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DEFICIENCY)
{F 000} | INITIAL COMMENTS ' {F 000}
Based upon implementation of the PoC, the
facility was deemed in compliance, 09/20/13, as
alleged.
TITLE (X6) DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Any deficiency stalement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
foifowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these decuments are made available to the facility. If deficiencies are cited, an approved ptan of corraction is requisite to continued

program participation.
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NAME OF PROVIDER OR SUPPLIER

CREEKWOOD PLAGE NURSING & REHAB CENTER, INC

STREET ADDRESS; CITY, STATE, 21P 682ET
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confidentiality of his or her personal and clinical

! The resident has the right to personal privacy and

(X4) 1D | SUMMARY STATEMENT OF DEFICIENCIES I D PROVIDER'S PLAN OF CORRECTION” T s
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE AGTION SHOULD BE COMPLETICN
Twe | REGULATORY OR LSC IDENTIFYING INFORMATION) : TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| H i DEFICIENCY) |
[}
1 ‘ i
F 000 | INITIAL COMMENTS F 000 _ , ,
preparation and/or execution of this plan of correction dees not
' consitite admisslon or agreement In full o In part, by the provider,
: ! | of the truth of the fact, or the cunciusielns set I'ort{.u in ;h::xse{:t:ergem ‘
' 7 i 3 ! f then Is prepared an u
An abbrewaled SUNEy (KY #20563) was I :;:TTS:S:LE; k:;lks::c::inreod ;‘;‘“t;ce p:nvts)ljn:t'!}i:t forth in Federal
conducted on 08/22/13ithrough 08/23/13 to . . ERNUER
determine the facility's compliance with Federal ' :
requirements. KY #20463 was unsubstantiated ; .
' with an unrelated deﬁciI ney cited. ; F164 483.10(e) 483.75(1)(4) PERSDNJ:)LS |
i 1 R !
F 164 483.10(8), 48375(|)(4) PERSONAL F164 PRIVACY/CONFIDENTIALITY OF RECO
=| ; It is the normal practice of Creekweod Place Nursing
§8=D" PRIVACY/CONFIDENTIALITY OF RECCRDS | and Rehab Center to ensure privacy during care. ‘

residents found to have been affected by the

Corrective Meausures Implemented for those
daficlent practice. ‘

I records. _ Resident was discharged 9/11/13 to her home,
. She expressed na adverse affects as a result 9/20/113
. . I of this practice.
‘ Personal privacy Includes accommodations, " stgts aying She pOtHEADES 4
i How other resldents having the po al to
‘ medical trealment, written and telephone affected by the same deflclent practice were
communications, persqnal care, visils, and Idantifiad:
| mestings of family and resident groups, but this Al residents are to have privacy provided during
! does not require the fatllity to provide a private safendior broptnts
room for each resident. What measures or systemlc changes were put into
i place to ensure that the deficlent practice wiil not
recur: ‘
‘ Exctispt as provided in paragraph (e)(3) of this Re-education was provided to staff including SRNAs:
section, the resident may approve or refuse the Certified Medication Aldes, and Licensed Nurses by the
" Statfing Coordinator, the Director of Nursing, and the
release of personal and clinical records ta any : Adminstrator beglnning on 8/23/13 with addtional
ivi i ili : educational sesslons on 9/12/13. The educatlon focuse
individual outside the fBCIlIiy. on providing personal privacy during care. The re-
education included closing doars, fully closing privacy
The resident's right to refuse release of personal i curtains, and closlng windaw blinds during resident care.
| : lini oi a ' Education will continue to be provided to all ancoming
anc.! & K,:at records d s not pply when the ’ nursing staff prior to working their asslgned shift until all
resident is transferred to another health care stalf are re-educated.
institution; or record release is required by law. How tha facllity plans to monitor Its parformance
: to ensure that solutions are sustained:
The facility must keep confidential all information The DON, ADON, and Unit Managers will be conducting
i i i ¥ ; unannounced cbservations of care for 10 resldents in the
contained In the residant's records, regardless of L e who are dependent for incontinent care of |
tha form or storage méthods, except when : schiegufed skin assessments, The observations will
. H : include residents on each hall and will Include staff
release is ququ&d by transfer to another ; : members on each shift. Observatians will include
* i itution: . ! . verification that the blinds have been closed on the
healthcare instituti ‘n, |aw; third party payment ] ! windows prior to the adminsitration of care to the
contract; or the resident. resident. Observations wlill be conducted weekly X 6
weeks, then monthly X 3 months. Results wili be
i f reparted to the Administrator and the Quality i
| l |
(X6) DATE

LABORATORY DIFE}ZZZZ\:WPFLIER REPRESENTATIVE'S SIGNATURE TITLE /

Any deficiency slalemen@(ding with an asterisk (*) denoles a denclyncy which the institution may{ne excused from correcting providing it is determinad lhat
other safeguards provide sufficient protectidn ta the palients . {See Instructions.) Excepl for nursing homes, the findings stated above are disclosable 80 days
followlng the date of survey whether or nol @ plan of corceclion is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avaliable to the facility. If deficioncles are cited, an approved plan of correction Is requisite to continued
program participalion.
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL ' PREFIX ! (EACH CORRECTIVE AGTION SHCULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING iNFORMATION) l TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
‘ _ i DERIGIENCY) |
i . ! 1 i
F 164 f Continued From page | F 164,
This REQUIREMENT ?!3 nol met as avidenced . :::2::;:1::\: Tdnd Assurance Committee. if any areas of
entified, the frequency or duration of the

Based on observalion jinterview, record review, i
l and facility policy reviefv it was determined the :
‘ facility failed to ensure privacy for one (&}] :
' resident, in the selected sample of five (§) ‘ ; '
] residents. Observatioh revealed the Registered i !
. Nurse (RN) failed to clése the blinds prior to
| conducting a skin asse’rsment for Resident #4
| leaving the resident in full view of a staff member

who was outside of the facllity. ;
| The findings include: .
. A review of the facility’s policy entitled, "Privacy,
i Dignity & Confidentlialily, no date, revealed "all

by, ‘ '

I Y \ audit may be Increased. l
i
|

I
|
|
I staff will be trained and encouraged to provide ! { |
privacy for the resident during care, including but ; |
not limited to closing doors, fully closing privacy
curtalns and closing blinds”. ' ‘ |
Arecord review revealed Resident #4 was : :
admitted to the facility'on 07/26/13 with diagnoses 3 |
{0 include Paralysis Aditans, Altered Mentat
Status, and General Usteoarthrosis. A review of l
| the admission Minimum Data Sel {MDS)
assessment, dated 08/02/13, revealed the facility ! i i
i assessed Resident #4's cognition as cognitively
infact. ) |
} Observation on 08123113 at 3:00 PM revealed RN
| #1 conducted a skin q‘ssessment on Resident #4 i i }
| with the window blinds [eft open to & window that
| was ovarlooking the parking fot. The resident 5 : |
was In full view of 1hefMalnlenance Man who was '
" putaide The window lobking at the shrubs and ' |
I moving fhem,
Interview with RN #1,jon 08/23/14 al 3:30 PM, i : l
’ revealed he was not aware the Maintenance man _ '
, was outside the window, and he did not realize : ! |
the window faced the(parking lot, ‘
interview with the Malntenance Man, on 08/23/13 i 1 l
at 3:45 PM, revealed he didn't see anything and ‘ :
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I was just messing with *he shrubs outside the

| window. . :

! intesview with tha Diregtor of Nursing {DON), on i
08/23/13 at 4:55 PM, rpvealed staff are expected,

| 16 close blinds and pu!rcurtains pefore providing

| any Kind of care incfudJng skin assessments, i

f wound care, and pert gare. i
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