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The following deficiency was the resuit of the
investigation of mandatory #68205 & incident

#60044. (See Code of Federal Regulations 8@6 O_ﬁ Mtd

(42GFR) Part 483, Subpart B-C).

Complaint #68233 was not substantiated. d WW

F 223 | 483.12(a)(1) EREE FROM F 223
55=G | ABUSEANVOLUNTARY SECLUSION :

483.12

The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and explottation as defined in this subpart. This
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident’s symptoms.

483.12{a} The facility must-

{a)1) Not use verbal, mental, sexual, or physical
abuse, corporal punishment, or involuntary
seciusion;

This REQUIREMENT is not met as evidenced
by:

Based on observation, clinical record review,
staff and resident group interview, resident rights
and faeility policy review, the facility failed to
assure 2 of 4 residents were free from abuse
{Resident #2 and #3). The facility also failed to
ensure aach resident was fraated with respect
and full recognition of their dignity and
individuality. A staff member sent humiliating
photographs of Resident #2 and #3 via a social
media app called, "Snapchat.” Staff B admitted
she sent the photos of the residents via
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Any dafllfjaacﬂs!'a‘lémant endlng wilh an asterisk (‘) denoles a deficiency which the lnsutt?fm'/n may‘bo axcused from correcting providing it is dolermined that

oiher safegeards provide suficient protestion 1o the pallenls, (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the dats of survey whether oz nota plan of correction is provided. For nursing homes, the above findings and plans of cortection are disclosable 14

days following the date thass documents are made available io the facllity. If deficiencies are cited, an agproved plan of torrestion is requisite to continued

program participation.
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Snapchat, Record review revealed the rasidents
displayed cognitive impairments and required
staff assistance for personal hygiene and toilet
use. A reasonable person in today's society wotkd
be embarrassed and feel degradad if hisfher care
provider humiliated him/her in this manner. The
facility identified a census of 74 residents.

Findings include:

A Minimurn Data Set {MDS) assessment form
dated 5/3/17 indicatad Resident #2 had diagnosis
that included a urinary tract infection (UT1),
non-Alzheimer's dementia and dysphasia. The
assessment indicated the resident experienced
severe cognitive impaliment, required assistance
of 2 staff with bed mohility, transfers, {oilet use
and personal hygiene. The MDS documented the
resident as non-ambulatery (did not walk) and
with an indwelling catheter for urinary efimination.

Review of tha resident's Care Plan revealed the
resident had focus areas that included an
impaired ability to perform activities of daily living
{ADL's} related to numerous cancer diagnosis,
colostomy, weakness, memory loss,
hypertension, aortic stenosis, hospice status and
peripheral vascular disease (VD) (initiated
9/26114) and with a catheter {initiated 5/15/17).
The Care Pan descilbed the resident as forgetful
and directed staff to provide catheter care two
times a day (BiD) and as needed {PRN).

An Order Entry form dated 4/20/17 directed the
staff to place a 18 French {FR) 10 eubic
centimeter {cc} Foley catheter changed monthly
and PRN.

An order form dated 5/15/17 directed the staff to
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discontinue the catheter.

At MDS assessment form dated 51017
indicated Resident #3 had diagnosis that included
non-Alzheimer's dementia. The assessment
indicated the resident experienced severe
cognifive impairment and required extensive
assistance of 2 staff with persenal hygiene.

A Care Plan with a focus area initiated Indicated
the resident had a diagnosis of dementia and at
times became confused.

During an interview 7/19/17 at 8:40 a.m., the
resident indicated hefshe could not recall anyone
having taken & picture of him/her.

Snapchat is a video messaging application that
enables the user o take photos and record
videos and add text and drawings to them.

Staff A, Certified Nursing Assistant (CNA)
provided the following written statement:

On my first day while | walked the hails doing
rounds Staff B, CNA opened a Snapchat of what
seemed to have been Resident #2 with a
Snapchat filter on histher face. Then on Aprif 25,
2017 around noon, | received a Snapchat from
Staff B which had been of video of Resident #2
as hefshe lay in bed on his/her side with no brief
in place. The caption of the Snapchat was
"Fing third shiftl"* Staff B explained in the video
how the catheter would not function properly
positioned over the resident’s hip in that way. She
then proceeded fo show the bypass positioned on
the chuck {bed pad) located under the resident.

In the Snapchat, | could see the resident's "butt
cheek,” but not hisfher genitalia, rectum or face. |
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couid hear the resident mumbling in the back
ground. |turned this in to the Administrator while
| worked at arcund 4 p.m. | then went on break
right about that time and when | checked my
phone, | had received another snag of the staff
member with another resident. That picture had
been of the staff member with a fully clothed
resident and a face swap of the resident's face
but hisfher body and the face of staff C, CNA.
When Staff A looked at Staff B she said "Don’t
telt"

The Administrator provided the foltowing typed
statement as dated:

On April 25, 2017 at 4,05 p.m. StaffAcamefo
my office and spoke to me. She reported she
1 witnessed Staff B open 2 Snapchat that had a
video of what appeared to have been a resident
with & Snapchat filfer over histher face, She alss
reported she received a Snapchat from Staif B
with a video of Resident #2. | asked her how she
knew it had been Resident #2 and she said "}
could just tell by histher catheter” because he/she
had been the only resident on that hall with a
catheter, She reported that in this video you could
not see the resident's face but the video was
depicting the improper placement of histher
catheter tubing with a message that said "stupid f
(explicit) night shift", When interviewed | asked
her if you could ses the resident's, face or
genitals and she indicated no but she could see
the resident's right "butt chesk. Al the time of this
repori Staff B had no fohger been in the facllity or
in contact with any residents. On the same day,
while | interviewed Staff A she received an
additionat Snapchat from Staff A with a piciure of
Staff A and what appeated to have been a
resident in a wheelchair with the face of Staff G
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over the resident's face. Based on the positioning
of the resident in the wheelchair and his/ her
stalure it appeared to have been Resident #3. |
took a written statement from Staff A at that time.
[ cafled Staff B at home to discuss this matter.
Staff B denied having recelved any Snapchat with
a resident in the video. She did however
acknowtedge that she sent the Snapchat video
with the catheter placement for the purpose of
showing that the night shift had been stupid, She
also acknowledged having taken and sending the
Snapchat photo of her and a resident with the
face swap of Staff C. 1asked her if Staff C had
been present for that photo and she said no, the
photo she used of the Staff C had been her
phone already. | asked both Staff A and Staff B
what their personal relationship had been and
they both indicated that they were merely
classmates. 1 asked Staff B if she recalled the
education thal | provided to her on 4/20/17
regarding dependent aduit abuse and the taking
andfor distributing of photes or videos of
residents. She said yes and that she didn't know
why she sent the picture and video.

During an interview 7/18/17 AT 3:56 P.M., Staff B
confirmed she worked 4/25/17 from 6 a.m. untit 2
p.m. Thal morning while her partner Staff C,
CNA gave another resident a shower she entered
the room of Resident #2 to get him/her up for the
day and found hirn/her awaka and trying to get
out of bad as she thought the resident's foot had
been on the ground with the catheter tubing
arotnd an unknown leg and undar him/her pulled
tight with no urine in the catheter bag. The
resident wore a shirt or gown but no pants andfor
a brief. At that point she opened Snapchat on her
telephone because she wanted to show the
Quality Assurance (QA) nurse and took a picture
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' and & 2 second video of the resident’s leg
however she had been 89.9% sure the residents
bottom had tot been exposed in the photo. The
staff member indicated she could not recall who
she sent the Snapchai to and that she could nof
recaft having sent it however she recalled having
typed a capture about the night shift but could not
racal] exactly what had been said in the capture.
The staff member indicated the resident had not
been aware she took the picture. The staff
member also indicated around 1:55 p.m. the
same day there had been nothing ruch to do so
she went to the room of Resident #3 to ¢hat with
him/her and performed a groaming procedurs at
which time the staff member put Snapchat on her
telephone and took a picture of the resident. The
staff member then covered the resident's face
with & picture of Staff C and sent it to Staff A and
nobody else. The staff member felt the resident
had been aware the picture had been taken.

During an interview 7/19/17 at 8:40 a.m.,
Resident #3 indicated he/she had not recalled
anyone taking a piciure of him/her.

A Resident's Bill of Rights form updated 11/28H6
included the following information:

a. Each resident had the right to congsiderate
and respectful cars and to have been treated with
horesty, dignity, respect in a manner and in an
enwvironment that promoted maintenance or
enhancement of his/her quality of life and with
reasonable accommodation of individual needs
expect where the health, safety, or rights of the
resident or other individuals in the facility would
have been endangered.

b. Each resident had the right to have heen
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free from exploliation, physical, verbal, sexual or
mental abuse, corporal punishment and
involuntary seclusion.

A Hawkeye Care Centers Employee Handbook
form revised 1/1/14 included the following
information:

a. Unless authorized by management, use of
parsenal calf phones had been prohibited at work
and on work facilities, except during break times
and in the companies designated break room (s).

b. Use of cameras or video recording devices
had been prohibited at work at all imes. Picfures
and video could not have been taken at work ar
on work pramises.

&. You may not post resident, vendar or
co-worker information which would have heen
otherwise prohibited from release by state or
federal law.

Review of an Abuse Prevention, |dentification,
investigation, and Reporting Policy form revised
41117} included the following information:

a. Al Residents had the right to have bean
free from abuse, neglect, misappropriation of
resident property, exploitation, corporal
punishinent, involuntary seclusion and any
physical or chemical resiraints not required to
treat the resident's medical symptoms. That
included prohibiting nursing facility staff from
taking or using photographs or recordings in any
manner that would have demeaned or humiliated
a resident and prohibited using any type of
equipment {(e.g., cameras, smart phones and
cthar electronic devices) to have taken, keep or
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distribute photographs and/er recordings on
social medial or through muitimedia messages.

b. The transmission, display or taking of
electronic images of the unclothes breast, groin,
buttock anus, pubes or genitals of a dependent
adult by a care taker for a purpose not related fo
freatment, care monitoring, assessment or
diagnosis or as a part of an ongoing investigation.

c. Personal degradation of a dependent aduit
meant a witiful act or statement by a caretaker
intended to shame, degrade, humiliate or
otherwise harm the personal dignity of a
dependent adult or where the caretaker knew or
reascnably should have known the actor
statetnent would cause shame, degradation,

. humiliation or harm fo the personal dignity of a
reasonable person.
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The facility denies that the alleged facts as set forth constitute a deficiency under
interpretations of federal and State law.

The preparation of the following plan of correction for this deficiency does not constitute and
should not be interpreted as an admission nor an agreement by the facility of the truth of the
tacts alleged or conclusions set forth in the statement of the deficiencies. The plan of
correction prepared for this deficiency was executed solely because provisions of State and

Federal law require it,

Without waiving the foregoing statement, the facility states that with respect to resident #2
and #3 and all similarly situated residents and the taking or dissemination of unauthorized
resident photographs, the facility will ensure that all residents are free from abuse and resident

- dignity is preserved:

1. Update electronic communication policy to eliminate the possession of personal cell
phones by employees unless in designated break areas or unless authorized by the
facility Administrator or DON for emergency purposes (7/20/2017)

2. The facility has designated the break room for staff to keep their cell phones during
waorking hours (7/20/2017)

3. Administrator or designee will educate staff of new policies and consequences
(7/22/2017 and ongoing)

4. Administrator or designee will conduct periodic audits throughout the facility in alt
departments and shifts to ensure compliance of policy (ongoing)

5. Administrator or designee will conduct periodic interviews with residents and family
members to ensure compliance with policy. {ongoing)

6. Administrator or designee will conduct periodic audits as well as resident Interviews to
ensure resident dignity Is preserved {ongoing)

Compliance will be monitored by the facility’s Administrator or designated representatives
through periodic audits. The Administrator or designated representative will also audit
compliance as part of the facility’s quality assurance program.

Date of correction for this deficiency 7/22/2017




