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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 - Potential for
minimal harm Complaint #: NJ186633

Residents Affected - Some Based on interviews, Medical Record (MR) review, and review of other pertinent facility documentation on
5/28/25 and 5/30/25, it was determined that the facility failed to provide a resident (Resident #2), who voiced
a grievance, a written summary of the investigation in accordance with the facility's Grievance Policy. The
deficient practice was identified for 1 of 3 residents, Resident #2, and evidenced by the following:

According to the Admitting Face Sheet, Resident #2 had diagnoses which included but were not limited to:
Iron Deficiency Anemia, Unspecified, Encounter for Orthopedic Aftercare Following Surgical Amputation,
Acquired Absence of Right Leg Below Knee, and Morbid (Severe) Obesity Due to Excess Calories.

According to the resident's Minimum Data Set (MDS), an assessment tool dated 3/7/25, Resident #2 had a
Brief Interview Mental Status score of 15/15, which indicated that Resident # was cognitively intact. The MDS
also indicated that the Resident required assistance with activities of daily living (ADLs).

A review of a facility document titled Grievance/Concern Form dated 12/30/24, with date of occurrence on
12/27/24, revealed that Resident #2 reported to the facility that he/she knows customer service and is tired of
these rude young kids taking care of him/her.

During interview with surveyor on 5/30/25 at 1:55 p.m., Resident #2 stated, | have never received anything in
writing with the outcome of the grievance. Not once have | received anything in writing.

During interview with surveyor on 5/30/25 at 2:58 p.m., the Administrator stated, We do not have a response
in writing regarding the 12/30/24 grievance for Resident #2. Yes, there should have been a response in
writing per policy.

During Exit Conference on 5/30/25 at 3:44 p.m., the Director of Nursing (DON) stated, There was nothing
that showed that a copy of the resolution was given to the resident (Resident #2) in writing. Yes, according to
the policy, there should have been something in writing what the resolution was.

Review of facility's policy titled, Grievances/Complaints, Filing with a Revision Date of 4/2024, Policy
Interpretation and Implementation, included but were not limited to the following:
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F 0585 12. The resident, will be informed (verbally and in writing) of the findings of the investigation and the actions

that will be taken to correct any identified problems.
Level of Harm - Potential for
minimal harm b. A written summary of the investigation will be provided to the resident
Residents Affected - Some NJAC 8:39-13.2(c)
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