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F 000 INITIAL COMMENTS F 000

 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: 10/16/20

Census: 114

 

F 880 Infection Prevention & Control
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 

F 880 10/28/20
SS=E
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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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F 880 Continued From page 1 F 880
standards;

§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;
(ii) 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 
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F 880 Continued From page 2 F 880
infection.  

§483.80(f) Annual review.  
The facility will conduct an annual review of its 
IPCP and update their program, as necessary.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and record 
review, and review of other pertinent facility 
documentation it was determined that the facility 
failed to ensure the infection control practices for 
residents on transmission-based precautions 
were implemented in accordance with accepted 
national standards and the facility's infection 
control for transmission-based precautions 
policy. 

This deficient practice was identified for 2 of 3 
units toured -1st floor (Sub-acute) and 2nd floor( 
Neuro-impairment) and 1 of 4 resident's reviewed 
on transmission-based precautions (Resident 
#3), in addition to 1 unsampled resident (room 
#144) and was evidenced by the following:
 
On 10/16/2020 at 10:45 AM, two surveyors 
observed the Central Supply storage rooms and 
observed that the facility had multiple boxes and 
adequate supplies of personal protective 
equipment (PPE) such as gloves, face shields, 
disposable isolation gowns, surgical masks, K95 
masks, Sani-wipes and hand sanitizer.

On 10/16/2020 at 10:55 AM, during a tour of the 
1st floor Sub-acute unit, 2 surveyors observed a 
Certified Nursing Assistant (CNA#1)
donning (applying) PPE to enter a unsampled 
residents  that had signage posted on 
the door that the resident was on droplet 

 • All residents are at risk to be affected 
by the deficient practice. 
• Specific LPN and Nurses aides 
identified as not following the facility 
policy and received 1:1 education 
regarding proper PPE usage. Face 
Shields as well as N95 placed on all 
nursing units for ease of access.
• All facility staff re-educated on facility 
policy related to deficient practices and 
infection control protocols.  
• DON/IP RN will complete daily 
observations for 4 weeks and then weekly 
ongoing.
• Findings will be submitted to the 
monthly QAPI committee for 3 months 
who will determine further interventions 
as needed.
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F 880 Continued From page 3 F 880
precautions and an isolation cart outside the 
room which contained gloves, gowns and 
surgical masks.
The signage on the resident's door indicated that 
the staff was to make sure their eyes, nose and 
mouth were fully covered before entry into the 
room and that the staff were to wear gloves, 
goggles or face shield, gown, mask or respirator.

On 10/16/2020 at 11:00 AM, the surveyors 
observed CNA #1 entering  wearing 
just a surgical mask, disposable isolation gown 
and a pair of gloves. The CNA did not apply 
goggles or a face shield to protect her eyes as 
the signs on the door indicated.

On 10/16/2020 at 11:10 AM, the surveyors 
observed CNA #1 exiting  and 
interviewed the CNA #1 at that time.  CNA #1 
stated that the facility educated her on the 
donning and doffing (removal) of PPE and that 
the resident in  was on isolation for 14 
days for Covid-19 precautions. 
 
The CNA stated that she was supposed to wear 
a mask, gown, and gloves before entering the 
resident's room.  She added that she was unclear
or whether she should be wearing a face shield 
or goggles because when she asked the facility 
management, they told her they had no goggles 
or face shields.  The CNA also stated that the 
facility told her that it was "ok" to wear a surgical 
mask or a K95 mask in a resident's room that 
was on droplet precautions. 

According to the Admission Record (AR) dated 
10/16/2020 at 02:02 PM, Resident #3 was 
admitted to the facility  with the 
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F 880 Continued From page 6 F 880
the facility from the hospital, that the residents 
are quarantined for 14 days.  The process was 
that the resident was tested for Covid-19 prior to 
admission to the facility, then tested again on 
admission.  The resident was then put on droplet 
precautions and treated as though they were 
positive for Covid-19.  The LPN UM stated that 
the staff were required to wear gloves, mask and 
gown before entering the resident's room.  She 
added that it was not required to wear a face 
shield or goggles even though the signage on the 
door indicated that the staff were supposed to 
wear face shield or goggles before entering the 
resident's room.

On 10/16/2020 at 11:45 AM, two surveyors 
conducted a tour of the 3rd floor Long Term Care 
(LTC) Unit.

On 10/16/2020 at 11:50 AM, the surveyors 
interviewed an LPN #1 who stated that the staff 
should be following the isolation signs that are 
posted on resident's door on the required PPE.  
She added that she was educated that when a 
resident was on droplet precautions that the staff 
should be wearing surgical mask, gown and 
gloves.

On 10/16/2020 at 11:58 AM, the surveyors 
interviewed CNA #3 on the 3rd floor LTC Unit 
who stated that when a resident returned from 
the hospital that the resident was on isolation for 
14 days, but not sure what type of isolation.  She 
added that the type of PPE that she utilized for 
these residents were a gown, surgical masks and 
gloves.  She revealed that that she was aware 
that the signage on the isolation doors indicated 
to use eye protection such as goggles or face 
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F 880 Continued From page 7 F 880
shield. "I don't wear the goggles because I don't 
know where they are."  She also stated that she 
questioned the nurses where the goggles were 
located but the nurses did not know.

On 10/16/2020 at 12:10 PM, the surveyors 
interviewed CNA #4 on the 3rd floor LTC Unit 
who stated that when a resident was a recent 
admission from the hospital that they were put on 
isolation for 14 days for Covid-19 precautions.  
She stated that the staff were educated that they 
were to wear a regular mask, disposable gown, 
feet covers and head cover when entering these 
resident's rooms. She added that they did not 
have to wear goggles or face shields even 
though the sign on the door indicated that staff 
were to wear before entering the resident's room.

On 10/16/2020 at 12:15 PM, the surveyors 
interviewed LPN #2 who worked on the 1st floor 
sub-acute unit who stated that the facility did 
educate the staff on infection control and different 
types of isolation.  She stated that when a 
resident was admitted to the facility from the 
hospital that the resident was quarantined for 14 
days for "Covid Protocol."  The surveyor asked 
the LPN what "Covid Protocol" was and LPN #2 
replied that it was to protect the resident from 
contracting Covid-19.  
She then stated that before she would enter 
resident's room that was on isolation for 14 days, 
that she would wear a surgical mask, gloves and 
disposable isolation gowns. She admitted that 
she did not wear eye protection such as a face 
shield and revealed that the facility only brought 
face shields up to the unit after the surveyor 
inquiry. 
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On 10/16/2020 at 12:55 PM, the surveyors 
interviewed the LPN UM #2 for the 1st floor 
sub-acute unit.  The LPN UM #2 stated that the 
policy for donning PPE for the new admissions 
and the readmissions were to apply gowns, 
gloves, surgical mask and goggles or face 
shields before entering the resident's room.  She 
added that the staff were not wearing the face 
shields or eye protection because the residents 
under investigation (PUI's) do not have a 
confirmed diagnoses of Covid-19, but admitted 
that is was the policy to wear the face shields in 
the PUI rooms.

On 10/16/2020 at 01:15 PM, the surveyors 
interviewed the Infection Preventionist 
Registered Nurse (IP RN) who stated that staff 
were educated on all Persons Under 
Investigation (PUI's - residents re-admitted or 
admitted from the hospital) and that these 
residents were to be quarantined for 14 days to 
assure that they did not have the Covid-19 virus. 
She confirmed that when staff enter a PUI room 
that the staff should donn full PPE such as a 
gown, gloves, eye goggles/face shield and 
surgical mask.  She added that the staff should 
only wear a N95 mask when the resident was 
confirmed positive for Covid-19. The IP RN 
indicated that the staff was reinforced weekly 
regarding proper PPE for PUI residents.

The IP RN provided the surveyor with an 
Educational Curriculum for Covid-19 which 
indicated that there were four cohorts for 
residents in the facility and residents identified as 
Cohort 4 were admissions and readmissions

The IP RN provided the surveyor with a list of 8 
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current Cohort 4 resident's that were in the 
building and also provided their lab results which 
indicated that all 8 residents currently under 
investigation (PUI) were 

On 10/16/2020 at 01:20 PM, the surveyors 
interviewed the Director of Nursing (DON) who 
stated that staff were educated or in-serviced 
weekly by the IP RN on what type of PPE was to 
be worn in the resident's rooms that were PUI.  
She confirmed that the staff should wear gowns, 
gloves, surgical mask and face shields and 
goggles before entering the PUI rooms.  She 
added that it was the responsibility of the nursing 
staff to assure that the isolation carts were 
stocked with the appropriate PPE supplies.

On 10/16/2020 at 2:00 PM, the surveyors 
interviewed the Administrator who also confirmed 
that the staff should have followed the isolation 
signs that were posted on the doors of the 
residents that were on isolation for (PUI) and 
should adhere to the postings and what PPE 
should be worn.

The IP RN provided the surveyor with facility 
Education/In-service Training Records dated 
08/26/20, 09/01/2020 and 10/01/2020 and titled, 
"Testing, Handwashing, PPE, Cohorts and Signs 
and symptoms of Covid-19" and the educational 
curriculum, with staff signatures that reflected 
that the staff had training in regards to donning 
PPE for residents in cohort 4.

The facility policy dated 9/4/2020 and titled, 
"Coronavirus, Prevention and Control" indicated 
that residents that were (Cohort 4) residents are 
new admissions or re-admissions within 14 days 
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F 880 Continued From page 10 F 880
of entry to the facility Covid-19 transmission 
-based-precautions will be implemented for these 
residents for the first 14 days of stay.  If the 
resident remains asymptomatic for the duration 
of this time, the resident will be moved to a 
Cohort area 3.  The policy indicated that 
COVID-19 Transmission-Based Precautions 
included: 

 -For staff entering the resident's room/providing 
care: use N95 or equivalent, eye protection, 
gown and gloves. 

NJAC 8:39 - 19.4(a)
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