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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 failed to ensure prompt efforts were made to resolve resident
 grievances, for one resident (R#1) of four residents reviewed for grievance resolution, in that: The facility did not
 document receipt of a grievance or efforts to resolve a grievance and did not notify the responsible party of the outcome
 of the investigation regarding R#1 being sent to the Optometrist without shoes or a mask. This failure could place
 residents at risk for unresolved grievances. The findings were: Record review of R#1's Admission Record, dated 06/12/20,
 revealed R#1 was [AGE] years-old, was admitted to the facility on [DATE] and was re-admitted on [DATE]. R#1's [DIAGNOSES
 REDACTED]. Record review of R#1's quarterly MDS assessment, dated 04/20/20, revealed R#1 had severely impaired cognition
 and required extensive assistance for activities of daily living. Record review of R#1's care plans revealed R#1 had ADL
 care self-care performance deficits related to dementia. Intervention included resident requiring extensive two staff
 assistance for dressing. Record review of Nurse's Notes for R#1, dated 05/27/20 and signed by ADON B revealed: Met with
 resident's (family member) regarding some concerns at her optometry visit this a.m. (R#1's RP) reports that (R#1) arrived
 at her optometry visit wearing socks and no shoes. He also reports that (R#1) appeared to have some discolorations to her
 BUE that look 'like bruises.' He verbalized concern on how the staff is conducting resident transfers and worries that they are
grabbing her arms during transfers. Pt arrived via EMS in wheelchair shortly after speaking to (R#1's RP). She was
 assessed for injuries and nonverbal s/sx of pain. She is calm, affect is flat. Resident had head to toe skin assessment to
 verify any injuries or skin discolorations. No abnormalities noted, skin dry, and intact. Residents skin is fair and almost pale looking.
She prefers to wear long sleeves through any temperature. Staff inquired on method of transfer. As per
 designated SN and staff, a gait belt and x2 assist for all transfers from bed to chair and vice versa. SN to follow up with (R#1's RP) on
shoes and to inform that no skin abnormalities/injuries have been noted/reported. No new orders noted from
 optometry appointment. Resident transferred to low bed, call light within reach. Interview with R#1's RP on 06/11/20 at
 12:02 p.m. revealed R#1 was transferred by the facility's transportation services to her optometry visit on 05/27/20. R#1's RP met
R#1 at the optometrist's office. R#1's RP said he noticed R#1 was only wearing socks and no shoes. Staff at the
 optometry's office told him R#1 had been taken into the office by someone from the facility and they noticed R#1 had not
 been wearing a mask as per to COVID guidelines. R#1's RP said staff told him another patient sitting in the optometrist's
 office had an extra mask and this person gave R#1 a mask so R#1 could come into the waiting room and see the doctor. RP
 said he spoke to the facility Administrator and voiced his concerns of R#1 not wearing shoes and a mask. R#1's RP said they met
outside the building since the RP could not go into the facility. The RP said the Administrator just replied, yes, yes
 and never got back to him about his concerns. Record review of the facility's Grievance Logs, dated between 04/01/20 and
 06/12/20, revealed no grievance reports for R#1. In an interview on 06/11/20 at 1:23 p.m., the Administrator said a
 facility grievance form was used by staff to document all grievances voiced by family, residents, etc . The Administrator
 said R#1's RP had come to facility and voiced that R#1's glasses had been missing more than once and R#1 had been sent to
 the optometrist without shoes or a mask. The Administrator said he asked LVN A and the Receptionist who took R#1 out to the
transport van about the concerns voiced by R#1's RP. The Administrator said he also informed the DON of the RP's concerns.
 The Administrator said he did not document the grievance by R#1's RP on a grievance form. In an interview on 06/12/20 at
 9:28 a.m., the facility Social Worker said she was not informed of the grievance by R#1's RP. The Social Worker said she
 was not the Grievance Officer, and that responsibility was mainly the Administrator's. In an interview on 06/12/20 at 11:50 a.m.,
R#1's RP said the Administrator, DON, and ADON never contacted him to explain the concerns he had voiced. R#1's RP
 said LVN A did call him and told him he checked R#1 for bruising and there was no evidence of injury. The RP said he
 expected the Administrator to inform him of the results of the investigation of all his concerns. The RP said he never
 received feedback from the Administrator. In an interview on 06/12/20 at 12:16 p.m., LVN A said he was informed by the DON
 and ADON B about R#1's RP's concerns. LVN A said he asked his CNAs if they had dressed R#1 with shoes for her optometry
 visit on 05/27/20 and CNAs voiced R#1 had left her room without any shoes on the day of visit. LVN A said he did not know
 if R#1 had been wearing a mask when she left the facility because he had not been able to check on her before she left for
 her appointment. LVN A said, a few days later, he called R#1's RP to inform him about some lab work results for R#1 and to
 inform the RP of R#1's skin assessment and alleged bruising. LVN A said he told R#1's RP just had some skin discolorations. In an
interview on 06/12/20 at 12:20 p.m., the DON said the Administrator gave her some information about R#1's RP's
 concerns. The DON said R#1's RP came outside of the facility and voiced his concerns to her (DON) and to ADON B. The DON
 said she spoke to staff about the concerns and she thought ADON B had called R#1's RP to inform him of the results of their
investigation. In an interview on 06/15/20 at 4:12 p.m., ADON B said she spoke to R#1's RP via telephone call to inform him that
R#1's shoes were in her room. ADON B said the RP had been upset that R#1 had been sent to the optometrist's office
 without shoes or a mask. Record review of the facility policy titled, Grievances/Complaints, Filing, dated April 2017
 revealed: All grievances, complaints or recommendations stemming from resident or family groups concerning issues of
 resident care in the facility will be considered. Actions on such issues will be responded to in writing, including
 rationale for the response. Grievances and/or complaints may be submitted orally or in writing and maybe filed anonymously. Upon
receipt of a grievance and/or complaint, the Grievance Officer will review and investigate the allegations and submit
 a written report of such findings to the Administrator within five (5) working days of receiving the grievance and/or
 complaint. The Administrator will review the findings with Grievance Officer to determine what corrective actions, if any,
 need to be taken. The resident, or person filing the grievance and/or complaint on behalf of the resident, will be informed (verbally
and in writing) of the findings of the investigation and the actions that will be taken to correct any identified problems. Record review
of the facility policy titled, Resident Rights, dated December 2016, revealed: Federal and state
 laws guarantee certain basic rights to all residents of this facility. These rights include the resident's right to: -have
 the facility respond to his or her grievances.
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