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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** 36593

Residents Affected - Few Based on interview, record review, and facility policy review, the facility failed to address and make prompt
efforts to resolve complaint allegation for one (Resident 1) of three sampled residents when facility did not
thoroughly investigate and provide timely response to Resident 1 ' s allegation that Certified Nursing
Assistant (CNA1) dragged and bumped his right foot into a wall while pushing him in wheelchair.

This failure had the potential to cause Resident 1 emotional distress.
Findings:

During a review of Resident 1's Admission-Minimum Data Set (MDS - a federally mandated resident
assessment and care guide tool), dated 10/3/24, the MDS indicated Resident 1's Basic Interview of Mental
status (BIMS, a scoring system used to determine the resident's cognitive status regarding attention,
orientation, and ability to register and recall information. A BIMS score of thirteen to fifteen is an indication of
intact cognitive status.) score was 15 and indicated intact mental status. MDS indicated Resident 1 was able
to recall the correct year, month and day of the week. Resident 1 had clear speech, able to express ideas
and wants, and understood others. MDS indicated Resident 1 does not use a wheelchair and/or scooter.
Resident 1 had limitation in range of motion to lower extremity. Resident 1 diagnoses included heart failure
(when heart cannot pump of fill adequately) and muscle wasting and atrophy.

During an interview on 1/16/25 at 11:09 a.m. with Rehabilitation Director/Occupational Therapy Assistant
(OTAT1), OTA 1 stated the Occupational Therapist (OT) informed OTA1 that while CNA1 pushed Resident 1
out of weight room Resident 1 ' s right foot on leg rest bumped into the door frame. OTA1 stated incident was
discussed with Director of Nursing (DON) and mentioned during facility ' s daily stand up meeting.

During an interview on 1/16/25 at 11:34 a.m. with CNA1, CNA1 stated DON informed CNA1 that Resident 1
alleged that CNA1 bumped Resident 1 ' s right foot into the doorway while pushing Resident 1 out of weight
room. CNA1 stated she knew that Resident 1 ' s right foot did not hit the wall or door frame because
Resident 1 ' s wheelchair had foot rest attached.
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During an interview on 1/16/25 at 12:04 p.m. with Occupational Therapy (OT), OT stated OT observed CNA1
push Resident 1 out of weight room while OT held the door opened. OT stated she observed Resident 1's
wheelchair right foot rest bumped and hit the corner of the wall by door frame. OT stated she did not
observed the actual right foot hit or bumped the wall or door frame. OT stated Resident 1 complained that
right foot hit the wall. OT stated she immediately notified OTA1.

During a concurrent interview and record review on 1/16/25 at 12:10 p.m. with DON , DON stated Resident 1
' s daughter/responsible party (RP) complained to DON that Resident 1 alleged CNA1 dragged and bumped
Resident 1' s right leg on door frame. DON stated CNA1 was interviewed and CNA1 denied Resident 1 right
foot was bumped on door frame. DON stated he did not interview the witness or complete investigation
because he believed CNA1. Resident 1's progress notes, care plans, incident report log, facility ' s policy
and procedure (P&P) titled, Grievance were reviewed. DON stated he was unable to find documentation if
facility followed up with Resident 1 or RP complaint allegation. DON stated he did not document complaint
allegation in Resident ' s 1 medical records. DON stated he was busy and forget about Resident 1' s
complaint. DON stated he did not follow up with Resident 1's RP regarding complaint allegation.

During a review of the facility ' s policy and procedure (P&P) titled, Grievance Policy and Procedure, dated
11/2016, the P&P indicated, [NAME] Healthcare Center believes that it is your right to an accessible
procedure, which protects your ability to speak up your concerns. You can expect your complaints to be
addressed promptly and fairly. You have the right:

To voice either orally in writing, concerns and complaints relating to the treatment or care we provided or the
behavior of other residents;

To receive a timely response by us in which we agree to consider the issues you raise and to act upon; and
To be free from any pressure intended to discourage you from voicing your concerns or complaints.

Based on interview, record review, and facility policy review, the facility failed to address and make prompt
efforts to resolve complaint allegation for one (Resident 1) of three sampled residents when facility did not
thoroughly investigate and provide timely response to Resident 1's allegation that Certified Nursing Assistant
(CNA1) dragged and bumped his right foot into a wall while pushing him in wheelchair.

This failure had the potential to cause Resident 1 emotional distress.

Findings:
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During a review of Resident 1's Admission-Minimum Data Set (MDS - a federally mandated resident
assessment and care guide tool), dated 10/3/24, the MDS indicated Resident 1's Basic Interview of Mental
status (BIMS, a scoring system used to determine the resident's cognitive status regarding attention,
orientation, and ability to register and recall information. A BIMS score of thirteen to fifteen is an indication of
intact cognitive status.) score was 15 and indicated intact mental status. MDS indicated Resident 1 was able
to recall the correct year, month and day of the week. Resident 1 had clear speech, able to express ideas
and wants, and understood others. MDS indicated Resident 1 does not use a wheelchair and/or scooter.
Resident 1 had limitation in range of motion to lower extremity. Resident 1 diagnoses included heart failure
(when heart cannot pump of fill adequately) and muscle wasting and atrophy.

During an interview on 1/16/25 at 11:09 a.m. with Rehabilitation Director/Occupational Therapy Assistant
(OTA1), OTA 1 stated the Occupational Therapist (OT) informed OTA1 that while CNA1 pushed Resident 1
out of weight room Resident 1's right foot on leg rest bumped into the door frame. OTA1 stated incident was
discussed with Director of Nursing (DON) and mentioned during facility's daily stand up meeting.

During an interview on 1/16/25 at 11:34 a.m. with CNA1, CNA1 stated DON informed CNA1 that Resident 1
alleged that CNA1 bumped Resident 1's right foot into the doorway while pushing Resident 1 out of weight
room. CNA1 stated she knew that Resident 1's right foot did not hit the wall or door frame because Resident
1's wheelchair had foot rest attached.

During an interview on 1/16/25 at 12:04 p.m. with Occupational Therapy (OT), OT stated OT observed CNA1
push Resident 1 out of weight room while OT held the door opened. OT stated she observed Resident 1's
wheelchair right foot rest bumped and hit the corner of the wall by door frame. OT stated she did not
observed the actual right foot hit or bumped the wall or door frame. OT stated Resident 1 complained that
right foot hit the wall. OT stated she immediately notified OTA1.

During a concurrent interview and record review on 1/16/25 at 12:10 p.m. with DON , DON stated Resident
1's daughter/responsible party (RP) complained to DON that Resident 1 alleged CNA1 dragged and bumped
Resident 1's right leg on door frame. DON stated CNA1 was interviewed and CNA1 denied Resident 1 right
foot was bumped on door frame. DON stated he did not interview the witness or complete investigation
because he believed CNA1. Resident 1's progress notes, care plans, incident report log, facility's policy and
procedure (P&P) titled, Grievance were reviewed. DON stated he was unable to find documentation if facility
followed up with Resident 1 or RP complaint allegation. DON stated he did not document complaint
allegation in Resident's 1 medical records. DON stated he was busy and forget about Resident 1's complaint.
DON stated he did not follow up with Resident 1's RP regarding complaint allegation.

During a review of the facility's policy and procedure (P&P) titled, Grievance Policy and Procedure, dated
11/2016, the P&P indicated, [NAME] Healthcare Center believes that it is your right to an accessible
procedure, which protects your ability to speak up your concerns. You can expect your complaints to be
addressed promptly and fairly. You have the right:

To voice either orally in writing, concerns and complaints relating to the treatment or care we provided or the
behavior of other residents;
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To receive a timely response by us in which we agree to consider the issues you raise and to act upon; and

To be free from any pressure intended to discourage you from voicing your concerns or complaints.
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