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A COVID-19 Focused Infection Control Survey
was conducted by the New Jersey Department of
Health. The facility was found to be not in
compliance with 42 CFR §483.80 infection control
regulations and has implemented the CMS and
Centers for Disease Control and Prevention
(CDC) recommended practices to prepare for
COVID-19.

Survey date: 7/7/2020

Census:12
F 880 | Infection Prevention & Control F 880 7/31/20
ss=E | CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control

The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards;
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Any deficiency statement 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
following 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 documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other
persons in the facility;

(i) When and to whom possible incidents of
communicable disease or infections should be
reported;

(iii) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which 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; and

(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.

§483.80(f) Annual review.
The facility will conduct an annual review of its
IPCP and update their program, as necessary.
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This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and review of
pertinent facility documents, it was determined
that the facility failed to ensure: a.) the
appropriate use of a thermometer in accordance
with manufacturer instructions used to screen
staff for COVID-19, b.) the necessary use of a
face mask and eye protection while
communicating with a resident under
investigation for COVID-19, c.) the appropriate
timing of hand hygiene, and d.) hand hygiene was
offered to residents before a lunch meal. This
deficient practice was identified for 4 of 12
residents on the census (Resident #1, #2, #3 and
#4) during a COVID-19 focus infection control
survey conducted on 7/7/2020, and was
evidenced by the following:

1. On 7/7/2020 at 8:30 AM, two surveyors
approached the healthcare entrance to the
facility, and a Receptionist/Certified Nursing Aide
(R/CNA) opened the door and allowed the
surveyors to enter. At that time, the R/CNA
prepared a COVID-19 health screening tool for
the surveyors to complete and proceeded to
check temperatures using a digital infrared
thermometer in the presence of the facility's
Health Information Coordinator. The R/CNA
pointed the digital thermometer at the right side of
the first surveyor's neck and obtained a
temperature reading. The R/CNA then
proceeded to check the temperature of the
second surveyor and pointed the infrared
thermometer at the right side of the other
surveyor's neck and obtained a temperature
reading. The R/CNA cleaned the thermometer
using a disinfectant wipe and placed it on the
nurses station counter.
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A.

1. The R/CNA observed taking
temperature received refresher education
on the proper use of the thermometer
based on manufacturer recommendations
, and a Competency was completed om
7/7/by the Director of Nursing
Services(DNS). The Executive Director
reminded the R/CNA that team members
may not take their own temperatures
during a brief meeting on 7/8.

2.CNA #1 received refresher training on
7/7 by the DNS on the following:

- Donning and doffing PPE

- Mask protocol and Eye protection
protocol for team members and residents

- The meaning of STOP signs on
resident doors and the protocol to be
followed.

- Proper disposal of PPE and the
proper handling and disposal of red bags
containing used PPE.

- Residents wearing masks when
leaving their room or when someone
enters their room.

3.CNA#1 and the Lead CNA received
refresher training by the DNS on our
Infection Control and Prevention Program
with a focus on offering residents hand
washing before eating using the
appropriate wipes,as well as other proper
methods to be used for hand washing.

4. The LPN received refresher training on
7/7 by the DNS on wearing eye protection
when providing care, treatment, or
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The surveyor observed the make and model of
the thermometer, and imprinted on the
thermometer was a picture of a visual instruction
to point the thermometer at the forehead to obtain
the temperature reading. The surveyor asked the
R/CNA about the method in which she obtained
temperature readings at the neck area, and the
R/CNA stated, "That's how | was trained to do it."
The surveyor requested the manufacturer
instruction booklet that came with the
thermometer. The Health Information
Coordinator present during the screening did not
correct the R/CNA's method of obtaining the
temperature screenings.

At 9:02 AM, the surveyor observed the Director of
Nursing/Infection Preventionist (DON/IP) enter
through the healthcare entrance and completed
the health screening tool and took her own
temperature, scanning the infrared thermometer
along her forehead to obtain a reading. She then
put the thermometer down on the counter.

At 9:05 AM, the surveyor observed another staff
member enter through the healthcare entrance
for a health and temperature screening. The
R/CNA picked up the thermometer, and while
standing behind the nurses station counter, she
pointed the thermometer at the front of the neck
of the staff member entering the building. The
staff member extended her neck for the R/CNA to
obtain the temperature reading and reported the
reading for the staff to write down. The surveyor
approached the R/CNA a second time and asked
her about the method she was taking
temperatures of staff. The surveyor asked her to
look at the instruction picture printed on the
thermometer, and the surveyor asked what the
instruction picture represented, and the R/CNA
stated, "it's a head." The surveyor asked why she

services to a resident on droplet
precautions isolation.

B.

Following the training on 7/7, the DNS
conducted unannounced walking
observational rounds on 7/8, 9,& 10 to
confirm adherence to PPE compliance
with isolation protocols, and hand washing
protocols before meals No issues were
observed.

Following the training on 7/7, the DNS
conducted unannounced observations of
screening temperature checks to confirm
checks occurred in compliance with
manufacturer instructions.

No issues were observed.

1.All team members and visitors are
Screened for COVID-19, and are
therefore potentially at risk. In addition,
residents are at risk if team member and
visitor screenings are not completed
properly.

In order to address this risk, Team
members responsible for performing
COVID-19 screening of team members
and visitors will receive refresher
education on the proper use of the
thermometer based on manufacturer
recommendations and Competencies will
be completed by the DNS. The refresher
training will include a reminder that team
members may not take their own
temperatures.

2.All residents have the potential to be
affected by Infection Control Practices,
and are therefore potentially at risk.
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thought there might be a head printed on the
instructions for the thermometer and she replied,
"Maybe | am supposed to take the temperature
on the head or neck." The R/CNA consistently
stated that she was trained to take the
temperature on the neck. The surveyor asked
who trained her on temperature screenings, and
the R/ICNA was unable to provide a name stating,
"l don't know, | got trained months ago." The
surveyor asked who was the staff educator, and
the R/CNA was unable to provide a name. The
surveyor then asked who was the facility's
Infection Preventionist? The R/CNA, responded,
"What?" and aded that she did not know what
individual handled infection control matters at the
facility. The R/CNA stated, "All the managers are
that."

At approximately 9:10 AM, the DON/IP introduced
herself as the DON, and she stated she was the
facility's current designated Infection
Preventionist.

At 10:00 AM, the R/CNA provided the surveyor a
copy of the manufacturer instructions for the
infrared thermometer used for screening the
surveyors and the facility staff for signs of fever
related to the COVID-19 outbreak.

A review of the undated manufacturer instructions
for the infrared thermometer included, "This
device must only be used for the purposes
described in this instruction manual." It further
included, "It may affect the accuracy of
measurements when the forehead is covered by
perspiration or other factors, please take the
temperature behind the ear lobe." The
instructions specified the method to take the
temperature which included to "Aim [the

thermometer device] towards the forehead...from
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Nurse, CNAs, and other team members
who may enter resident rooms will receive
refresher training by the DNS on the
following:

- Donning and doffing PPE
(Competencies will also be completed)

- Mask protocol and Eye protection
protocol for team members and residents

- The meaning of STOP signs on
resident doors and the protocol to be
followed.

- Proper disposal of PPE and the
proper handling and disposal of red bags
containing used PPE.

- Residents wearing masks when
leaving their room or when someone
enters their room.

3. All residents are served meals, and
therefore have the potential to be at risk.
To address this risk, Nurses, CNAs, and
other team members who may serve
meals to residents will receive refresher
training by the DNS regarding our
Infection Control and Prevention Program
with a focus on offering resident hand
washing before eating,using the
appropriate wipes, as well as other proper
methods to be used for hand washing.

C.

1. DNS/ADNS/Designee will observe at
least 2 team member/visitor COVID-19
screenings daily x 1 month, then weekly x
2 months to confirm the thermometers are
using according to manufacturer
recommendations.

2. The DNS/ADNS/Designee will
randomly observe team members
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a distance of 5 cm [centimeters] (2 in [inches]),
press the measuring key, the temperature is
displayed immediately..." The instructions further
included, "You can take the temperature behind
the ear lobe..." Further review of the
manufacturer instructions did not specify any
other method in which the infrared thermometer
was to be used when taking a temperature,
including aiming the device toward the front or
side of an individual's neck.

At 10:37 AM, the surveyor interviewed the
DON/IP in the presence of the Executive
Director/Licensed Nursing Home Administrator
(ED/LNHA), Associate Executive Director (AED)
and a second surveyor. The DON/IP
acknowledged that the manufacturer instructions
did not specify that it was appropriate to obtain a
temperature reading by aiming the device toward
the front or side of an individual's neck. The
DON/IP acknowledged that the R/CNA was not
following the manufacturer's instructions for the
use of the screening thermometer. She stated
that the R/CNA was in-serviced on the
thermometer, but the administrative staff were
unable to speak to why the R/CNA was unable to
provide the name of the staff member who had
in-serviced her on the proper method to use the
thermometer. The surveyor requested copies of
in-service records.

A review of an in-service record dated 3/6/20 -
3/10/20 reflected that the R/CNA attended a
training instruction on the use of an infrared
thermometer for screening. The in-service
record did not specify the content of that
education or the specific method in which staff
were to be using the thermometer.

An in-service training record dated 4/6/20
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entering and exiting rooms of residents on
isolation 3x/week for 3 months to assure:

- The proper donning and doffing of
PPE

- Adherence to mask and face shield
protocols for team members

- Adherence to mask protocol for
residents

- The proper disposal of PPE and the
proper handling and disposal of red bags
containing used

PPE

3. The DNS/ADNS/AED/Designee will
observe meal service 3 x/week for 3
months to confirm all residents are offered
hand washing , via an acceptable method,
prior to eating.

If issues are identified during the above
unannounced observations, in the
moment training and/or refresher training
will be initiated.

D. In order to confirm that the processes
outlined above are sustained, the
ED/DNS/ADNS/Designee will report the
findings of the above audits and
unannounced observations to the Quality
Assurance and Performance
Improvement (QAPI) Committee monthly
for 3 months.

During and at the conclusion of the
3-month period, the Committee will re
evaluate and initiate any necessary action
or extend the review period.

The executive Director/Skilled nursing
Administrator is responsible for ensuring
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reflected that the R/CNA attended a COVID-19 implementation and ongoing compliance
infection control training presented by the DON/IP of this POC and addressing and resolving
that included, "Visitors such as direct medical any variances that may occur.
staff should be pre-screened/temp/and wash
hands..."

There was no evidence of a competency (a set of
knowledge, skills and abilities needed for an
individual to successfully perform various job
duties) for the appropriate use of the infrared
thermometer for the R/CNA conducted prior to
surveyor inquiry.

At approximately 1:50 PM, the ED/LNHA
informed the surveyor that the facility used to use
a probed thermometer for screening of staff, but
the Center had made a switch to the infrared
thermometers when the probes became more
difficulty to purchase. The start date of the use of
the infrared thermometer was unclear at the time
of the survey. The ED/LNHA and the DON/IP
acknowledged that the R/CNA had been trained
on the proper use of the infrared thermometer
and confirmed she should not be aiming the
device at the front or side of the neck in
accordance with manufacturer instructions.

A review of the facility's COVID-19 Mitigation and
Response Plan dated 3/18/20 included,
"All...entering the community will undergo
screening for fever, symptoms of COVID-19,
recent travel and exposure to someone with
known or suspected COVID-19." It further
included, "At the beginning of every shift, team
members will have their temperature taken to
screen for fever..."

2. On 7/7/2020 at 10:15 AM, the surveyor
interviewed the DON/IP, the ED/LNHA and the
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AED in the presence of a second surveyor. The
DON/IP stated that the facility had a COVID-19
outbreak that began on 3/13/20 and the most
recent onset date was a staff member who tested
positive on 6/23/20. She added that the facility
currently had no residents who were COVID-19
positive but the facility currently had two residents
that were considered persons under investigation
(PUI) for COVID-19 (Resident #1 and Resident
#2). She continued that those residents resided
in private rooms in a separate hallway from the
rest of the residents. The DON/IP stated that the
PUI residents had tested negative for COVID-19
upon admission to the facility and were being
monitored for signs and symptoms of the virus for
14 days, at which time they would be re-tested for
COVID-19 to confirm the tests remained negative
before moving their rooms. The DON/IP stated
that Resident #1 and Resident #2 were on droplet
precautions (a method of isolation in which
persons entering the room wear specific personal
protective equipment to protect from potential
pathogen transmission spread through droplets
caused by sneezing, coughing, or talking.) The
DON/IP stated that droplet precautions meant
that staff must wear the appropriate personal
protective equipment (PPE) when entering the
room, including a long sleeve disposable gown, a
respirator face mask, eye protection such as a
face shield, and gloves. The DON/IP stated that
the staff discard all PPE at the exit of the
resident's doorway in a step-trash bin with a red
biohazard bag.

At 11:35 AM, the surveyor observed the Certified
Nursing Aide (CNA #1) and the Licensed Practical
Nurse (LPN) wearing face masks standing
outside the room of Resident #1. On the
resident's door indicated a sign to stop and see

nurse before entering. Next to the doorway was a
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clear plastic storage bin with PPE. The surveyor
observed the CNA #1 open the PPE bin and the
CNA #1 and the LPN removed PPE and began to
don a long sleeve disposable gown and gloves.
The CNA #1 did not don eye protection.

At 11:37 AM, the surveyor observed the CNA #1
enter the room of Resident #1. Resident #1 was
not wearing a mask and the CNA #1 began to
take a lunch order for the resident,
communicating back and forth the various options
on the menu. The CNA #1 or the LPN did not
offer or encourage the resident to don his/her
face mask. The resident verbally selected the
options from the menu. The LPN was in the
room adjusting the resident's television with
his/her TV remote. At approximately 11:43 AM,
the surveyor interviewed the CNA #1 who was
exiting the resident's room. The CNA #1 stated
that she was not sure why Resident #1 had a stop
sign outside the door to see the nurse. She
stated it may be because he/she had a
contagious disease. The surveyor asked if it was
related to suspected COVID-19, and the CNA #1
stated she was not sure. At that time, the LPN
performed hand hygiene and doffed his PPE.
The LPN stated to the CNA #1 in the presence of
the survey that Resident #1 was on droplet
precautions because he/she was a "new
admission from the hospital" and added that all
new admissions were placed on droplet
precautions for 14 days incase they develop signs
or symptoms of the virus. The LPN added that
the resident had tested negative for COVID-19 as
a baseline. The CNA #1 stated that upon
entering a room for a resident on droplet
precautions, she should wear a gown, gloves, a
respirator mask and a face shield. The surveyor
asked why she mentioned a face shield was

necessary upon entering the room, and the CNA
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#1 replied, "to protect my eyes from droplets."
The CNA #1 acknowledged she was not wearing
a face shield or eye protection, and she also
acknowledged that the resident was not wearing
a face mask during their communication. The
CNA #1 stated that she personally wears a face
shield only when performing care for the resident.
The surveyor asked if there was any other time
she should wear it, and she indicated that she
was supposed to wear it upon entering the room
at any time. She further added that the reason
the surveyor did not see a face mask on the
resident or in stored in the resident's room was
because Resident #1 liked to keep his/her
personal mask kept under their shirt, and that
he/she would only sometimes wear the surgical
mask.

At 11:45 AM, the surveyor interviewed the LPN
who was wearing personal eye glasses at that
time. The LPN confirmed he was not wearing a
face shield while in the resident's room. He
stated that he would wear a face shield when
"performing treatments" from the treatment cart.
He acknowledged droplet precautions indicated
the use of eye protection.

At 11:49 AM, the surveyor observed the items in
the PPE bin outside the door of Resident #1 with
CNA #1, which included respirator masks,
surgical masks, long-sleeve disposable gowns,
and gloves. There was no evidence of a face
shield or eye protection available in the cart. The
CNA #1 confirmed there was no eye protection in
the bin outside the resident's room, but she took
the surveyor down the hallway to observe two
other bins of PPE which had several face shields
available and accessible.

At 12:30 PM, the surveyor observed Resident #1

F 880

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: QDUY 11

Facility ID: NJ61222

If continuation sheet Page 10 of 18




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

PRINTED: 07/30/2020
FORM APPROVED
OMB NO. 0938-0391

sitting a wheelchair in his/her private room. The
resident had a surgical face mask looped around
the ears and the mask was tucked under his/her
chin. The resident was not picking at the mask or
attempting to remove it.

A review of the in-service records revealed that
CNA #1 had successfully met a skills competency
for donning and doffing PPE on 6/11/20 and
6/21/20 which included, "How to Safely Put on the
Goggles or Face Shield."

A review of the in-service records revealed the
LPN had successfully met a skills competency for
donning and doffing of PPE on 4/4/2020 which
included, "How to Safely Put on the Goggles or
Face Shield."

On the same day on 7/7/2020 at 1:30 PM, the
surveyor interviewed the DON/IP in the presence
of the ED/LNHA, the AED, and a second
surveyor. The DON/IP acknowledged that droplet
precautions included the use of a face shield
upon entering the room of a resident who was
under investigation for COVID-19, in accordance
with the facility's infection control policy and
procedure. The DON/IP acknowledged the
surveyors findings and confirmed if no face shield
was available in the bin outside of Resident #1's
room, staff could either ask for more or
temporarily use the face shield from another bin
and restock the PPE bins after.

A review of the facility's COVID-19 Mitigation and
Response Plan dated 3/18/20 included, "Put on
eye protection (i.e. goggles or disposable face
shield that covers the front and sides of the face)
before entry to the resident's room. Personal eye
glasses and contact lenses are NOT considered
adequate eye protection.”
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3. On 7/7/2020 at 12:40 PM, the surveyor
observed the lunch meal pass on the non-COVID
hallway. The surveyor observed the following:

At 12:44 PM, the surveyor observed the Lead
CNA deliver a disposable lunch tray to Resident
#3. The Lead CNA did not offer or encourage the
resident to perform hand hygiene prior to meal
service and she exited the room. The surveyor
observed Resident #3 sitting on the edge of the
bed attempting to open the disposable container
with the lunch meal. The surveyor interviewed
the resident at that time, and the resident stated
that the facility does not offer hand wipes or
alcohol wipes to clean the hands before meal
service. At that time, the resident independently
stood up and stated that he/she liked to wash the
hands at the sink in the bathroom. The resident
proceeded to go to the bathroom to wash his/her
hands.

At 12:50 PM, the surveyor observed the Lead
CNA bring a disposable lunch tray to Resident #4.
The Lead CNA assisted the resident in setting up
the lunch on the bedside table. The Lead CNA did
not offer or encourage the resident to perform
hand hygiene prior to meal service.

At that time, the surveyor interviewed the Lead
CNA who stated that both Resident #3 and
Resident #4 were not under investigation for
COVID-19. She confirmed she did not offer hand
hygiene to Resident #3 because he/she performs
hand hygiene at the sink in the bathroom. The
surveyor inquired about the hand hygiene for
Resident #4, and the Lead CNA stated that she
used the resident's personal care cloth wipes to

wash his/her hands. The surveyor asked when
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she washed the resident's hands and she stated
it was a "little while ago." The Lead CNA showed
the surveyor the wipes she used and she opened
the resident's drawer in his/her cabinet and
showed the surveyor a green package of
aloe-based "Personal Cleansing Cloths." She
stated that those were the same cloths used for
the resident during morning care. The surveyor
and Lead CNA reviewed the active ingredients
written on the package of the cleansing cloths,
which reflected the product was alcohol-free. The
surveyor asked if the residents were provided a
method to wash their hands with an
alcohol-based hand rub (ABHR) or ABHR-wipes,
or a method of soap and water? The Lead CNA
replied that there was no single process for
offering hand hygiene to the residents and that it
was individual to that resident.

At 1:15 PM, the surveyor interviewed the
resident's Registered Nurse (RN) who stated that
the CNA's were responsible for providing hand
hygiene to each resident prior to the lunch meal.
She stated that residents are either offered to go
to the bathroom and wash their hands at the sink
with soap and water or they would be offered a
basin with soap and water and a wash cloth to
wash their hands. The surveyor asked the RN
about the use of alcohol-free "personal cleansing
cloths" to wash the hands of Resident #4 before
lunch, and the RN stated that it was "not
appropriate" to wash the hands of a resident with
an alcohol free product before the lunch meal,
due to COVID-19. The RN confirmed that ABHR
should contain 60% or greater of alcohol to be
effective against COVID-19.

A second surveyor observed the lunch meal pass
on the hallway with the residents who were PUI

(Resident #1 and Resident #2), and observed the
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following:

On 7/22/20 at 12:50 PM, the surveyor observed
CNA #1 bring a meal tray toward Resident #1's
room and place the tray on a PPE storage
outside the resident's room. The tray did not
contain a hand wipe or method to perform hand
hygiene for the resident. The CNA #1 placed the
tray outside of the room and without performing
hand hygiene she donned some PPE. The
surveyor observed Resident #1 sitting upright in a
wheelchair in the room. The CNA #1 placed the
tray on the resident's bed side table positioned in
front of him/her. The CNA #1 did not offer or
encourage the resident to perform hand hygiene
prior to the lunch meal, and the CNA #1
proceeded to unwrap a sandwich and place it in
the resident's hand.

At approximately 1:00 PM, the surveyor
interviewed the CNA #1 who could not speak to
when Resident #1 was afforded the opportunity to
perform hand hygiene prior to the lunch meal.

At 1:30 PM, the surveyors interviewed the
DON/IP regarding if the facility had a policy
regarding hand hygiene for residents prior to
meals and the method in which that was to be
performed. The DON/IP stated staff would either
wash the residents hands using soap and water
at a sink or using a basin at the bedside, or they
could use provide ABHR to the residents prior to
the meals. The DON/IP confirmed alcohol-free
personal cleansing cloths were not an appropriate
method of hand hygiene prior to lunch service
during the COVID-19 outbreak.

A review of the Infection Prevention and Control
Program last updated 12/2019 included that the

timing of hand hygiene was done "before eating."
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At 1:40 PM, the surveyor asked the DON/IP if the
policy spoke to the method in which residents
were offered hand hygiene before meals, and the
DON/IP acknowledged the policy that she pointed
out to the surveyor did not address that topic, but
that she would search for it.

4. On 7/7/2020 at 9:00 AM during a tour of the
PUI hallway, the surveyor observed Resident #1
sitting in a wheelchair in front of a bedside table
inside his/her room. The resident was not
wearing a face mask and the door was wide
open. The resident spoke to the surveyor from
the hallway.

At that time, CNA #1 was observed exiting the
room of Resident #2, another PUI resident. The
CNA #1 was holding a red plastic bag that
appeared to be weighted with contents. While
holding the filled red plastic bag, the CNA #1 then
entered the room of Resident #1, without donning
a face mask, gloves, gown or a face shield, and
the surveyor heard CNA #1 conversing with the
resident in the resident's room.

At approximately 9:05 AM, CNA #1 then exited
the room of Resident #1 un-masked and still
holding the red bag from the room of Resident
#2. At that time, the surveyor stopped and
interviewed CNA #1, who stated the red bag
contained a gown that she wore while assisting
Resident #2 with the breakfast meal. She stated
she had to wear a gown, gloves, a respirator
mask and face shield when she entered the PUI
rooms because those residents were on droplet
precautions. She stated that Resident #1 and
Resident #2 were new admissions to the facility.
She further stated that she would need to put the
same PPE on when she cared for those

residents, but since she was "just talking" to the
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resident, she did not need to wear any PPE. She
then proceeded down the hallway, not wearing a
face mask and holding the red bag. The CNA #1
placed the red bag in the soiled utility room.

At approximately 9:10 AM, the surveyor observed
CNA #1 wearing a blue surgical mask in the
hallway.

At 10:30 AM, the surveyors interviewed the facility
DON/IP who stated that the facility was not
extending the use of any PPE and that after
doffing any PPE, it was all considered "soiled."
She further added that all soiled PPE was to be
discarded inside of a resident's room in a red
plastic bag, and if the bag was being emptied, it
should be immediately brought down into the
soiled utility room. She added that the staff
should not be entering another resident room
while holding a red plastic bag, continuing that the
red plastic bag was a method to identify the
contents were considered potential biohazard.
She further stated that the facility had
implemented universal masking for all staff in
accordance with requirements and that surgical
masks were to be worn throughout the hallways,
and are switched to a respirator mask when
providing care for a PUI resident. She stated that
staff cannot enter a resident's room on the PUI
unit without wearing a respirator mask.

At 12:40 PM on the PUI unit, the surveyor
observed CNA #1 carry a meal tray toward the
room of Resident #2 and placed the tray on the
PPE storage bin outside of the resident's room.
CNA #1 then donned a gown and performed hand
hygiene using an alcohol-based hand rub. With
her bare hand, she then removed her used
surgical mask and donned a respirator mask
followed by a pair of gloves. She did not perform
hand hygiene after discarding her used surgical

mask with her bare hand or before applying the
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new pair of gloves upon entering the room of
Resident #2. In addition, CNA #1 did not don a
face shield upon entering the resident's room.
At that time, the surveyor observed Resident # 2
in bed with a bed side table positioned over the
bed. The CNA #1 removed and discarded a cup
from the resident's bedside table with her gloved
hand and placed it inside the small trash bin
located at the resident's bedside. CNA #1 then
proceeded to un-wrap the resident's meal. The
resident was then observed drinking from the
beverage without being offered hand hygiene.
While the resident was eating, the CNA #1 then
doffed the PPE in a garbage can lined in a red
plastic bag located at the resident's head of the
bed. The surveyor observed a large step-trash
can available at the exit of the room. The CNA #1
exited the resident's room holding the red bag.
She then donned a surgical mask from the PPE
storage cart and walked down the hallway toward
the soiled utility room.

At 12:50 PM, the surveyor observed CNA #1
bring a meal tray toward Resident #1's room and
place the tray on a cart outside the resident's
room. The CNA #1 placed the tray outside of the
room and without performing hand hygiene she
donned a gown and doffed her used surgical
mask. She then proceeded to don a respirator
mask and performed hand hygiene using an
alcohol-based hand rub prior to donning a pair of
gloves. She did not don a face shield prior to
entering the resident's room and proceeded to
place the resident's meal items on a bed side
table located in front of the resident while the
resident was seated in a wheelchair. CNA #1
unwrapped a sandwich and placed it in the
resident's hand.

At approximately 1:30 PM, the surveyors
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reviewed all findings with the DON/IP, Executive
Director/LNHA and the AED.

A review of the facility's, The Face Masks &
Personal Protective Equipment Policy dated
4/2020, included that "team members will wear
regular medical facemasks throughout the day
and in the community. Hands should be washed,
or hand sanitizer used when putting on or taking
off any PPE. When delivering or picking up meal
trays, the required PPE is a regular medical face
mask, gloves and goggles/face shield. Other than
regular medical face masks, PPE must be
removed just outside of resident room or
designated isolation area ..."

NJAC 8:39-19.4; 27.1 (a)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
315351 B. WING 07/07/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1801 OAKTREE ROAD
BRIGHTON GARDENS OF EDISON
EDISON, NJ 08820
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 880 | Continued From page 17 F 880

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: QDUY 11

Facility ID: NJ61222

If continuation sheet Page 18 of 18




