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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** 48794

Residents Affected - Few Based on staff interview and record review, the facility did not ensure a grievance was documented,
thoroughly investigated, or resolved for 1 resident (R) (R1) of 5 sampled residents.

R1 and R1's activated Power of Attorney for Healthcare ((POAHC)-C) reported a grievance involving staff.
The facility did not document, investigate, resolve, or provide follow-up for the grievance.

Findings include:

The facility's Grievances/Complaints, Recording and Investigating policy, revised April 2017, indicates all
grievances and complaints filed with the facility will be investigated and corrective actions will be taken to
resolve the grievance .2. Upon receiving a grievance and complaint report, the Grievance Officer
(Administrator) will begin an investigation into the allegations .5. The Resident Grievance/Complaint
Investigation Report Form will be filed with the Administrator within 5 working days of the incident .6. The
resident, or person acting on behalf of the resident, will be informed of the findings of the investigation, as
well as any corrective actions recommended, within 5 working days of the filing of the grievance or complaint
.8. A summary of all grievances must be signed and will be made available to the resident or person acting
on behalf of the resident upon his/her request.

On 1/22/25, Surveyor reviewed R1's medical record. R1 was admitted to the facility on [DATE] and had
diagnoses including hypertensive chronic kidney disease with stage 5 chronic kidney disease or end stage
renal disease, dependence on renal dialysis, depression, anxiety disorder, and unspecified hearing loss.
R1's Minimum Data Set (MDS) assessment, dated 8/16/24, had a Brief Interview for Mental Status (BIMS)
score of 11 out of 15 which indicated R1's cognition was moderately impaired. R1's medical record indicated
R1 had an activated POAHC to assist with healthcare decision making. R1 discharged from the facility on
10/20/24.
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F 0585 On 1/22/25 at 9:17 AM, Surveyor interviewed POAHC-C who indicated R1 told POAHC-C that Certified
Nursing Assistant (CNA)-E was rude and physically rough with R1 and requested that CNA-E not provide
Level of Harm - Minimal harm or care for R1. POAHC-C stated Director of Nursing (DON)-B was aware of the concern and indicated DON-B
potential for actual harm would take care of it, however, R1 told POAHC-C that CNA-E continued to enter R1's room. POAHC-C
indicated POAHC-C was in R1's room on one occasion when CNA-E responded to R1's call light and asked,
Residents Affected - Few What do you want? POAHC-C asked nursing staff why CNA-E was caring for R1 and was told the facility

was short-staffed. POAHC-C stated POAHC-C was not informed of the results of the grievance and did not
know if a grievance form was completed on POAHC-C or R1's behalf.

On 1/22/25 at 12:28 PM, Surveyor interviewed Nursing Home Administrator (NHA)-A and DON-B. NHA-A
stated after POAHC-C's first few grievances, DON-B and POAHC-C agreed that DON-B would be the point
person for POAHC-C to contact with questions and concerns. DON-B indicated DON-B was aware of a
concern with a CNA who POAHC-C and R1 did not care for. DON-B indicated POAHC-C originally told Unit
Manager (UM)-H that the concern was with CNA-E, however, POAHC-C's description of the CNA and the
reported statements made by the CNA did not match CNA-E. Based on the information, DON-B and UN-H
assumed the CNA was CNA-D. DON-B stated CNA-D was educated on appropriate and professional
communication and was instructed only to enter R1's room if necessary and with another staff. DON-B
denied that physical roughness was reported. DON-B stated DON-B and POAHC-C verbally discussed the
concerns which were resolved immediately, therefore, a grievance form was not completed. NHA-A stated
POAHC-C did not request to file a formal grievance.

On 1/22/25 at 12:53 PM, Surveyor interviewed CNA-D who confirmed CNA-D received education regarding
interactions with R1 and was instructed not to go into R1's room. CNA-D stated CNA-D did not provide care
to R1 following the education.

On 1/22/25 at 1:19 PM, Surveyor interviewed CNA-E who denied any knowledge regarding R1 and concerns
with CNAs.

On 1/22/25 at 2:18 PM, Surveyor interviewed UN-H who denied any knowledge regarding R1 having
concerns with a specific CNA.

On 1/22/25 at 2:52 PM, Surveyor again interviewed POAHC-C who provided an accurate description of
CNA-E and provided Surveyor with CNA-E's name.
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