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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 respect the residents' right to personal
privacy and confidentiality, for 3 of 11 residents (Resident #1, Resident #4, and Resident #7) reviewed
for personal privacy and confidentiality. The facility failed to provide personal privacy and
confidentiality for Resident #1, Resident #4, and Resident #7 when the residents and their private
space were recorded without the resident's or designated representative's consent; and the video
was posted on social media on 05/10/26. This failure could place residents at risk of their right to
privacy and confidentiality not being honored or respected. Findings included:1. Record review of
Resident #1's face sheet, dated 05/13/26, reflected a [AGE] year-old female, admitted on [DATE],
diagnoses included: Alzheimer's disease (progressive neurodegenerative disorder that primarily
affects memory, thinking, and behavior, and is the most common cause of dementia), mood disorder
due to physiological condition (mental health disorder where depressive or manic symptoms arise
directly from a medical or neurological condition affecting brain function), and cognitive
communication deficit (communication is impaired due to underlying cognitive dysfunction rather than
a primary language or speech problem). Record review of Resident #1's MDS assessment, dated
04/29/26, reflected a BIMS score of 6, indicating severe cognitive impairment. Record review of
Resident #1's care plan, dated 05/13/26, reflected [Resident #1] had impaired cognition and was at
risk for a further decline in cognitive and functional abilities related to diagnosis of Alzheimer's. Date
initiated: 11/19/25. [Resident #1] had a potential psychosocial well-being problem related to
improper social media exposure. Date initiated: 05/12/26. Interventions included: allow resident time
to answer questions, verbalize feelings, perceptions, and fears; and monitor/document resident's
feelings relative to situation such as isolation, unhappiness, or anger. 2. Record review of Resident
#4's face sheet, dated 05/13/26, reflected a [AGE] year-old female, admitted on [DATE], diagnoses
included: Parkinson's disease (progressive neurological disorder that primarily affects movement),
chronic kidney disease (condition that affects the kidneys' ability to filter waste from the blood),
muscle wasting and atrophy (reduction in muscle mass and strength), mood disorder due to
physiological condition (mental health disorder where depressive or manic symptoms arise directly
from a medical or neurological condition affecting brain function), cognitive communication deficit
(communication is impaired due to underlying cognitive dysfunction rather than a primary language or
speech problem) and unspecified psychosis (presence of symptoms, like hallucinations or delusions).
Record review of Resident #4's MDS assessment, dated 04/16/26, reflected a BIMS score of 6,
indicating severe cognitive impairment. Record review of Resident #4's care plan, dated 05/13/26,
reflected [Resident #4] had impaired cognition and was at risk for a further decline in cognitive and
functional abilities related to history of psychosis and mood disturbances. Date initiated: 03/15/24.
[Resident #4] had a potential psychosocial well-being problem related to improper social media
exposure. Date initiated: 05/12/26. Interventions included: allow resident time to answer questions,
verbalize feelings, perceptions, and fears; and monitor/document resident's feelings relative to
situation such as isolation, unhappiness, or anger. 3. Record review of Resident #7's face sheet, dated
05/13/26, reflected an [AGE] year-old female, admitted on [DATE], diagnoses included: Alzheimer's
(continued on next page)
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disease (progressive neurodegenerative disorder that primarily affects memory, thinking, and
behavior, and is the most common cause of dementia), chronic kidney disease (condition that affects
the kidneys' ability to filter waste from the blood), muscle wasting and atrophy (reduction in muscle
mass and strength), mood disorder due to physiological condition (mental health disorder where
depressive or manic symptoms arise directly from a medical or neurological condition affecting brain
function), cognitive communication deficit (communication is impaired due to underlying cognitive
dysfunction rather than a primary language or speech problem), and major depressive disorder (mental
health condition with persistent feelings of sadness, loss of interest, various emotional/physical
problems). Record review of Resident #7's MDS, dated [DATE], reflected a BIMS score of 00,
indicating severe cognitive impairment. Record review of Resident #7's care plan, dated 05/13/26,
reflected [Resident #7] had impaired cognition and was at risk for a further decline in cognitive and
functional abilities related to diagnosis of Alzheimer's. Date initiated: 02/27/24. [Resident #7] had a
potential psychosocial well-being problem related to improper social media exposure. Date initiated:
05/12/26. Interventions included: allow resident time to answer questions, verbalize feelings,
perceptions, and fears; and monitor/document resident's feelings relative to situation such as
isolation, unhappiness, or anger. Observation of video recording on social media on surveyor's phone
from a link on TULIP (undated), on 05/13/26 at 8:40 AM, revealed a visitor at the facility. At 0:32,
showed Resident #1 received a rose and got a hug from the visitor while in Resident #1's room. At
0:43, showed Resident #4 received a rose and got a hug from the visitor while in the hallway. At 0:47,
showed Resident #7 received a rose from the visitor while in the hallway. During an interview and
observation, on 05/13/26 at 10:45 AM, Resident #1 stated a lady gave her a rose but she did not know
who it was. Resident #1 stated she did not remember if the lady asked her to take a photo or video
and she did not know if the lady took a photo or video of her. Resident #1 was not injured or in
distress. During an interview and observation, on 05/13/26 at 11:30 AM, Resident #4 stated she did
not remember if she got a rose or if anyone visited her. Resident #4 stated she did not remember if
anyone asked to take a photo or video of her. Resident #4 was not able to provide information
regarding alleged incident. Resident #4 was not injured or in distress. During an interview and
observation, on 05/13/26 at 11:45 AM, Resident #7 was asked basic questions and she did not
respond. Resident #7 was not interviewable. Resident #7 was not injured or in distress. During an
interview, on 05/13/26 at 12:10 PM, RP A stated Resident #4 should not have been posted on social
media by a random person as Resident #4 would not have appreciated her photos or videos to be
taken or posted without her permission. RP A stated Resident #4 was reserved and although she
might have agreed to take a photo or video at the time, Resident #4 was not cognizant or aware of
what that meant. RP A stated Resident #4 would not have wanted her medical condition to be on
social media for anyone to see. During an interview, on 05/13/26 at 12:30 PM, the SW stated Resident
#1 and Resident #4 were able to recall past events sometimes, but not always. The SW stated
Resident #7 was not able to answer questions or recall past events. During an interview, on 05/13/26
at 12:40 PM, RP B stated Resident #1 should not have been photographed or recorded by a random
person. RP B stated Resident #1 might have agreed to a photo at the time, but she would have
forgotten moments later. RP B stated Resident #1 did not mind photos but she never liked videos even
when she was fully cognizant and she respected Resident #1's wishes. RP B stated Resident #1 was
not of sound mind or fully aware of what was being asked or what she agreed to. During an attempted
interview, on 05/13/26 at 12:50 PM, RP C did not answer. A voicemail was left requesting a callback.
RP C did not respond. During an interview, on 05/13/26 at 1:15 PM, the AD stated a visitor, a civilian,
arrived to donate [NAME] to the residents on 05/10/26 for Mother's Day. The AD stated she notified
the residents, including Resident #1, Resident #4, and Resident #7, and asked them if they wanted to
accept the rose. The AD stated she was not aware that the visitor was video recording. The AD
stated she knew the rules and they were not allowed to take videos of the residents. The AD stated
the facility was able to take photos of the residents, but the facility had consent from the resident or
(continued on next page)
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their RP. The AD stated she was in-serviced on abuse, neglect, HIPAA, privacy, and resident rights
before and after this incident. The AD stated she knew the residents' rights included the right to
privacy. The AD stated she was the weekend manager and if there was an incident or issue, the staff
reported to her, and she would have reported to the ADM, if needed. The AD stated she notified the
ADM about the rose donation, but she did not report about a recording because she was not aware of
the video. The AD stated if she had known the visitor was recording, she would have taken away the
device. The AD stated she knew she had to protect the residents and their privacy. During an
interview, on 05/13/26 at 2:00 PM, the DON stated he spoke to the residents' families and Resident
#1's RP was upset. The DON stated Resident #1's RP said that Resident #1 was not able consent to a
photo or video. The DON stated Resident #4's RP was upset and said she did not want Resident #4
posted in a video with her medical condition and for other people to see her. During an interview, on
05/13/26 at 2:35 PM, the ADM stated she became aware of the video when she was tagged on the
video on her social media by a friend on 05/10/26. The ADM stated she immediately questioned the
AD and the AD was not aware of the visitor recording the residents. The ADM stated they suspended
the AD because the AD was the manager on duty and was responsible for ensuring the residents were
well. The ADM stated the residents, or their representatives signed a consent form during the
admissions process for the facility to take/post photos, but not for a visitor to take photos/video.
The ADM stated the AD was aware of the rules. The ADM stated they in-serviced staff on HIPAA,
privacy, rights, abuse, neglect, and exploitation. The ADM stated they posted signs of no video or
photos allowed at the entrance and in the common areas. The ADM stated Resident #1, Resident #4,
and Resident #7 were not injured, in distress, or negatively impacted, but it was the facility's
responsibility to respect and protect the resident's right to privacy. The ADM stated there was no
specific policy for HIPAA or for taking photos/videos of residents. During an interview, on 05/13/26
at 4:15 PM, the DON stated there were no negative outcomes for Resident #1, Resident #4, or
Resident #7. The DON stated it was important to respect the residents' right to privacy as this was
their home and to ensure their well-being. Record review of the facility's Resident Rights policy, dated
02/20/21, reflected - Policy: The facility will inform the resident both orally and in writing in a
language that the resident understands of his or her rights and all rules and regulations governing
resident conduct and responsibilities during the stay in the facility.The resident has a right to a
dignified existence, self-determination, and communication with and access to persons and services
inside and outside the facility.7. Privacy and confidentiality. The resident has a right to personal
privacy and confidentiality of his or her personal and medical records.a. Personal privacy includes
accommodations, medical treatment, written and telephone communications, personal care, visits.
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