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Survey Date: 5/4/22
Census: 78
Sample: 5

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 as it relates to the implementation of
the CMS and Centers for Disease Control and
Prevention (CDC) recommended practices for
COVID-19.

F 880 | Infection Prevention & Control F 880 6/15/22
SS=D | 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
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conducted according to §483.70(e) and following
accepted national 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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§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
records, it was determined that the facility failed
to practice appropriate hand hygiene for 3 of 7
staff observed in accordance with the Centers for
Disease Control and Prevention guidelines for
infection control to mitigate the spread of
COVID-19.

This deficient practice was evidenced by the
following:

According to the U.S. CDC guidelines Hand
Hygiene Recommendations, Guidance for
Healthcare Providers for Hand Hygiene and
COVID-19, updated 5/17/2020 included, "Hands
should be washed with soap and water for at
least 20 seconds when visibly soiled, before
eating, and after using the restroom." It further
specified the procedure for hand hygiene which
included, "When cleaning your hands with soap
and water, wet your hands first with water, apply
the amount of product recommended by the
manufacturer to your hands, and rub your hands
together vigorously for at least 15 seconds,
covering all surfaces of the hands and fingers.
Rinse your hands with water and use disposable
towels to dry. Use a clean towel to turn off the
faucet. Other entities have recommended that
cleaning your hands with soap and water should
take around 20 seconds. Either time is
acceptable. The focus should be on cleaning your
hands at the right times."
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2. How the Corrective Action will be
Accomplished for those residents found to
have been affected by the Practice.

No residents were affected. An
immediate inservice of CNA #1, CNA #2
and LPN/Unit Manager on handwashing,
hand hygiene policy and procedure were
provided, including observation for return
demonstration competency.

3. How the Facility will identify other
residents having the potential to be
affected by the same deficient practice.
Residents have the potential to be
affected by the practice.

4. What measures will be put into place
or what systemic changes will be made to
ensure that the deficient practice will not
recur.

The Facility conducted an in-depth Root
Cause Analysis (RCA) on the event
related to the handwashing concern and
found that the staff knew the protocol and
handwashing practices of facility as they
were previously inserviced/educated on it.
However, the staff shared that they were
not used to being observed by State
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1.) On 5/3/22 at 11:52 AM, the surveyor observed
the Licensed Practical Nurse/Unit Manager
(LPN/UM) perform handwashing for 10 seconds.
The LPN/UM did not wet her hands before
applying soap. The surveyor also observed that
the LPN/UM did not use a clean towel to turn off
the faucet.

2.) On 5/3/22 at 11:57 AM, the surveyor observed
Certified Nursing Assistant (CNA) #1, assigned in
a non-COVID unit perform handwashing for 8
seconds. CNA #1 did not wet her hands before
applying soap. CNA #1 was observed scrubbing
her hands with soap for 3 seconds then continued
to scrub her hands under the running water for 5
seconds. The surveyor also observed that the
CNA #1 did not use a clean towel to turn off the
faucet.

3.) On 5/3/22 at 12:50 PM, The surveyor
observed CNA #2, who was assigned in the
COVID unit perform handwashing. The surveyor
observed CNA #2 scrub their hands with soap for
17 seconds.

A review of the facility's Policy and Procedure
titled, "Handwashing/Hand Hygiene" that was
provided by the facility revealed under procedure
"Washing Hands" 1. Wet hands first with water,
apply soap and vigorously rub hands together
creating friction to all surfaces for a minimum of
20 seconds (or longer). 2. Rinse hands
thoroughly under running water. Hold hands lower
than wrists. Do not touch fingertips to inside of
sink. 3. Dry hands thoroughly with paper towels
and then turn off faucets with a clean, dry paper
towel."

surveyors which resulted in them
becoming nervous. An immediate
inservice, reinforcement and
competencies were conducted by the
Facility Educator to CNA #1, CNA #2 and
the LPN/Unit Manager. The three staff
members demonstrated competency.
The Facility Educator or designee
re-educated staff regarding the
Handwashing/Hand Hygiene policy
including a return demonstration.

The Facility or designee will utilize the
handwashing/hand hygiene tool during
audit and competency observation.

5. How the Facility will monitor its
corrective actions to ensure that the
deficient practice will not recur i.e. what
quality assurance program will be put into
place

The Facility Educator or designee will
conduct handwashing audit upto 10 staff
weekly for four weeks, then 10 staff per
twice monthly for two months.

The Facility Educator or designee will
continue random audits thereafter upto 10
per month.

Results of the hand hygiene audits will be
reported at the Quality Assurance
Performance Improvement committee
meetings on a monthly basis for three
months for review and to determine the
need for further educations or revisions to
the plan.

6. Directed In-Servicing Training
completion

a. Module 1 - Infection Prevention and
control program - training provided to
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On 5/4/22 at 12:05 PM, the surveyors met with
the Administrator, Regional Administrator, and
Director of Nursing and were made aware of the
above concerns. They all responded and
specified that handwashing should be at least 20
seconds.

NJAC 8:39-19.4 (a) (1) (n)

topline staff and infection preventionist.
https://www.train.org/main/course/108135
0 (topline staff and infection preventionist)

b. CDC Covid-19 Prevention messages
for front line longterm care staff: Keep
Covid 19 out! - training provided to front
line staff. https://youtu.be/7srwrFOMGdw

c. CDC Covid 19 Prevention Messages
for front line longterm care staff: Clean
Hands - training provided for front line
staff. https://youtu.be/xmYMUIly7qiE

d. Module 7 - Hand Hygiene - provided for
all staff including top line staff and
infection preventionist.
https://www.train.org/main/course/108106

e. Module 6A - Principles of Standard
Precautions - provided for all staff
including top line staff and infection
preventionist.
https://www.train.org/main/course/108180
4
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This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been
corrected and the date such corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC
provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on

the survey report form).
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