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The resident has the right to personal privacy and
confidentiality of his or her persenal and clinical
records,

Personal privacy includes accommaodations,
medical treatment, wrillen and telephone
communications, persenal care, visils, and
meetings of family and resldent groups, but this
does not require the facility to provide a private
room for each resident.

Except as provided in paragraph (a){3) of this
section, the resident may approve or refuss the
release of parsonal and clinical records to any
individual outside the facilily.

The resident's right fo refuse release of personal
and clinical records does not apply when the
resident Is transfarred lo ancther health care
institulion; or record release is required by law.

The facllity must keep confidential all infarmation
conlalned in the resident’s records, regardless of
the form or storage methods, except when
releass is requirad by transfer to another
healthcare instilution; lav; third parly payment
contract; or the resident.

This REQUIREMENT is not met as evidenced
by:

Basaed on obsarvation, staff Interviews and family
interview the facility failed lo protect residents’
personal identification, medical and medication
history in an unsupervised area for & of 8
sampled residenis reviewed for privacy (#4, #5,
#6, #7 and #8).

to;

A, All new hire employees are given the
HIPPA guidelines and raquirements and as
a condition of their employment, they sign
a slaternent that they agree to keep the
patienis records confidential, This will be
updated yearly as necessary,

B.  We have in serviced every employes in
every depariment of the building on the
HIPPA regulations. Also the HIPPA,
requirements are posled in all the break
rooms of the bullding, i

C. Al contracted professional providers whom
we do not have the Business Associate
Addendum are required o sign that
siatement and return tc us ASAP,

D.  Although all of our residents ware givan
thiz new HIPPA information at the
beginning of the year, we are giving the
new info te them again, Every patient in
the building will have this HIPPA
information to assure them of our
compliance of protecting thelr health
information.

1.  Comective action by ihose affected by the
deficlent praciice is: Every pafiant in the
entire building'ls being given the HIPPA
ragulations as a reminder of their rights for
{their Protected Heallh Information,

2. For every resident that has the potential io
be affected by the defisient practice: We
have distributed HIPPA information ta-
evary patient in the building.

; Continuzad on next page.
This facility allages compllance of F164 by May, 1

' 2014
. |"Preparation and/ or executlon of this plan of

correciion does not constitule admission or
agreament by the providar of the frulh of the facts
alleged or conclusions set forth in the statement of
deficiencies. The plan of comecion is prepared
andf or execuled solely because it is required by
the provisions of faderal and state law."

o= -

Dpmisuiaten. 45

Ay darlcbe.rfcy slatement ending with an asterisk (') denotes & deficlancy which the institution may be sweused from carrecting providing it s defermined thal  © ;"

other safeguards provide suflicient prolection to the patients . {See Inetrections,
following the date of survey whether or not a plan of correction is provided. Fo

) Exceptfor nursing homes, the findings stated abeve are dischosable 90 days

fiursing homes, the above findings and plans of correction ere disclosable 14
days folowing the dale these documents ase made avallable to the faciily. I deficiencles are ciled, an appraved plan of correclion s requishle to continued
program pariiclpaton.
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1. Observation was made on 04/02/14 at 9:00
PM of a copy of resident #4's face shest and a
copy of the March 2014 medication record in the
family living room on the 300 hall in emall stack of
papers on the far lefi end of a long table. The
resident's name was on the face sheet and the
March 2014 medication record. There was no
one present in the room.

Raview of a capy of residenl #4's face sheet
included the resident's social security number,
diagnosis, responsible party contact information
and other confidential information. On the face
sheet the resident's height, weight, blood
pressure and the last time they were seen by the
facility docter was hand written at the bottom of
the face sheel. A copy of the resident’'s
medication record for the month of March 2014
was stapled to the face shest.

2. Cbsarvalion was made on 04/02/14 al 8:00
Pit of & copy of resident #5's face sheet and &
copy of the March 2014 meadicafion record in the
family living room on the 300 hall in smal stack of
papers on the far left end of a long table. The
resident's name was on the face sheet and the
March 2014 medication record. There was no
one present in the room,

Review of a copy of resident #5's face sheat
included the resident’s social security number,
diagnosis, responsible parly contact information
and other confidential information. On the face
sheet the resident's height, welght, blood
pressure and the last lime they were sean by the
facility doctor was hand writlen at the boltom of

41D SUMKARY STATEMENT OF DEFICIENCIES (s} PROVIDER'S PLAN OF CORREGTION (R}
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSG |DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE BATE

DEFICIENGY)
F 164 | Continued From page 1 F 164 ) ' _ e 05/01/2014
4, We have put measures in Tm\u:'terebgm -
Al A + — -t Mamagement Team wil ally-rau = R
The findings included: rounds in the building, coinciding with thelr

Ambassador rounds, o make sure
deficient practice will not oceur again. If
any areas are found during the morning
rounds it will be corrected immediately wilh
ihat employee and will then be reported
immediately to the Administrator. This will
be discussed in our morning mestings
{Every morning from % a.m. to 10 a.m.)
Menday through Friday to alerl the
management leam of the issues). Monday
through Friday to alert the management
team of the issues). It will also be sent
through our CAP] monthly meeting,

4, The above measures outlined mlldha taken
QAP| committee every month, which will
gvaliate its effactiveness by monitoring the

. coreclive action for 4 consaculive months

for compliance.

This facility allages compliance of F164 by May, 1
2014

*Preparation andf or execution of this plan of
corraction does not conslifule admission or
agresment by the provider of the fruth of the facls
alleged or concluslons set forth in the statement of
deficiencies. The plan of correctlon is prepared
andf or executed solely becausa it is required by
the provisions of federal and state law.”

|
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the face shaet. A copy of the resident's

was staplad to the face sheel.

3. Observation was made on 04/02/14 at £:00
PM of a copy of reskdent #6's face sheet in the
family living room on the 300 hall in small slack of
papers on the far left end of a long table. There
was no one present in the room.

Review of a copy of resident #6's face shest
included the resident's social security number,
diagnosis, responsible party contact information
and other confidentlal informafion. On the face
sheet the residenl’s height, weight, blood
pressure and the last time they were seen by the
facility doctor was hand written at the botiom of
the face sheel.

4. Observalion was made on 04/02/14 at 9:00
PM of a copy of resident #7's face sheet and a
copy of the March 2014 medication record In the
family Eving room on the 300 hall in small stack of
papers on the far left end of a long table. The
residenl’s name was on the face shest and tha
March 2014 medication record, There was no
one present in the room,

Review of a copy of resident #7s face shoet
included the resident's social security number,
diagnosis, responsible parly contact information
and offier confidential information. On the face
sheet the resident's haight, weight, blood
prassure and the last time they ware seen by the
facility doctor was hand written at the bollom of
the face sheet. Acopy the resident's medication
record for the month of March 2014 was stapled
to the face sheet,

Tecord Tor the men Wiarch 2074 '

F 164 06012014

This facility alleges comipliance of F164 by May, 1
2014

“Preparation and! or execution of this plan of

correction does not constitute admisslon or

" agresment by the provider of the truth of the facts

alleged or conclusions set forlh in the statement of

deficlencles. The plan of correction is prepared

and/ or exacuted solely because it Is required by

the provisions of federal and slale law.”
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5. Obsaervalion was made on 04/02/14 at 9:00 _
|| PGt a copy of resident #5' face sheetand a ' ]
copy of the March 2014 medication record in the
family living room on the 300 hall in small stack of
papers on the far left end of a long table. The
resident's name was on the face sheet and the
March 2014 medication record. There was no
one present in the room.

Review of a copy of resident #8's face shest
included the resident's social security number,
diagnesls, responsible parly contact Infarmation
and other confidential information. On the face
sheed the resident's height, weight, blood
pressure and the last fime they ware seen by ihe
facilily doctor was hand wrilten at the bottom of
the face sheet. A copy the resident's medication
record for the month of March 2014 was stapled
to the face shest,

During an Interview on 04/02/14 at 9:10 PM, the
Unit Coordinator stated she was not aware of
how the papers got in the room.

During an interview on 04/03/14 at 12:30 PM, a
family mamber presented pictures of varlous
concems. The family membar further stated she
had proof of where the facility left personal
information of five residents on the table in the
family living room on the 300 hall to include the

resident's social sscurlty numbers, date of birth This facility alleges compliance of F164 by May, 1
and medical history. She then showed a screen 2014

on her personal csll phone that included multiple *Preparation and/ or execution of this plan of
pages of paper. She then enlarged one page that correction does not constitule admission or

was a facllity face sheet thal indicated the nama agresment by the provider of the truth of ihe facts
of a resident that currently resided in the faciity. alleged or conciugions set forth in the slalement of

The same page di ed the resident's name, deficlencies. The plan of correction s prepared
age display and! or executed solely bacause it is required by

dale of birth and social securily numbar. the provisions of federal and state law,"
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In a telephone interview on 04/03/14 at 6:17 PM,

| T T UnirClerk stated that the family living room
was used by the Podiatrist on March 31, 2014,
The Unit Clerk further stated that she gathers the
resident’s information to include a copy of the
face sheet and medication record for the
Podiatrist visil. The Unit Clerk stated onee the
infermation is gathered she gives it to the person
thal assists the Podiatrist, and they take the
information back to there office when the
examinations are done. Further interviaw with
the Unit Clerk revealed that resident's #4, #5, #5,
#7 and #8 were not seen on March 31, 2014 by
the Podiairist even thaugh they were on the list,

During an intervlew on 04/03/14 at 6:00 PM, the
administrator staled that it Is her expectation that
the resident madical information ba kept safe,

This facility allages compliance of Fig4 by May, 1
2014

“Preparation and/ or execution of this plan of
correction does not constitute admisslon or
agreement by the provider of the truth of the facls
alleged or conclusions set forth in the slatement of
defictencies. The plan of cormeclion is prapared
and/ or executed solely because it s required by
the provisions of federal and state taw.”
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