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faderal regulations (42CFR) Part 483, Subpart Y Y
B-C) i statements alleged or conclusion
F 223 | 483.12 FREE FROM ABUSEANVOLUNTARY F223| . set forth in this statement of
§8=G | SECLUSION . deficlencies,
483,12 .
The resident has the right to be free from abuss, ~F 223 On 2/7/2017 staff were
neglect, misappropriation of resident property, retrained on the facility’s
and exploitation as defined in this subpart. This
includes but is not fimited to freadom from f Dependent Adult Abuse Policy
corporal punishment, involuntary seclusion and - specifically to reporting |
any physica! or c?emlcai restraint not required to requirements and the facllity’s i'
treat the resident’s symptoms. : . e
This REQUIREMENT is not met as evidenced ; policy regarding the Usage of
by: | Electronic Devices and Computers. |
Based on record review, staff and family :
interviews, the facility did not always ensure that .
each resident had the right to be free from verbal, On 2/8/2017 education was
sexual, physical andfor mental abuse. Cencerns . provided to staff during a
were noted for one of four residents In a sample i - obics
of feur residents. (#1). The facility reporied a : mar!dator.y in.servlce. The top
census of 36 residents. - of discussion inciuded: an
Findings includ . overview of the facility’s
indings include: : )
g Dependent Aduit Abuse Policy,
Resident #1 was admilted fo the facllity on * Personal Blogging, Soclal Media
08-28-2013 and had diggnoses \fvhlch Included - and Confidential Information
digbetes, atherosclerotic heart disease,
dysphagia, thyrotoxicosis, hypathyroidism, high Policy, the Employee Handbook,
blood pressure, gastroesophageat reflux disorder, ' the Flder Justice Act and HIPAA.
osteoarthritls, urinary incontinence , mafignant '
necplasm of prostate, unspecified kidney failure .
and cardiac pacemaker.
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h an aslerisk (*) denotes a deficiency which the institution may be excused from correcting providing It Is determined that

other safeguards provide sufficient protection to the pallents . (See Inslructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whelher or not a plan of correction is provided. For nursinig homes, the above lindings and plans of correction are disclosabls 14

days following the date these documents are made avallabla lo the facllity, If deficlencles ara cited, an approved plan of correction Js requisie to continued
pragrara parlicipation.
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Documentation In the facility Minimum Data Set
{MDS) assessment form dated 02-02-2016
indicated Resident #1 could not complete the
Brief Interview for Mental Status (BIMS) and was
assessed as having long term and short term
memory problams and severely impaired
cognitive skiils for declsion making.

The assessment form also indicated Resident # 1
requirad extensive staff assistance with most
aclivities of daily living (ADL's} including bed
mobility, transfars, dressing, personal hygiene,
toileting, bathing and eating Resident #1 did not
ambulate,

The facility's individual plan of care (dated
02/10/2016) addressed Resident #1 ADL
functionfrehabilitation patential and directed staff
to implement the following approaches:

* Utilize the mechanical sit to stand with two
staff assist for ali transfers.

* Incantinent of bowel and bladder, wears
adult pull up briefs and needs assistance with
pericares after toilating.

DPocumentalion in the nurse’s notes dated
02-03-2017 included an annual social service
note which indicated Resldent #1 was unable to
complete the BIMS as Resident #1i did not
answer any of the guestions. The notation
indicted staff interviews were completed which
determined Resident #1 was severely impaired
with decision making skdits.

The annual MDS notation, dated 02/08/2017
indicated Resident #1 was alert and able to state

hisfher name only. The notation also indicated

Upon hire new personnet will
receive the facility’s Personal
Blogging, Soclal Media and
Confidentlal Information Policy.

The facllity will complete a
random monthly audit to monitor
the accessibility and location of
employee celiular devices,
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Reslident #1 had frequent urinary and bowel
Incontinence and wore adult briefs to help
manage (the incontinence). The assessment
also indicated Resident #1 was no longer
ambulatory and required the use of the stand lift
and the assistance of two staff for all transfers.
Resident #1 utilized a wheslchair {for locomotioh)
with staff propelling to and from destinations.

During an interview on 02/16/17 at 11:35a.m.,
the facility administrator indicated at 8:01 p.m. on
02/06/2017 she recelved notification from a
community member slating an employee senta
Snapchat of a staff member holding BM {bowel
movement) in the palm of his/her gloved hand
and a resident's buttocks.

The administrator indicated she immediately went
to the nursing facility and initiated an
investigation,

During an interview on 02/15 2017 at 2:00 p.m.
Staff A stated it was her understanding that the
facilily policy directed staff not to have their call
pheones on their person while on duty, Staff A
stated cell phones were permitted in the facility
break room. Staff A stated she had attended
facifity Inservices on HIPPA and it was pretty
obvious/clear that cell phones were not permitted
(on their person) but Staff A added that not all
staff abided by the policy. Staff A added that on
the date of the incident (02-06-2017) she was
getting off work (al a different job) when she
received a Snapchat from Staff E. Staff A stated
she opened the Shapchat and saw a photo of a
gloved hand "holding” a pile of BM. She
described it as If a resident was in the process of
defecating and staff "caught” the feces. Staff A
stated she was unable to see the resident but did

see bare buttocks from the lower back to mid
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thigh area. Staff A stated she knew the photo
was a resident and staff person. She also stated
the photo included a typed message, something
to the effact of, "this is what | do at my job".

During an interview on 02/15/2017 at 2:21 p.m.
Staff B stated facility policy directed staff not to
have their cell phones on their person while on
duty unless it was an emergency and their
supervisor was aware. Staff B stated normally cell
phones were to be kept in the breakroom. Staff B
also stated that taking pictures of rasidents (or
any part of a resident (s) {body} is a "no-no",

Staff B stated on the evening of the incident she
received a Snapchat notification but did not open
it immediately. She stated later when she did
open it she observed a "hand with poop on it".
Staff B stated she did not recall seeing any part of
a resident. Staff B stated she could not recall
what the accompanying text had read. She added
that she didn't think it was a very professional
thing to do and was shocked that a staff person
would do such a thing. Staff B also stated she
thought the incident should have been reported
(to administration } but admitted that she did not
report it because she was a friend of Staff E.

During an Interview on 02/15/17 at 2:39 p.m. Staff
G also stated that it was facility policy that staff
did not have cell phones on their person while at
work, but celf phones were allowsd in the
hrealkroom. Staff C also indicated it was against
facility policy for staff to take pictures of residents
or any part of a resident.  Staff C stated on the
day of the incident, she checked her cell phone
(between 6:00 and 7:30 p.m.) and noted she had
received a message from Siaff E which was a
picture of a hand with BM on it. Staff C stated she
didn't notice any part of a resident but later
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learned that the photo did include part of a
resident's hody. Staff C also stated there was a
text with the photo that mentioned something
about what she (Staff E) does at her fob. StaffC
stated it did not cross her mind that it was wrong
to take a photo and send it cut on Snapchat and
she did not report the incident as it also did not
cross her mind that it was potential abuse,

During an Interview on 02/16/17 at 10:14 a.m.,
Staff D slated it was facifity policy that staff did
not have csli phones on their person during work
time and staff were not allowed to take photos of
residents. Staff D stated on the day of the
incident she (Staff D) and Staif £ were assisting
Resident #1 to bed following the evening meal.
Staff D stated Resident #1 was positioned in the
EZ stand (for a transfer) and they had completed
perineal cares. Staff D stated a clean adult brief
had beeh placed when Resident #1 began to
defecate again. Staff D stated Staff E "caught”
the bowel movement in her gloved hand so the
clean brief would not be solfed. Staff D stated she
then observed Staff E take her cell phone and
take a photo of what Staff D thought was Staff E's
gloved hand with the bowel movement. Staff D
stated then Staff E put her phone away. Staff D
stated she did not report the incident, nor was
she aware that Staff E had sent the piciure fo
other Individuals, and that the photo Included a
text message. Staff D confirmed that Resident #1
dici not consent to having the photo taken and the
photo included Resident #1's body (paris),

During an interview on 02/16/17 at 10:58 a.m.
Staff EE stated the fadllity had zero tolerance for
staff to have cell phones on their person while at
work. Staff E stated she thought the day shift
followed the policy mors than second shift staff.
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Staff E stated she did have her cell phone on her
person a few times a week. She stated she also
saw other staff with their cell phones, but they
chackedfused them during "down times" in the
cubbies where the Kiosk was located. StaffE
stated it was even more unacceptable for staff to
take pictures of residents.

Staff E described the evening of the incident to be
a usual day. She stated she was assisting in
getting Resldent #1 ready for bad about 7:00 p.m.
Staff E stated perineal cares had been completed
and as a new brief was placed, Resident #1
began to daefecate again, Staff E stated she did
not want Resident #1 to soil a second brief so she
"caught" the bowel movement in her loft (gloved)
hand. She stated she then refrievad her cell
phone with her ungloved right hand and snapped
a photo, adding a text " love my job" which she
stated she was being sarcastic. Staff E stated
Staff D was quist while providing cares, and
together they finished getting Resident #1 ready
for bed. Staff E stated her actions were immature
and she just wasn't' thinking. She added that she
did not mean any harm by her actions.

Review of the facllity policy (not dated) litled
“Parsonal Blegging Soclal Media and Confidential
Information” included the following direction for
staff,

"1, You may not post resident, vendor of
co-warker information which is otherwise
prohibited from release by state or federal law.
Examples include but are not limlted to:

* Prohibiting the use of photographs or
recotdings in'any manner that would demean or
humitiate a resident (s); including by not Hmited to
using any type of equipment {i.e.: cameras, smart
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phones and other electronic devices) to take,
kesp or distribute photographs and recordings on
social media.

* Demeanting or humiliating photographs or |
video of nudity, exposed hodily {sic) parts, such
as genitalia, breast, or of posting examples of
bodily functions such as teileting, provisions of
incontinence care, exposing perineal areas
and/or fecal material on body parts or bedding/
furnishings.

FORM CM$-2667{02-99) Previous Versions Obsolele Evenl ID:XRQ711 Facilily 1D: 1A076 If continuation sheet Page 7 of 7




