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Keep residents' personal and medical records private and confidential.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on record review and interviews conducted during the abbreviated survey (#2650673), the facility did 
not ensure each resident's right to privacy and confidentiality. This was evident for one (1) of three (3) 
residents (Resident #1) sampled. Specifically, photographs of Resident #1's body and private space were 
taken without the resident's or designated representative's written consent. The findings include:The facility 
policy and procedure titled ‘Photographs, video surveillance and audio recordings' dated 01/2022 
documented the facility is committed to ensuring that the rights of the residents to safe and secure 
environment, privacy, confidentiality and dignity are maintained. The policy also stated to support accurate 
assessment and timely clinical decisions-making, authorized healthcare providers may take photographs or 
video during emergency situations when necessary to document the condition of a resident. Resident #1 was 
admitted with diagnosis including Non-Alzheimer's Dementia and Acute kidney failure.The Minimum Data Set 
(a resident assessment tool) dated 09/17/2025 documented Resident #1 had severely impaired cognition, 
and they required partial/moderate assistance of staff for most activities of daily living.There was no 
documentation of resident's photo taken without consent in the medical record. in the resident's chart.On 
10/27/2025, at 10:30 AM and at 2:15 PM, attempts to speak with the complainant during the onsite 
investigation were unsuccessful. On 10/27/2025 at 01:00 PM, the Director of Nursing was interviewed and 
stated staff are aware that they are not allowed to take any resident's photograph without consent. The 
Director of Nursing also stated they were notified that Resident #1's photograph was taken by the Medical 
Doctor #1 during Resident #1 assessment and when having telephone conversation with the family to get 
their permission to start intravenous fluid for Resident #1 prior to hospital transfer. The Director of Nursing 
further stated the family was verbally informed by Medical Doctor #1 during the telephone conversation 
before the photograph was taken and Resident #1's photograph taken was not shared with anyone other 
than the family just to get their consent for Resident #1's plan of care.On 10/27/2025 at 02:00 PM, Medical 
Doctor #1 was interviewed and stated when Resident #1 was noted with a large volume of blood-tinged 
vomit in August 2025, Resident #1 was immediately assessed and evaluated, and they wanted to start 
Resident #1 on intravenous fluid prior hospital transfer. Resident #1's family was called and notified of the 
plan of action, but they declined intravenous fluid and hospital transfer. Medical Doctor #1also stated a photo 
was taken of Resident #1's vomit and was sent to the family to convince them of the urgent need for the 
treatment intervention in order to get them to agree that Resident #1 be given intravenous fluid immediately 
and be transferred to the hospital.On 11/25/2025 at 11:50 AM, during a follow-up interview, Medical Doctor 
#1 stated the picture taken of Resident #1 and shown to the family was to enable them to get consent for 
emergency care needed by Resident #1. Medical Doctor #1 also stated they did not compromise Resident 
#1's protective health information, and the photograph was only shared with the resident's health care proxy 
to enable them to see Resident #1's condition when they were initially refusing urgent interventions needed 
to be given to Resident #1 to prevent their condition worsening. Medical Doctor #1 further stated the photo of 
Resident #1's emesis was taken during their conversation, and the family was notified when the photo was 
being taken, they requested to see the picture before they gave permission for the treatment, and the 
photograph was never sent to any social media. Medical Doctor #1 further stated they believed they have not 
violated any regulation by taking and sharing Resident #1's photograph with the person responsible for 
making decision during an emergency situation for Resident #1, and any further delay in Resident #1's 
treatment could have been a disaster.On 11/25/2025 at 01:20 PM, during an interview the Medical Director 
stated the facility is fully aware of resident's protected health information record and their staff have not been 
violating residents' rights for privacy. The Medical Director stated residents' care is always collaborated with 
the attending medical doctor every day. Medical Director also stated that the attending doctor was on the 
phone with Resident #1's family prior taking the photo and the doctor explained to the family on phone that 
resident's photograph would be taken to show the amount of emesis from Resident #1 before permission 
was given to provide intravenous fluid and transfer resident out for further urgent care needed. On 
11/25/2025 at 02:00 PM, the Administrator was interviewed and stated the facility policy on resident's right 
for privacy is followed by their physicians. The Administrator also stated if the resident's situation requires 
emergency attention, the physician would ensure prompt action is taken. The Administrator further stated 
they have always included Resident #1's representative in the resident's plan of care, and if there is any 
issue or concern, the staff are readily available to listen to their concern. The Administrator stated they do not 
understand why the emergency actions taken by their physician to provide needed care for Resident #1 was 
an issue. 10 NYCRR 413.3(e)(1)(ii)
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