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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.
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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.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility did not promptly resolve grievances for 1 of 1 resident grievance
 reviewed (R6). Findings include: R6 is [AGE] years old and was admitted   to the facility for rehabilitation on 2/5/20. On
 2/27/20, the state agency received a complaint from R6's family, who will be referred to as Family - C. The complaint
 alleged that the facility had not responded to Family - C's grievance that alleged the following; R6 had no wheelchair and
 was therefore unable to get out of bed for 3 weeks. R6's therapy was delayed. R6 had gained water weight and had a cough
 that was not being monitored. R6 was not receiving ordered medication for his eyes. R6's room was dimly lit and R6 felt
 isolated, with no intervention from the facility. On 3/16/20 at 12:36 PM, Nursing Home Administrator (NHA) - A was informed of
the preceding grievance and said that she recalled speaking to Family - C. NHA - A was asked to provide any information
 about the facility's handling of the grievance. On 3/17/20 at 8:49 am, NHA - A provided a copy of an email that was sent to NHA - A
from Family - C. The email was dated 2/24/20 and alleged the same concerns that Family - C had sent to the state
 agency on 2/27/20. At that time, NHA - A said she had no information indicating that the facility had responded to Family - C's
concerns. On 3/17/20 at 9:36 am, Director of Nursing (DON) - B provided the following documentation related to Family - C's
grievance. On 2/24/20, the maintenance department had completed a request to check the lights in R6's room. The form
 simply noted that the lights had been checked and no lights were out. On 2/24/20, nursing staff had documented that R6 had
 a cough, the physician had been notified, and the physician had ordered labs. The information provided by DON - B did not
 address all of Family - C's concerns. When asked if this information had been shared with Family - C, DON - B said that it
 had not. Although the facility attempted to address some of the issues; not all of the issues were addressed and R6's
 family was not informed of what was being done to address their concerns.
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