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Keep residents' personal and medical records private and confidential.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 13030

Based on record review, family interview, and staff interview, the facility failed to protect a resident's right to 
privacy for 1 (Resident #2) of 3 residents reviewed for the provision of privacy. Findings included:

Resident #2 was admitted to the certified section of the facility on 8/21/2024 with a diagnosis of dementia 
and a progressive neurodegenerative disorder. 

Documentation on an Admission Minimum Data Set assessment dated [DATE] revealed Resident #2 was 
severely cognitively impaired. 

Documentation in the nursing progress notes dated 9/23/2024 at 2:49 PM revealed Resident #2 was 
observed lying on the floor, had no apparent injuries, but was sent to the emergency room after reporting 
hitting her head. 

An interview was conducted with Nurse Aide (NA) #1 on 3/12/2025 at 1:45 PM and the following information 
was revealed. NA #1 was a private sitter hired by the family of Resident #1 and employed by the facility on 
an as-needed basis. NA #1 arrived at the facility on 9/23/2024 to act as a sitter for Resident #1 and found the 
Responsible Party (RP #1) for Resident #1 was also visiting Resident #1. While RP #1 and NA #1 were 
talking in the room of Resident #1 she heard a loud noise in the hallway. RP #1 and NA #1 rushed out of the 
room and saw Resident #2 had fallen out of her wheelchair. NA #2 came out of another resident's room and 
NA #1 told NA #2 that she would stay with Resident #2 while NA #1 went to get the floor nurse. NA #2 heard 
RP #1 taking photographs with her phone. NA #2 and Nurse #1 arrived to assess and assist Resident #2. NA 
#1 revealed she did not tell anyone about RP #1 taking photographs nor did she see the photographs. NA #1 
stated she had only ever taken photographs of Resident #1 at the request of RP #1. 

RP #1 was interviewed on 3/12/2025 at 2:01 PM. RP #1 revealed the following information. RP #1 was with 
Resident #1 and NA #1 when they heard a clunk. RP #1 and NA #1 ran out to the hallway, and they saw a 
woman on the floor. RP #1 stated I took a photo of the woman on the floor. I still have it. NA #1 called for 
help and another nurse aide (NA #2) came out of another room. NA #1 told NA #2 to get a nurse. RP #1 then 
took photographs of Resident #2 on the ground and a photograph of the name label on her door so she, 
could report it. 

NA #2 was no longer employed by the facility and was unavailable for an interview. 
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Nurse #1 was interviewed on 3/12/2025 at 2:45 PM. Nurse #1 stated she was exiting the restroom when NA 
#2 found her to tell her Resident #2 fell in the dining area on 9/23/2024. Nurse #1 revealed she did not see 
RP #1 take any photographs of Resident #2 and was never told that photographs were taken. 

The Administrator was interviewed on 3/12/2025 at 1:52 PM. The Administrator stated she was not made 
aware that photos were taken of Resident #2 on the floor. The Administrator stated it was the facility policy 
staff were not to take photographs of the residents. The Administrator revealed it was likely NA #1 did not 
report that the photographs had been taken by RP #1 because she was worried, she would lose her position 
as a private sitter for RP #1. The Administrator stated the facility no longer allows the nurse aides to work in 
the facility as a private sitter and a nurse aide for the facility simultaneously. 

An interview was conducted with the power of attorney (POA) for Resident #2 on 3/12/2025 at 3:52 PM. The 
POA for Resident #2 revealed the following information. Resident #2 would have been very upset if she 
knew someone had taken her photo while on the floor after a fall. She was a very private person. When 
Resident #2 was admitted the POA was asked if photographs of Resident #2 could be taken to create 
brochures or an advertisement for the facility. The POA for Resident #2 stated he told the facility, Absolutely 
not. The POA revealed Resident #2 was very private and was embarrassed by her debilitating physical 
condition. 

The Director of Nursing was interviewed on 3/13/2205 at 9:30 AM. The Director of Nursing stated the facility 
staff are not allowed to take photographs of the residents for any reason. The Director of Nursing indicated 
the staff must immediately report to her if they know of someone taking pictures of other residents without 
their permission and who are not their family members. 
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