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Residents Affected - Few

Honor the resident's right to a dignified existence, self-determination, communication,
 and to exercise his or her rights.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on medical record review, staff interview, Self-Reported Incident review and policy and procedure review, the
 facility failed to ensure Resident #53 was treated with respect and dignity, when a Former State tested   Nursing Assistant (FSTNA)
videoed the resident and sent the recording to another individual not employed by the facility. This affected one
 resident (#53) of one resident reviewed for dignity and respect. Finding include: Review of the medical record for Resident #53
revealed an admission date of [DATE] with the admitting [DIAGNOSES REDACTED]. Review of the quarterly Minimum Data Set
 (MDS) 3.0 assessment, dated 08/08/20 revealed the resident usually understood others, made himself understood and had a
 severe cognitive deficit as indicated by a Brief Interview for Mental Status (BIMS) score of two. The resident required
 limited assistance from staff for transfers and supervision with ambulation. Review of a nursing progress note, dated
 09/18/20 at 10:00 A.M. and authored by Registered Nurse (RN) #100 revealed the facility received an anonymous call that an
 employee took a video of Resident #53. An investigation was initiated. The resident's physician and wife were notified of
 the incident. The entry also documented the facility contacted the local police department and spoke with an officer. The
 resident was question but was unable to recall the incident. A plan of care, initiated 09/18/20 indicated the resident had
 a psychosocial well-being problem related to humiliation related to the resident being a victim of emotional abuse and
 misappropriation (violation) of resident rights. Interventions included to monitor/document residents feelings, provide
 assistance/supervision/support to identify causative and contributing factors and when conflict arises, remove residents to a calm safe
environment and allow vent/share feelings. Review of a facility self reported incident (SRI), dated 09/18/20
 and timed 1:06 P.M. revealed the facility reported an incident of misappropriation related to images of Resident #53. The
 SRI noted the Administrator was notified on Friday, 09/18/20 via an anonymous phone call FSTNA had taken a video of
 Resident #53. The FSTNA was notified she needed to come to the facility to provide a statement regarding the allegation.
 The Administrator asked the FSTNA if she had taken a photo or video of a resident during her shift on 09/17/20 and the
 FSTNA replied, yes. The Administrator asked the FSTNA if he could view her phone where she showed him one video of Resident
#53 shaking his hands as if he won a prize and another video of the resident holding her hand. The FSTNA was asked to
 identify the resident because the resident was not identifiable in either video. The FSTNA identified the resident as
 Resident #53. Review of the FSTNA's statement, dated 09/18/20 revealed she was covering the secure care unit for another
 STNA's lunch break. She said she did video one resident and sent it to a friend (not employed with the facility). The FSTNA denied
posting the video to any social media sites. She documented she videoed Resident #53 twice. One video was him
 grabbing both of his hands, squeezing saying, this is a winner. The other video content was the resident talking about
 gambling. On 09/24/20 at 11:40 A.M. interview with the Administrator verified the FSTNA videoed Resident #53 and sent the
 video to another individual not employed with the facility. Review of facility policy titled Disclosure of Resident Images, dated
08/12/20 revealed it was the policy of the facility that inhibited employees from taking photos and/or distributing
 photographs in any fashion, including but not limited to posting on social media sites or videos that demean or humiliate a resident.
This deficiency substantiates Complaint Number OH 957.
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