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

Level of Harm - Potential for 49324
minimal harm
Based on observation, interview, medical record review, and facility P&P review, the facility failed to ensure
Residents Affected - Some the privacy was provided during care for one of five sampled residents (Resident 3).

* Privacy was not provided for Resident 3 during the ADL care.

* Resident 3's medical information was left exposed twice on a computer monitor screen at the nurses'
station.

These failures had the potential to violate the resident's right to privacy.
Findings:

Review of the facility's P&P titled Patient Privacy revised on 12/19/22, showed the facility will protect the
resident's privacy and confidentiality of all medical records. The P&P also showed to protect the resident's
physical privacy during transport and skilled therapy treatment.

Review of the facility's P&P titled Promoting/Maintaining Resident Dignity revised on 12/19/22, showed it is
the practice of this facility to protect and promote resident rights and treat each resident with respect and
dignity as well as care for each resident in a manner and in an environment, that maintains or enhances
resident's quality of life by recognizing each resident's individuality. Compliance guidelines include: maintain
resident privacy.

1. On 9/13/24 at 0915 hours, an observation was conducted outside of Room A along the hallway. Room A's
door was wide open. CNA 1 was observed providing ADL care to Resident 3. Resident 3 was seated on a
shower chair in the middle of Room A and covered with blanket from the neck to the waist and genitals.
However, Resident 3's bilateral legs and buttocks were exposed to other residents, staff and/or visitors
walking down the hallway of Room A.

On 9/13/24 at 0925 hours, an interview was conducted with the QA RN. The QA RN verified CNA 1 should
have closed Resident 3's privacy curtain all the way and closed the door.

On 9/13/24 at 0939 hours, an interview was conducted with CNA 1. CNA 1 acknowledged she did not close
the privacy curtain or the door to protect Resident 3's privacy and verified Resident 3 was exposed.
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F 0583 On 9/13/24 at 1548 hours, an interview was conducted with the DON. The DON verified CNA 1 should have

closed the door and closed the privacy curtain to secure Resident 3's privacy while being prepared for
Level of Harm - Potential for shower.

minimal harm
2. 0n 9/13/24 at 1510 hours, an observation was conducted of LVN 1 at a nurses' station. LVN 1 was using
Residents Affected - Some the computer monitor, and then stood up from his seat. LVN 1 walked to the linen storage to get extra linen
for a resident, then proceeded to go to the resident's room to give extra linen. LVN 1 left the monitor on
showing Resident 3's personal medical information. LVN 1 returned to the station to the monitor, touched the
keypad of the computer, then walked away leaving Resident 3's personal medical information still exposed.

On 9/13/24 at 1512 hours, LVN 1 acknowledged he left the computer monitor screen on exposing Resident
3's personal medical information.
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F 0925 Make sure there is a pest control program to prevent/deal with mice, insects, or other pests.

Level of Harm - Potential for 49324
minimal harm

Based on observation, interview, and facility document review, the facility failed to ensure the environment
Residents Affected - Some was free of pests.

* Cockroaches were found in the conference room. This failure had the potential for spread infections.
Findings:

Review of the facility's P&P titled Pest Control Program revised 12/19/22, showed it is the policy of this
facility to maintain an effective pest control program that eradicates and contains common household pests
and rodents.

On 9/13/24 at 0816 hours, an observation and concurrent interview was conducted with the QA RN. A
cockroach was observed crawling towards a trash bin in the conference room. The QA RN saw the
cockroach and verified there was a potential risk of spread of infection with presence of cockroaches.

On 9/13/24 at 1111 hours, an observation and concurrent interview was conducted with the Social Services
Director. Another cockroach was seen crawling across the conference room. The Social Services Director
acknowledged there was another cockroach in the conference room.

On 9/13/24 at 1129 hours, an interview was conducted with the Maintenance Director. Maintenance Director
acknowledged there were presence of cockroaches in the conference room and stated it would have a risk of
spreading infection.
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