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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)
F 0585 Honor theresident'sright to voice grievances without discrimination or reprisal and the

facility must establish a grievance policy and make prompt effortsto resolve grievances.
Level of harm - Minimal **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on interview, medical record review, and facility document review, the facility failed to ensure the grievances were
harm resolved for one of three sampled residents (Resident 1). This had the potential for the facility to not take the
appropriate corrective actionsin atimely manner. Findings: Medical record review for Resident 1 was initiated on
Residents Affected - Few 1/15/20. Resident 1 was readmitted to the facility on [DATE]. On 3/5/20 at 1500 hours, an interview was conducted with

Resident 1's family member. The family member stated she never received any follow up from the facility's Administrator

after she had filed a grievance about Resident 1's missing clothing items. Review of the Interdisciplinary Team

Conference Record dated 2/22/19, showed Resident 1's family member verbalized concern about Resident 1's missing
belongings/clothing; however, there was no documentation to show the concern about Resident 1's missing belongings/clothing was
addressed. Review of the Resident Property L oss Report dated 11/19/19, showed Resident 1's family member had reported

Resident 1 was missing a cell phone charger, belts, eight pairs of black socks, and six pairs of white socks. The areain

the form to document the resolution was blank. On [DATE] at 1340 hours, a follow-up telephone interview was conducted with the
Administrator. The Administrator failed to provide documentation the above grievance was addressed or resolved. The
Administrator verified the above findings.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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