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F 0585 Honor the resident's right to voice grievances without discrimination or reprisal and the facility must
establish a grievance policy and make prompt efforts to resolve grievances.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review, the facility failed to implement their policy and procedure
Residents Affected - Few related to grievance and complaints for one of two sampled residents (Resident 1) when there was no

documentation of Resident 1's concerns and the action/resolution taken by the facility. This failure

had the potential to overlook Resident 1's concerns that could result in the violation of resident rights.
During a record review of Resident 1's clinical records, the admission record indicated Resident 1 was
admitted on [DATE] with diagnoses that included weakness and vascular dementia (reduced blood
flow to the brain and often affects person's ability to plan, organize or make decisions). Cognitive
assessment indicated intact cognition, however, there are behavioral symptoms manifested by verbal
aggression directed at others, refusing care that occur one to three days. Functional ability
assessment indicated Resident 1 needs maximal assistance on toileting and dependent on showering.
During a concurrent observation and interview on 4/13/26 at 1:30 p.m. with Resident 1, Resident 1
was seen lying in bed on her left side, alert and oriented, calm and cooperative; and stated she
requested the supervisor of the facility not to assign her certified nurse assistants (CNA2 and CNA3)
because they do not know their jobs and also mentioning her concerns with CNAL. During the
interview on 4/13/26 at 1:45 p.m., certified nurse assistant (CNA) 1 stated that Resident 1 dislikes a
particular staff member and that she verbally notified the charge nurse and the Director of Staff
Development (DSD) about the concern.During the interview on 4/13/26 at 2:15 p.m., the Director of
Staff Development (DSD) stated that the DSD office received and tried to resolve Resident 1's
staffing concerns but did not initiate any written grievance form.During the interview on 4/13/26 at
2:30 p.m., the Social Services Director (SSD) stated their office keeps track of the facility's
grievances, however, SSD confirmed not receiving any complaints from Resident 1 or from any staff
member.During the interview on 4/13/26 at 2:45 p.m., the Director of Nursing (DON) stated Resident
1's concerns were in their QAPI (quality assurance) discussions but there was no grievance form in
writing initiated for her complaints.During the interview on 4/13/26 at 3:00 p.m. with the administrator
(ADM), ADM stated being aware of Resident 1's issues and acknowledged the grievance process was
important to document concerns being mitigated by the facility.During a review of facility's policy and
procedure (P&P), titled Grievance and Complaints, dated 5/20/2025, the P&P indicated, A team
member will initiate and complete grievance form.plan of resolution will be made by the appropriate
department.and Social Service department keeps track and trend of grievances.
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