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Sandia Ridge Center 2216 Lester Drive NE
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F 0585

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 39509

Based on record review and interview, the facility failed to recognize, investigate, and respond to the 
grievance of 1 (R #1) of 5 (R #1, #2, #3, #4, and #5) residents. This deficient practice is likely to result in 
residents feeling that their concerns do not matter, and their rights are not being honored. The findings are:

A. Record review of a face sheet, dated 05/06/24, revealed R #1 was admitted to the facility on [DATE] with 
multiple diagnoses including:

- Sepsis (a serious condition in which the body responds improperly to an infection) unspecified organism,

- Altered mental status (a change in a person's ability to recall and reason),

- Disorientation,

- Difficulty walking.

B. Record review of R #1's nursing daily notes, dated 04/15/24 at 6:20 pm, revealed staff documented the 
resident's wife and daughter spoke with the evening nurse on duty. They were upset and said the resident's 
brief was very soaked and smelly when they arrived.

C. Record review of facility reported grievances for the month of April 2024 revealed the record did not 
contain a grievance report regarding R #1.

D. On 05/06/24 at 11:20 am during an interview with R #1's daughter, she stated she arrived at the facility to 
visit her father on or about 04/15/24 and found him lying in a very wet brief with a foul odor. She stated she 
reported this to the nurse assigned to her father's care on that day. 

E. On 05/06/24 at 3:02 pm during an interview with Director of Nursing (DON), she reviewed the nursing 
daily notes, dated 04/15/24 at 6:20 pm and stated she was not aware of the reported incident. She stated the 
incident was not reported to her, and the nurse should have reported the incident to her. 
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F. On 05/07/24 at 11:45 am during an interview with Administrator (ADM), she reviewed the nursing daily 
notes, dated 04/15/24 at 6:20 pm and stated she was not aware of the incident. She reviewed the facility 
records and stated staff did not report the family's grievance regarding R #1. She stated the incident should 
have been reported as a grievance and investigated. 

22325032

08/01/2024


