
DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED:11/9/2020
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF
DEFICIENCIES
AND PLAN OF
CORRECTION

(X1) PROVIDER / SUPPLIER
/ CLIA
IDENNTIFICATION
NUMBER

395785

(X2) MULTIPLE CONSTRUCTION
A. BUILDING ______
B. WING _____

(X3) DATE SURVEY
COMPLETED

09/10/2020

NAME OF PROVIDER OF SUPPLIER

STONEBRIDGE HEALTH & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP

102 CHANDRA DRIVE
DUNCANNON, PA 17020

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)

F 0583

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Keep residents' personal and medical records private and confidential.

 Based on review of facility documentation, facility policies and staff interviews, it was determined that the facility
 failed to ensure resident privacy was protected after an image was posted to social media with two residents visible in the
background. Findings include: Review of the facility policy titled, Social Networking/Media Policy and employee
 acknowledgement states that employees cannot make any statement or posting on social media that violates the privacy or
 publicity right of any other person. Review of the facility policy regarding cell phones states that the use of personal
 cellular phones while working in the facility is strictly prohibited. Review of the facilities HIPAA in service revealed
 that a breach includes acquiring, using or disclosing protected health information which compromises the privacy or
 security of the individual. Review of facility documentation revealed that Nurse Aid (NA) 1 took a picture of herself using NA 2's
cell phone. In the picture, there were two residents visible in the background. NA 2 then posted the picture on
 social media. During an interview with the Nursing Home Administrator on September 9, 2020 at 2:35 PM she confirmed that
 the staff member should not have taken the picture or posted it to social media. Both nurse aids were re-educated and
 disciplined. 28 Pa. Code 201.29(j) Resident rights.

F 0880

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

 Review of facility documentation, facility policies and procedure and staff interviews, it was determined that the facility did not
implement infection control measures related to a staff member not wearing a mask appropriately to prevent the
 potential spread of infection on one of three nursing units (B Hall). Findings include: Review of the current facility
 policy titled mask guidance, states that all staff must wear a surgical mask throughout the building. Review of facility
 documentation revealed that Nurse Aid (NA) 1 took a picture of herself using NA 2's cell phone. In the picture, there were
 two residents visible in the background and NA 1's mask was pulled down under her chin. NA 2 then posted the picture on
 social media. During an interview with the Nursing Home Administrator on September 9, 2020 at 2:35 PM she confirmed that
 the staff member should have been wearing her mask while in the building. Both nurse aids were re-educated and disciplined. 28 Pa.
Code 211.12(d)(1)(5) Nursing services.
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