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F 0550 Honor theresident'sright to a dignified existence, self-determination, communication,

and to exercise hisor her rights.

Level of harm - Minimal **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual | Based on interviews and record review the facility ensure that the resident can exercise higher rights without
harm interference, coercion, discrimination, or reprisal from the facility for one (Resident #1) of two residents reviewed for

resident rights. The facility posted a sign with information about Resident #1 and family at the main entrance of the

Residents Affected - Few | facility. Thisfailure placed residents at risk of having personal information revealed to all residents and visitors who
entered the facility. Findingsinclude: Review of Resident #1's face sheet reflected a 93-years old male who was admitted
on [DATE]. [DIAGNOSES REDACTED]. Review of Resident #1's MDS assessment, dated 05/03/2020, reflected a BIM S score of 8,
indicating a moderate cognitive impairment. Review of Resident #1's Care Plan, dated 05/19/2020, reflected Resident #1 had

an ADLs self-care performance deficit related to fracture of left femur and clavicle, fluid volume overload related to

disease process of [MEDICAL CONDITION], risk for fall related to history of fall. In an interview on 05/30/2020 at 8:56

am., the complainant stated, at the facility's only entrance, in the waiting area, just above the COVID 19 sign in sheet

there was a sign taped next to other signs which Reflected Resident #1. Complainant stated this had violated Resident #1's

HIPPA rights. Review of the sign, provided by family on 5/30/2020 at 9:00 am. reflected: Resident #1 Family . Allowed to

visit (9A-7P--- written in pen) . ONE AT A TIME! . IF THEY ARE FOUND WITHOUT WEARING A FACE MASK THEY WILL
BE TOLD TO LEAVE AND NOT ALLOWED BACK IN! . (Room sanitized after each individual visitor---written in pen) In an
interview on 05/30/2020 at 11:53am, ADON stated the administrator had put a note up at the main entrance, just above the COVID 19
signin table

regarding Resident #1's family visitation. She also stated she did not read the note and will not be able to say what was

onit. ADON stated the DON did see the note because she had reviewed it to make sure it did not violate HIPPA. In an

interview on 05/30/2020 at 12:50pm, Receptionist stated the administrator had put a sign just above the COVID 19 sign-in

table at the entrance relating to Resident #1 and family. The receptionist stated the note indicated when Resident #1's

family was allowed to visit, they would be screen, once in the room they were not allowed to come out, and only one family

member at atime. In an interview on 05/30/2020 at 1:58pm, Administrator stated he had posted a sign up at the entrance

just above the COVID 19 sign-in table regarding Resident #1's family. He stated the facility was not open to the public so

only staff, who worked at the facility, and residents, who lived in the facility, would seeit. Administrator stated the

sign only referenced Resident #1's last name and did not say hisfirst name and did not reflect health information.

Administrator stated this sign was for the person who would check people in and would know what to do. Review of facility

policy titled Residents Rights under Federal Law undated reflected: --The resident has the right to personal privacy and
confidentiality of hisor her personal and clinical records.
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