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F 0583

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Keep residents' personal and medical records private and confidential.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview and record review the facility failed to ensure full privacy was maintained during
 individual care for one of two Residents (1) reviewed for privacy.   This failure violated Resident 1's right to privacy
 during personal care.   Findings:  Resident 1 was admitted on [DATE] with a [DIAGNOSES REDACTED].   During an interview on
 2/18/20 at 8:52 A.M., the DON stated Witness 1 and Witness 2 were driving by the facility on 2/13/20 at 5:43 P.M. and
 observed Resident 1 receiving personal care. The DON stated Witness 1 informed the DON of what she observed. The DON stated
CNA 1 provided personal care for Resident 1 with the curtains open.   During an interview on 2/18/20 at 9:36 A.M., Witness
 2 stated she saw Resident 1 on his backside, naked from the hip down while receiving care from CNA 1.   During an interview on
2/18/20 at 11:57 A.M., the DSD stated CNA 1 should not have left the window curtains open while providing care for
 Resident 1. The DSD stated it was an invasion of Resident 1's privacy. The DSD stated when residents receive personal care, the
window curtains should be closed to promote resident privacy and dignity while receiving personal care.   During an
 interview with the DON on 2/18/20 at 2:26 P.M., the DON stated it was Resident 1's basic right to have complete privacy
 during his personal care.   During an interview on 2/19/20 at 9:59 A.M., CNA 1 stated she gave care to Resident 1 with the
 curtains to his window open. CNA 1 stated she should have closed Resident 1's curtains before providing personal care for
 the resident. CNA 1 stated it was not respectful of Resident 1 to leave the curtains to his window open.   According to a
 review of the facility's policy, revised 10/2013, titled Confidentiality of Information and Personal Privacy,  .our
 facility will protect and safeguard resident .privacy the facility will strive to protect the resident's privacy regarding
 his .personal care

F 0625

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Notify the resident or the resident's representative in writing how long the nursing home
 will hold the resident's bed in cases of transfer to a hospital or therapeutic leave.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to provide a written notice of bed-hold for one of two residents
 (1) sent to an acute care hospital.  As a result, Resident 1 may not have been aware of the facility's bed-hold policy upon transfer to
the acute care hospital.  Findings:  Per the facility's Admission Record, Resident 1 was admitted to the
 facility on [DATE] with [DIAGNOSES REDACTED].). Resident 1 was transferred on 12/10/19 to an acute care hospital.   Per the
facility's Nursing Progress Note, dated 12/10/19 at 11:58 A.M., by the DON, Resident 1 assaulted another resident, was
 placed on a psychiatric hold for being a danger to others, and the sheriff took the resident to an acute care hospital.  On 12/28/20 at
12:30 P.M., an interview was conducted with the DON. The DON stated, when a bed-hold was offered to a resident, it was usually
documented in the nursing notes or on the transfer form. The DON further stated, the facility did not offer
 a bed-hold to Resident 1 during her latest discharge.  The facility's Notice of Proposed Transfer/Discharge for Resident 1, dated
12/10/19, did not indicate the facility provided written notice of bed-hold information to Resident 1, or Resident
 1's responsible party.  The facility's Progress Notes for Resident 1, dated 12/10/19 through 12/11/19 did not indicate the
 facility provided written notice of bed-hold information to Resident 1, or Resident 1's responsible party.  Per the
 facility's undated policy, titled Bed-Holds and Returns, Prior to transfers and therapeutic leaves, residents or resident
 representatives will be informed in writing of the bed-hold and return policy . 3. Prior to a transfer, written information will be given
to the residents and the resident representatives that explains in detail: a. The rights and limitations of
 the resident regarding bed-holds .
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