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Assist a resident in gaining access to vision and hearing services.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview, and record review, the facility failed to ensure ancillary services was provided for one
 of three residents (Resident 1) when Resident 1's need for hearing aid (HA) was not followed up. This failure had increased Resident
1's inability to hear clearly and communicate properly. Findings: Resident 1's clinical record indicated he had
 [DIAGNOSES REDACTED]. A review of Resident 1's memory and hearing assessment, dated 12/29/19, indicated his memory was
 intact and his hearing was moderately impaired. A review of Resident 1's hearing impairment revised care plan, dated
 7/10/19, indicated that on 6/28/19, the Social Services Director (SSD) noted, Resident 1's FM (family) was to check with
 Veterans Affairs (VA) about his HAs. There was no documented evidence the SSD followed up with the FM about Resident 1's
 need for HA. During an interview and record review on 3/3/20 at 1:58 p.m., when asked about Resident 1's HAs or an updated
 audiologist (treats hearing problem) appointment at VA, the SSD indicated there was no follow done about Resident 1's HAs.
 SSD acknowledged her care plan note dated 6/28/19 should have been followed up with Resident 1's FM but it was not. During
 an interview on 3/3/20 at 2:06 p.m., the Certified Nurse Assistant (CNA) indicated he had not seen Resident 1 wear any HAs. CNA
stated Resident 1 usually would asked him to repeat his words during resident's care. During an observation and
 interview on 3/3/20 at 2:29 p.m., Resident 1 pushed his left earlobe and slightly leaned his body forward to be able to
 hear clearly. Resident 1 asked this writer to repeat the question. Resident 1 indicated he was not wearing any HAs and was
 not seen by the audiologist. Resident 1 also indicated he needed his HAs because he kept asking other residents to repeat
 their words during group conversations. A review of the facility's policy and procedure titled, Availability of Services,
 Dental, Hearing, Vision & Podiatry, revised 3/20, indicated, Social Services will communicate with Resident and/or
 Resident's Representative to ensure Resident Rights to determine plan of care are protected. Social Services will be
 responsible for ensuring services are provided per residents preferences.
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