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Avalon Care Center - Scappoose 33910 E. Columbia Avenue
Scappoose, OR 97056

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.

Based on interview and record review it was determined the facility failed to honor a grievance resolution for 
1 of 3 residents (#401) reviewed for grievances. This placed residents at risk of not having their preferences 
honored regarding ADL care. Findings include:Resident 401 was admitted to the facility in 3/2025 with 
diagnoses including dementia and a femur fracture.A 3/30/25 admission MDS indicated Resident 401 had 
significant cognitive impairments.A 6/19/25 Grievance Form revealed concerns of Staff 4 (CNA) forcing 
Witness 1 (Power of Attorney) to leave Resident 401's room when care was provided. When Witness 1 
requested to remain present, Staff 4 was reported to have stormed out of the room. A request was made by 
Witness 1 for Staff 4 to no longer provide care to Resident 401.A 6/24/25 Grievance Summary Report 
completed by Staff 2 (DNS) revealed the resolution was for Staff 4 to no longer provide care to Resident 401.
Review of the 6/2025 and 7/2025 Documentation Survey Reports revealed Staff 4 provided ADL care which 
included brief changes, oral hygiene and/or showers to Resident 401 on 6/25, 6/27, 7/2, 7/3, 7/4, 7/5, 7/16 
and 7/22.Review of vital tracking records during 6/2025 and 7/2025 revealed Staff 4 assessed Resident 4's 
vitals on 6/25 and 7/22. A 7/23/25 Interdisciplinary Team Care Plan Conference Quarterly Review included 
comments from Witness 1 ensuring Staff 4 did not provide care to Resident 401.On 8/26/25 at 12:18 PM 
ADL care and vital records from 6/2025 and 7/2025 were reviewed with Staff 4. Staff 4 acknowledged her 
initials were were recorded as having provided care to Resident 401 on 6/25, 6/27, 7/2, 7/3, 7/4, 7/5, 7/16 
and 7/22. On 8/26/25 at 2:23 PM Witness 1 stated she/he visited Resident 401 on 7/16/25 and observed 
Staff 4 providing one on one care to Resident 401. Witness 1 stated she/he reported her/his concerns 
regarding Staff 4 not providing care to Resident 401 on 7/16/25 and again during a care conference on 
7/23/25.On 8/26/25 at 2:40 PM Staff 2 was informed Staff 4 continued to provide care to Resident 401 after 
the grievance was addressed. Staff 2 did not provide any additional information. Staff 2 confirmed records 
showed Staff 4 continued to provide care to Resident 401 following the resolution of the grievance.
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