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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: 4/29/20

Census: 134

 

F 880

SS=D

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 

standards;

F 880 5/4/20
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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;

(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 

infection.  
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§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 review of 

other pertinent facility documents, it was 

determined that the facility failed to follow 

appropriate infection control practices and handle 

soiled personal protective equipment in a safe 

and sanitary manner during a COVID-19 

Focused Survey. 

This deficient practice was identified on 1 of 5 

nursing units (Unit #4), and was evidenced by the 

following:

On 4/29/20 at 11:20 AM, during the initial tour of 

the facility, the surveyor interviewed the Unit 

Manager of Unit #4 regarding the availability and 

storage of Persona Protective Equipment (PPE) 

(specialized clothing or equipment worn by 

employees for protection against safety hazards, 

i.e., gowns, gloves, face masks or face shields). 

The UM stated that the facility stored gowns for 

the employees to wear over their uniforms during 

resident care in the clean utility room. The UM 

accompanied the surveyor into the clean utility 

room where both clean linens and supplies were 

stored. 

When the UM opened the door to the room there 

was a blue, cloth gown that was hung from the 

top shelf of a three-tiered wire rack that was 

draped over shelving that contained bed linens, 

sheets, towels, and gowns for both employee and 

resident use. The UM immediately removed the 

gown from the rack and stated that it should not 

have been there. 

 The soiled gown was immediately 

removed from the clean linen closet.  All 

clean linens were laundered and 

replaced.  The clean linen room was 

disinfected before new linens were placed 

in there.

All residents may be at risk for this 

practice. 

Education was immediately provided to 

the nurse regarding the storage of dirty 

gowns and the infection control policy and 

procedure.Staff, including agency 

personnel, were then re-educated on the 

same policies. 

The Nurse Educator/Assistant Director of 

Nursing will audit the clean utility rooms 

three times per week for four weeks to 

ensure that soiled gowns are placed in 

the soiled utility room. Results of these 

audits will be reviewed and reported 

during no less than quarterly QAPI 

Committee meetings.
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The UM left the clean utility room and spoke with 

a nurse who was seated at the nurse's station. 

She returned and stated that the agency nurse 

(contracted employee) hung the gown in the 

clean utility room because she thought that she 

had to wear the same gown. She stated that she 

told the agency nurse that there were more 

available and all that she had to do was ask. The 

UM further stated that she would call 

Housekeeping to have the clean utility room 

cleared of it's contents and cleaned. 

At 11:58 AM, the surveyor interviewed the 

Agency Registered Nurse (ARN) who stated that 

she was a travel nurse employed by an outside 

agency. The ARN further stated that she was 

assigned to care only for COVID-19 positive 

residents and wore the same gown over her 

uniform as she rendered care which included 

medication administration and vital signs 

(temperature, heart rate, and pulse oximetry, i.e. 

probe placed on finger to measure oxygen level 

in the blood) which required direct resident 

contact. 

The ARN stated that she hung the gown that she 

had previously worn to care for COVID-19 

positive residents on the top rack of the linen cart 

to the left of the cart which was in the same 

vicinity where clean bed linens and resident 

gowns were located on the second shelf. She 

further stated that she thought that she was 

supposed to hang it up after she exited the 

corridor dedicated to COVID residents on the unit 

for later use. 

The ARN accompanied the surveyor into the 

clean utility room and identified the area where 
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she hung the gown. The surveyor noted that the 

contents of the clean utility room had not yet 

been discarded and the area did not appear to 

have been cleaned after the UM removed the 

soiled gown from the three-tiered linen cart. 

At 12:15 PM, in a later interview with the UM, 

she stated that all of the supplies and linens 

stored in the clean utility room had to be 

removed and laundered because the ARN placed 

a contaminated gown in there and all of that 

"stuff" was contaminated. She stated that she 

would call Housekeeping again to have the area 

cleaned. 

At 1:10 PM, the surveyor interviewed the Center 

Nurse Executive (CNE) who stated that there 

shouldn't be any soiled gowns in the clean utility 

room. She further stated that all nurses were 

trained to remove their gowns in the doorway of 

a resident's room, place it in a plastic bag, and 

place the bag in the dirty utility room to be 

laundered. 

At 2:25 PM, in a later interview with the UM, she 

stated that after the surveyor came to her a 

second time about the status of the clean utility 

room she removed the contaminated linens from 

the three- tiered wired rack and cleaned the 

shelves herself with bleach cleaner applied to 

paper towels that she obtained from 

Housekeeping. She further stated that she 

cleaned the room herself because she feared 

that if she waited any longer someone may have 

utilized contaminated linens for resident use. 

At 3:50 PM, in a later interview with the ARN, 

she stated that she made a dumb mistake by 

hanging the soiled gown used to care for 
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COVID-19 positive residents in the clean utility 

room. She stated that she was instructed that she 

could wear the same gown continuously as the 

residents on her assignment all tested positive 

for COVID-19. She stated that it was her second 

day working at the facility and her first day 

assigned to Unit #4. She explained that she was 

told that she could not wear a gown behind the 

nurse's station, so she hung the soiled gown up 

in the clean utility room because she thought that 

was the right thing to do. 

The surveyor reviewed the facility policy, 

"Washable and Disposable Gown Use and 

Reuse," (dated 4/11/20) which revealed the 

following:

"When gown is removed, staff member needs to 

place in plastic bag and tie bag closed. The 

bagged gown can then be mixed with other linen 

or taken to the soiled utility room and placed in 

soiled laundry hamper."

NJAC 8:39-19.4
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