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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

harm or potential for actual | Based on interview and record review, the facility failed to provide prompt efforts to resolve alost denture grievance for one of three

harm sampled residents (Resident 1) when a denture was reported missing. This failure had the potential to result

in poor meal intake and weight loss. Findings: During an interview on 5/29/20, at 12:47 PM, with Family Member (FM) 1, FM 1

Residents Affected - Few | stated, Resident 1 was unable to eat due to denture was missing and facility did not replace the lost denture. FM 1 stated, sheis
concerned of Resident 1's well-being and weight loss. FM 1 stated if she did not notify the facility, the facility

will not be able to identify Resident 1 was losing weight due to unable to eat without his dentures for nine days. During areview of
Resident 1's Theft and Loss Report (TLR), dated 5/21/20, the TLR indicated, Description of missing item (s):

Denture. During areview of Resident 1's Social Progress Notes (SPN), dated 5/21/20, the SPN indicated, SS (Social Service) got a
cal from (FM 1) stating Resident 1 did not have dentures. The SPN dated 5/26/20 (five days later) indicated, Nursing had already
downgraded his (Resident 1's) diet to mechanical soft so that he can eat. During an interview on 5/29/20, at

1:51 PM, with Restorative Nursing Assistant (RNA), RNA stated, Resident 1's current weight is 136 |bs (pounds-weight

measurement). Follow up interview on 9/10/20, at 10:31 AM, RNA stated, | noticed he lost weight and resident (1) stated he

lost his dentures due to room changes. During areview of Resident 1's Nurse's Notes (NN), dated 5/26/20 (five days later), at 1:30
PM, the NN indicated, N.O. (new order) received to D/C (discontinue) regular diet and start mechanical soft diet
with thin liquids due to no dentures at thistime. Resident 1's Care Plan (CP), dated 5/26/20, indicated, Texture changed
to mechanical soft (diet) r/t (related to) loss of dentures. During an interview on 8/6/20, at 11:17 AM, with Registered
Dietician (RD), RD stated Resident 1's weight loss was likely due to lost dentures. RD stated, Due to temporary staff, the
staff may have been unaware of the lost denture. The facility wasin ablack hole. During areview of Resident 1's
Nutritional Assessment (NA), dated 6/12/20, the NA indicated, Resident 1 had aweight lost of seven Ibs (4.9 % of weight
loss) in 30 days. Resident 1's Vital Signs and Weight Record (VSWR), dated 2020, indicated, Resident 1's weight on 5/3/20
was 143 Ibs and the weight on 6/2/30 was 136 Ibs (143 Ibs - 136 Ibs = 7 Ibs). During areview of the facility policy and
procedure (P& P) titled, Theft and Loss, dated 7/11/17, the P& P indicated, C. When personal property is reported missing,
the staff will immediately begin a search for the missing property. D. A Theft and Loss report isto be initiated. The
forms are available at the nurse's station and in Socia Services office. The completed Theft and L oss report should be
given to Social Services Staff for further investigation and resolution.
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