, an interpreter was not provided to explain his medications.

Conclusion:

Substantiated as it relates to violation of patient rights. However, the facility has taken corrective action
and, as a result, no violations will be issued.
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