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Chateau Living Center 716 Village Road
Kenner, LA 70065

F 0550

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Honor the resident's right to a dignified existence, self-determination, communication, and to exercise his or
her rights.

Based on observations, interviews, and record reviews, the facility failed to ensure a resident's privacy was
maintained during perineal care for 1 (Resident #1) of 2 sampled residents observed for privacy/dignity
rights during perineal care. Findings: Review of the facility's policy titled Perineal Care Policy and
Procedure, dated 11/17/2015 revealed, in part, the residents' door and privacy curtain should have been
closed during perineal care. Observation on 02/09/2026 at 12:28PM revealed S2Certified Nursing Assistant
(CNA) and S3CNA failed to ensure Resident #1's privacy was maintained during perineal care by closing
the privacy curtain. Further observation revealed Resident #1's buttocks was exposed to Resident #1's
roommate due to S2CNA and S3CNA failing to close Resident #1's privacy curtain. Further observation
revealed a random resident walked into Resident #1's room during Resident #1's above-mentioned perineal
care. Further observation revealed Resident #1's buttocks was exposed to this random resident due to
S2CNA and S3CNA failing to close Resident #1's door and/or Resident #1's privacy curtain. In an interview
on 02/09/2026 at 2:10PM, S2CNA confirmed she did not close Resident #1's room door and/or privacy
curtain while performing perineal care and she should have. In an interview on 02/09/2026 at 2:12PM,
S1Director of Nursing indicated S2CNA and S3CNA should have closed Resident #1's door and/or privacy
curtain while performing Resident #1's perineal care.
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