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room for each resident,

Except as provided in paragraph (e}(3) ¢f this
section, the resident may approve or refuse the
reiease of personal and clinical records to any
individual outside the facility.

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

The facility must keep confidentiat all information
contained in the resident's records, regardiess of
the form or storage methods, except when,
release is required by transfer to another
healthcare institution; law; third party payment
contract, or the resident.

This REQUIREMENT is not met as evidenced
| by:

residents through its policy and procedures
as evidenced by Policy HIPPA-P-02
[Attachment A: HIPPA Privacy].

On June 20 the surveyor observed the

Wound Care Nurse with a dressing change.

The door was closed and privacy curtain
Pulied around bed but the binds on the
window remained open. Earlier workmen
had been installing scaffolding. There
were no workman on the roof outside the
window at the time the dressing was
changed, however the potential existed.

The SNF staff was in-serviced on June 21,
at the conclusion of the survey process.
[Attachment B: SNF In-service/sign in
sheet]. Subsequently the blinds were
closed for each dressing change/
personal care provided for Resident #6
and all residents.
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535=D PRIVACY/CONFIDENTIALITY OF RECORDS noted from the survey completed
. June 21, 2012. It is our intent
The resident has the right tp personal privacy and that we have substantially corrected
confidentiality of his or her personal and clinical our deficiencies per requirements
records. in 42 CFR Part 483 subpart B. -
Personal privacy includes accommodations,
medical treatment, written and telephone
communications, personal care, visits, and
meetings of family and resident groups, but this . ) .
does not require the facility to provide a private F164 Resident Rights/Privacy
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Based on observation, interview, and review of On June 26 the manager
facility policy, it was determined the facility failed _ = :
to ensure pgrsonai privacy was provided for one for Wound Care in-serviced the Wound
of eight sampled residents (Resident #6). - G S et aara ey wher..
Observation on 06/20/12, at 10:00 AM, reveafed providing resident care. [Attachment ~
Registered Nurse (RN} #3 failed fo close the ound Lare In-service/sign in shee
. . . . attachments].
window blinds while performing wound care for
‘Resident #6. Qbservgtion reveaied the facility Beginning week of June 25 St.
was engaged in a major , Elizabeth contracted with Messer for
reconstruction/remodefing project and , the installation of a film covering for
construction scaffolding was observed cutside the the windows in the patient rooms to
window of Resident #5's room. ensure privacy at all times, particularly”
) . during construction begins. This :
The findings include: project was completed on July 3,2012. |
[Attachment D; Work Order]. P
A review of a bocklet given fo all residents upon
admission to the facility enfitied "Welcome fo St. The Administrator will manitor
Elizabeth Healthcare Skilled Nursing Facility,” campliance by observation during
{dated June 2009} revealed each resident would walking rounds daily X1 week and then
be treated with consideration, respect, and full weekly X 3 weeks. The monitoring
recognition of his or her dignity and individuality, process will continue as part of the Pi
including privacy in treatment and in care for audits. [Attachment E: Monitoring Tool].
personal needs. Review of the facility
policy/procedure entitled HIPAA Privacy (dated
04/02/12) revealed the facility would protect
residents’ privacy by keeping curtains pulied and
doors closed during examinations and
treatments.
Observation on 06/20/12, at 10:00 AM, revealed
RN #3 (wound care nurse) entered Resident #&'s
private room to apply negative pressure wound
therapy to the resident's upper mid-chest wound.
RN #3 was cbserved to shut the door fo Resident
#6's private room and pull the privacy curtain that
only provided privacy if the door to the hallway
was opened. Conlinued observation revealed
construction equipment (scaffolding) was erected
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: infection Control Program designed to provide a
; .
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outside of Resident #6's window. RN #3 failed to
ciose Resident #8's window blinds, thus failed to
ensure visual privacy was maintained during the
wound care, and permitted Resident #6's upper
chest area to be exposed fo any individual,
including construction workers, which may have
been near the windows.

interview on 06/21/12 at 9:30 AM, with Resident
#6 revealed the resident would have been
uncornfortable if anyone had been outside the
window while the dressing on the resident's chest
was changed. -

An interview conducted with RN #3 on 06/21/12,
at 10:40 AM, revealed RN #3 was aware of a
major consfruction/remodetling project at the
facility but failed to notice the construction
scaffalding erected outside Resident #6's room.
RN #3 stated she should have closed the window
blinds to ensure Resident #8's privacy during
wound care but was nervous and failed to close
the window blinds.

An interview conducfed with the Assistant Nurse
Manager {ANM) on 06/21/12, at 11:10 AM,
revealed staff was expected to close the docr and
pull the privacy curtain during any treatment or
white providing care to residents. The ANM
stated a major construction project was underway
throughout the facility and confirmed blinds
should be ciosed to ensure privacy to residents
while care was provided.

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS -

The facility must establish and maintain an

F 164

F 441
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(a) Infection Control Projram

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility;

(2} Decides what procedures, such as isclation,
should be applied to an individual resident; and
(3} Maintains a record of incidents and corrective
aclions related to infections.

{b} Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolaticn to
prevent the spread of infection, the faciiity must
isolate the resident.

(2} The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff o wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professionat practice.

{c} Linens _

Persanne! must handle, store, process and
transport inens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by.

L

P

patients through its procedures.

On June 20 the surveyor observed the
Wound Care Nurse with a dressing change
During the procedure the nurse changed
gloves twice but failed to wash her hands
between the glove changes. Policy
reguires that hand hygiene be performed
between glove changes.

The SNF staff was in-serviced on June 21,
at the conclusion of the survey process.
[Attachment B: SNF In-service/sign in
sheet].

To ensure that there was no negative
outcome for resident #6 vital signs were
monitored. [Attachment H: VIS
Printouts/Epic]

On June 26 the manager

for Wound Care in-serviced the Wound
Care Nurses on the policy requiring hand
hygiene Between giove changes.
[Attachment C: Wound Care In-service/
sign in sheets/attachments].

The Administrator/designee will monitor
compliance by observation of gloved
procedures daily X1 week and then
weekly X 3 weeks. The moenitering
process will continue as part of the P.L
audits. [Attachment G: Monitoring Tool].

[Attachment F: Hand Hygiene Practices] |
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safe, sanitary and comfortabie enviranment ang
to help prevent the development and transmission ;
of disease and infection. F441 Infection Controf )
St. Elizabeth ensures the privacy of its 71312
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Based on observation, interview, record review,
and review of facility policy, it was determined the
facility failed fo establish and maintain an
effective infection control program to prevent the
development and transmission of disease and
infection for one of eight sampied residents
(Resident #6). ©bservation of wound care on
06/20/12, revealed the wound care nurse (RN #3)
failed to wash/sanitize her hands hetween glove
changes.

The findings include;

A review of twa facility policies titled, "Hand
Hygiene Practices," (dated 06/15/12) and "FPE:
Gloves/Latex Sensitivity” (dated 05/04/12),
reveaied staff was required to perform hand
hygiene with soap and water or use an alcohol
hand sanitizer after removing gloves.

A review of the medical record for Resident #5
reveaied the facility admitted the resident on -~
06/15/12, with diagnoses that included Open
Wound with Methiciliin Resistant Staphylococcous
Aureus (MRSA), Hepatitis C, and history of
infravenous Heroin use.

Observation of wound care for Resident #& on
06/20/12, at 10:00 AM, revealed Registered
Nurse {RN) #3 washed/sanitized her hands and
applied gloves prior to wound care. RN #3 was
then observed fo remove a soiled dressing from a
wound to Resident #6's upper mid-chest area,
discard the soiled dressing in a bichazard bag,
remove her soiled gloves, and apply clean gloves.
RN #B8 failed to wash/sanitize her hands after
removing soiied gloves and prior to applying

clean glovas. Continued observation revealed

F 441
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| mid-upper chest with a wound cleansing solution

| the requirement to wash/sanitize hands after

Continued From page 5
RN #3 cleansed the wound to the resident's

and gauze sponge. The RN disposed of the
soiled gauze sponge in the biohazard bag,
removed her gloves, and applied clean gloves but
failed to wash/sanitize her hands between glove
changes. The RN was then observed fo spray a
skin barrier to the skin surrounding the mid-upper
chest wound and cbiained méasurements of the
wound. RN #3 removed her gloves and placed
‘them in the biohazard bag, applied clean gloves,
and then applied strips of clear occlusive dressing
to the skin around the wound without
washing/sanitizing her hands. Continued
observation of the wound care revealed RN #3
used a tongue depressor to position Mepitel
mesh (prevents the outer absorbent dressing
from sticking to the wound) into the wound bed.
Black foam was inserted into the wound and
secured with clear adhesive dressing. The
wound vac tubing was secured fo the wound
dressing with the appropriate disk and the pump
was acfivated by the nurse. RN #3 was observed
to remove her gloves and discard the gloves in
the bichazard bag and wash/sanitize her hands
upon exiting Resident #6's room.

An interview with the Infection Control
Nurse/Preventionist (ICN/P}) on 06/20/12, at 4:00
PM, revealed hands should be washed/sanitized
any time an employee changes his/her gloves.
The ICN/P revealed hand hygiene was a part of
all employees' initial orientation and frequent
in-services were provided.

An interview conducted with RN #3 on 06/21/12,
at 10:40 AM, revealed the RN was not aware of

F 441
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every glove removal. The RN siated she always
washed/sanitized her hands prior fo starting the
wound care and again when the wound care had
been completed. RN #3 stated she thought
changing her gloves had heen sufticient and
always washed/sanitized her hands prior to
starting any wound care and agair when the
wound care had been completed.

An interview conducted with the Assistant Nurse
Manager on 06/21/12, at 11:10 AM, revealed
employees were expected to follow facility policy
and wash/sanitize their hands after changing
gioves. The DON revealed frequent in-services
were provided refated to infection cantrol/proper
hand washing and was not aware of any
concerns rejated to siaff failing to wash hands
between glove changes, The DON confirmed
staff was to wash/sanitize their hands after every
glove change.

F 441
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INITIAL COMMENTS

CFR: 42 CFR 483.70 (a)

Building: 01

Plan Approval: 1977

Survey Under 2000 Existing

Facility Type: Skilled Nursing Facility (SNF)
Type of Structure: Type Il protected
Smoke Compartments: 2

Fire Alarm: Complete fire alarm. Updates to the
system in 2006 and 2008

Sprinkler System: Complete system. Installed
1977

A standard Life Safety Code survey was
conducted on 06/20/12. St. Elizabeth Florence
SNF was found to be in compliance with the
requirements for participation in Medicare and
Medicaid.
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