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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
interview and record review, the facility did not ensure prompt resolution of all grievances for 1 of 8
Residents Affected - Few residents (R3) reviewed for grievances.R3's POA (Power of Attorney) voiced concerns related to R3's call

light being purposefully disconnected by staff. The facility conducted an investigation but failed to provide
follow up to the POA regarding the final results of the investigation into the grievance.Findings includeThe
facility's grievance policy states, in part, When a grievance is noted (whether verbal or written), the resident
or their representative may speak to any member of the facility staff and report the nature of the grievance
or submit a written grievance form .All grievances receive immediate priority and must be investigated with
efforts made toward resolution within seven days.The resident will be provided with a verbal follow up to
their grievance, including the following information: a) The name of the department head conducting the
investigation b) The steps taken to investigate the grievance, ¢) The final results of the grievance.R3 was
admitted to the facility on [DATE]. She has an activated POA.During a state survey on 1/8/26, POA C (R3's
POA) indicated to Surveyors that a CNA had purposely unplugged R3's call light and that she (POA C) was
concerned for R3's care. POA C indicated to Surveyors at this time that she had told the social worker at
the facility when the event occurred, which POA C stated was in October of 2025.The facility submitted a
report to the State Agency upon notification from Surveyors on 1/8/26 regarding the complaint. The facility
conducted an investigation and submitted its findings to the State Agency.On 2/5/26 at 11:18 AM, Surveyor
interviewed NHA A (Nursing Home Administrator) who stated that she was aware that POA C had had a
concern regarding R3's care but administration was not aware of the concern until it was brought to their
attention on 1/8/26. When asked if the facility had followed up with POA C's concerns, NHA A stated that
they had not followed up as they were unable to get a hold of her.On 2/5/26 at 1:35 PM, Surveyor
interviewed POA C (via telephone) who stated that she was hoping to get some answers from the facility
but had yet to hear from the facility and was unaware of what was going on with R3's care. When asked if
the facility had given her any updates throughout the process of the investigation, POA C stated, None.The
facility failed to ensure their grievance policy was followed and failed to provide feedback and a resolution
promptly to POA C.
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