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F 0583 Keep residents' personal and medical records private and confidential.

Level of Harm - Minimal harm 39130
or potential for actual harm
Based on observation, interview, and record review, the facility failed to ensure a resident's right to privacy
Residents Affected - Few was protected for 1 of 3 residents reviewed for privacy. Two photographs of a resident, taken by facility staff,
were shared to the facility's social media website without the resident’s consent. (Resident F)

Finding includes:

During an interview and observation on 4/15/24 at 10:50 A.M., Resident F indicated that staff had shared
photographs of her on the facility's social media website after she had refused consent to do so. Resident F
indicated that a friend had contacted her after seeing the photographs on the facility's social media website.
Resident F indicated that one of the photographs was taken during the solar eclipse (4/8/24) and the other
was taken around Easter (2024). Resident F had saved the photographs to her personal phone. An
observation of the images showed Resident F sitting in a wheelchair in what appeared to be the facility
parking lot, and another image showed Resident F posing with an Easter bunny.

During record review on 4/15/24 at 1:30 P.M., Resident F's diagnoses included, but were not limited to,
intestinal obstruction, Sigmoid colostomy, abnormal posture, and age-related physical debility.

Resident F's most recent Annual MDS (Minimum Data Set) assessment, dated 2/22/24, indicated that
Resident F had no cognitive impairment, used a wheelchair for mobility, and required partial to moderate
assistance with transfers.

A Photography and Videography Consent Form/Release signed by Resident F and dated 1/30/24 included a
checked box next to the statement, | do not grant permission to Community and its affiliates to take
photographs, video footage and/or digital images of myself or grant the unrestricted right to permission to
use, copyright and publish such video footage & photographs of me in print and/or electronically. My refusal
will not affect my ability to obtain treatment or residency at Community.

During an interview on 4/15/24 at 2:30 P.M., the Activity Director indicated that Resident F had previously
consented to photographs, but had recently withdrawn permission to use her image. The Activities Director
indicated that facility staff had shared images of Resident F on the facility's social media website, but had
removed the photographs after being made aware that Resident F had withdrawn permission.

(continued on next page)
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F 0583 On 4/16/24 at 12:15 P.M., the Director of Nursing supplied a facility policy titled, Compliance - Social Media
Policy, dated 08/2016. The policy included, .Procedure for Institutional Posting .Ill. What Not to Post .C.
Level of Harm - Minimal harm or Photographs of residents may be posted on Institutional Social Media in accordance with Community
potential for actual harm Policies and Procedures and always with the resident's knowledge and consent.
Residents Affected - Few This deficiency relates to complaint INO0430034.
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