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F 000 Greenwood Nursing and Rehab Center
acknowledges receipt of the Statement of
Deficiencles and proposes this Plan of Correctlon

F 000 | INITIAL COMMENTS

An abbreviated survey (KY #20571) was

conducted on 08/26/13 through 08/27/13 to to the extent that the summary of findings Is
determine the facility's compliance with Federal factually correct and in order to maintain
requirements. KY #2057 1 was unsubstantiated compliance with applicable rules and provisions
with an unrelated deficiency cited. of quality of care of residents. The Plan of
F 164 | 483.10(s), 483.75(1)(4) PERSONAL F 164 | correction Is submitted as a written allegation of
$S=D | PRIVACY/CONFIDENTIALITY OF RECORDS compliance.
The rasld-an.t hag lhe Aot b/porsoral PRy and Greenwood's response to this Statement of
confidentiality of his or her personal and clinical )
records. Deficlencies does not denote agreement with
the Statement of Deflclencies nor does it
Parsonal privacy includes accommodations, constitute an admission that any deficiency Is
medical treatment, written and telephone accurate. Further, Greenwood Nursing and
communications, personal care, visits, and Rehab Center reserves the right to refute any of
meetings of family and resident groups, but this the deficlencies on this
does not require the facility to provide a private
room for each resident. | Statement of Deficiencies through Informal

Dispute Resolution, formal appeal procedure,

Except as provided in paragraph (e)(3) of this
Py baragraph (e)(3) and/or any other administrative or legal

section, the resident may approve or refuse the
release of personal and clinical records to any proceeding.
individual outside the facility.

The resident's right to refuse release of personal
and clinical records does not apply when the
resident is transferred to another health care
institution; or record release is required by law.

i : . . F-tag — 164
The facility must keep confidential all information
;:)ntfalnet(i):n tthf rasﬁ:?gsdrsec:;g:' ;if:éiless of Education regarding privacy during resident care
e uExasp was completed on 8/27/13 by DON with the LN

release is required by transfer to another
healthcare institution; law; third party payment
contract; or the resident.

and C.N.A. involved. Resident #3 has no
recollection of the event and has had no
negative outcomes as a result of the cited
practice.

%) DATE

LABORATORY DIREGTOR'S ﬁﬂuwaFwaPuER EPRESENTATIVE'S SIGNATURE TITLF
' % fd 2 o // 7

i{w’ﬁefc ency slalement ending with an aslarlsk (*) denotes a deficlency which the Inslitution may be excused from correctmg prov;ding Itis delermined{ﬁal
c!har safeguards provide sufficient protection to the palients. (See instructions.) Excapt for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correclion Is provided. For nursing homes, the abave findings and plans of correction are disclosable 14
days following the date these documenls are made available to the facility. If deficlencies are cited, an approved plan of correclion ig requisite to conlinued

program participation.
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F 164 ; Continired From page 1

This REQUIREMENT is not met as evidenced
by: i
Based on obsarvation, interviaw, record review,
and facility policy review it was determined the
facllity failed to maintain privacy for one (1)
residant (#3), in the selected sample of three (3}
residents. Observation revealed staff failed to
pull the privacy curtain between Resideht #3 and
hisfher roommate during a skin audit and wound
cafea.

The findings Include:

Araview of the facilities policy and procedure
titled, "Privacy and Cenfidentiality”®, dated July
2013, revealed "Reosidents will have privacy
during personal cara and freatment,
communication with others, and the confidentiality
of their medical records maintained.”

A record review revealed the facility admitted
Resldent # 3 to the faclility on 11/24/12 with
dlagnoses to include Dlabetes Meflitus, Atrial
Fibrillation, Hypedlipidemia, Coronary Arterial
Disease, and Parkinson’'s Disease.

An observation of a skin audit and wound cars on
Residsnt #3, on 08/27/13 at $:12 AM, revealed
Registared Nurse (RN) #1 and Certified Nurse
Aide (CNA) #1 conducted the head to toe skin
assessment and wound care with the resident's
roommate present in the reom and the privacy
curtain was not pulled teaving Resident #3 in full
view of the roommale.

An interview with RN #1 and CNA#1, on
0872712013 at 9:30 AM, revealed privacy was
expected o be provided for all residents during
care and Resldent #3 should have been provided
privacy by pulling the privasy curlain batween
Resldent #3 and the roommate.

An interview with Director of Nursing (DON), on
08/27113 at 11:15 AM, ravealed was her
expactation and the facllity's policy for staff to

All restdents within the facility have the
potential to be affected by the citad practice. All
current residents have been reviewed by the
DON and/or Administrative Nurses for the
appropriate provislons of privacy during care to
Include skin assessments and/or treatment
delivery with no issues identifled.

F 164

100% of the nursing staff has been in serviced by
the staff facilltator on 8/29/13 and on 9/12/13
regarding dignity and resldent privacy during
personal care or treatments in which a body part
could potentially be exposed.

Visual audits will be performed with staff
providing privacy durlng cares or treatments to
include Resldent #3 by facility administrative
nurses weekly for 3 months utliizing a Q! tool.
The Administrative Nurses will follow up on any
privacy concerns with the Involved staff as
Indlcated upon identification. Audits will be
reviewed by the DON and Q! nurse weekly with
appropriate addltional action taken upon the
Identification of any privacy concerns with the
Involved staff.

The results of the audits will be forwarded by
the QI Nurse to the Executive Qf commitiee
monthly for 3 month for review, identification
of trends, follow up evatuation and action as
deemed necessary , and to determine the need
and frequency of continued monitoring.

Compllance date 9/20/13

%
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provide privacy fo all residenis. She stated staff
should "closs the blinds and pull the privacy
curtain between residents and close the door”
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