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F 000 INITIAL COMMENTS F 000

 Survey Date: 10/29/2020

Census: 48

Sample:  15

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
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 

F 880 11/11/20
SS=F
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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
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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F 880 Continued From page 13 F 880
 had mopped the room.   stated that uses 

a disinfecting product that kills COVID-19 diluted 
in the mop water.   stated that changes 
the mop water and mop head every three 
resident rooms that did not have COVID-19 and 
that it would get changed after cleaning every 
COVID-19 positive rooms.   confirmed the 
Red Zone was designated as COVID-19 positive 
and that it was the last room to clean for the day. 

 further confirmed  had taken  
housekeeping supplies out of the Red Zone into 
the Yellow Zone, acknowledging there was no 
designated housekeeping equipment for the Red 
Zone.  The Housekeeper could not speak to why 

 had mopped the Yellow Zone hallway after 
exiting the Red Zone without changing the mop 
head or mop water.   The Housekeeper showed 
the surveyor the locked Janitor's Closet which 
stored the chemicals and was a space for 
changing out mop water adjacent to the Red 
Zone.  The disinfecting product used in the mop 
water was on the Environmental Protection 
Agency (EPA) List N and effective against 
COVID-19.  

At , the two surveyors entered the Red 
Zone and there was no evidence of designated 
housekeeping equipment stored within the area.

At , the two surveyors interviewed the 
Unit Manager/Registered Nurse (UM/RN) who 
stated that the Red Zone should have designated 
housekeeping supplies or equipment to prevent 
cross contamination.  The UM/RN could not 
speak to if there were designated housekeeping 
supplies or equipment in the Red Zone. 

On  at  the surveyor 
interviewed the Housekeeping Director who 
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F 880 Continued From page 14 F 880
acknowledged there was no designated 
housekeeping equipment in the Red Zone until 
surveyor inquiry.   acknowledged that even 
though the mop water had the appropriate 
disinfectant cleaner effective against COVID-19, 
the Housekeeper should not have cleaned the 
Yellow Zone hallway after cleaning the room of a 
resident who tested positive for COVID-19.   
stated that the Housekeeper had been 
in-serviced that all mop water and mop heads are 
changed immediately after finishing cleaning a 
room of a resident who tested positive for 
COVID-19.    stated there was to be one mop 
head per room and that it gets placed in a clear 
plastic bag after use and immediately brought to 
the laundry room after use to be washed.   

A review of the in-service records dated  
and  reflected that the Housekeeper 
attended an in-service for Daily Isolation Room 
Cleaning and copies of the in-service records 
were also provided in the  of the 
employee.  

A review of a Cleaning and Disinfecting Audit - 
COVID-19 Audit dated  reflected that the 
Housekeeper had met the criteria including 
COVID-19 positive resident room:  
"Housekeeping cart does not enter the resident 
room...Mop Head is laundered after each use."  
The competency Audit did not address using 
designated supplies/equipment to the Red Zone.   
A review of the facility's COVID-19 Isolation 
Room Cleaning policy (also used in the 
Housekeeping in-service training's) revised 
5/2020, included that after finishing cleaning a 
room for a resident that tested positive for 
COVID-19, "Double bag all mops, sponges and 
cloths...delivered soiled mops, sponges, cloths to 
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F 880 Continued From page 15 F 880
laundry for laundering." 

According to the U.S. CDC guidelines, 
Responding to Coronavirus (COVID-19) in 
Nursing Homes updated 4/30/20, included "To the 
extent possible, restrict access of ancillary 
personnel (e.g., dietary) to the [COVID-19] unit. 
Assign environmental services [EVS] staff to work 
only on the unit. If there are not a sufficient 
number of EVS staff to dedicate to this unit 
despite efforts to mitigate staffing shortages, 
restrict their access to the unit. Also, assign HCP 
[Healthcare Personnel] dedicated to the 
COVID-19 care unit (e.g., NAs [Nursing 
Assistants) to perform cleaning and disinfection 
of high-touch surfaces and shared equipment 
when in the room for resident care activities. HCP 
should bring an Environmental Protection Agency 
(EPA)-registered disinfectant (e.g., wipe) from List 
N into the room and wipe down high touch 
surfaces (e.g., light switch, doorknob, bedside 
table) before leaving the room." 

5.  On  at , the two surveyors 
entered the Yellow Zone (person under 
investigation (PUI) area) located on the  
Unit. The two surveyors observed the Temporary 
Nursing Assistant (TNA) preparing to distribute 
the lunch trays on a meal cart to the residents on 
the  unit. 

At , the two surveyors observed an 
individualized isolation Personal Protective 
Equipment (PPE) cart outside Residen  
room.  (PPE is a barrier used to protect an 
individual's skin, mouth, nose, or eyes.) The TNA 
wore an N95 mask and started to apply PPE 
which included, a blue disposable gown and 
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F 880 Continued From page 18 F 880

At  the two surveyors observed the 
TNA touch and open three (3) drawers on the 
individualized PPE cart for Resident  in the 
Yellow Zone. then reapplied a new set of 
PPE without performing hand hygiene and 
returned to the Red Zone through the plastic 
barrier to assist Resident  who requested 
additional help. 
 
At , the two surveyors observed a 
designated individualized isolation PPE cart in the 
Red Zone, which the TNA did not use.

At , the two surveyors observed the 
TNA remove the PPE inside the Red Zone plastic 
barrier and exit the Red Zone. The TNA then 
went back to the individualized isolation PPE cart 
in front of Resident  room in the Yellow Zone, 
disinfected  face shield and then performed 
hand hygiene with an Alcohol-Based Hand Rub 
(ABHR).  did not disinfect the PPE cart in the 
Yellow Zone.

At , the two surveyors interviewed the 
UM/RN who confirmed if the TNA touched the 
PPE cart in the Yellow Zone prior to washing  
hands, it should be disinfected with a disinfectant 
wipe to prevent cross contamination between the 
Red Zone and Yellow Zone. The UM/RN stated 

 would disinfect the PPE cart right away.  

A review of the facility's Transmission Based 
Precautions policy reviewed 3/2020 included to 
"See CDC Guidelines for Isolation Precautions for 
more information regarding the CDC's 
recommendations for isolation precautions."  It 
further included that Respiratory protection is 
required when entering the room of a resident 
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F 880 Continued From page 23 F 880
of residents and staff to quickly identify signs of a 
communicable disease that could develop into an 
outbreak. 

7.  During the entrance conference on  
at , the COO stated that the dish 
machine used by the facility was a high 
temperature machine.  This type of dish machine 
kills germs and contaminants with hot water 
temperatures. It can be safely used to sanitize 
dishes and utensils, etc. for residents with any 
type of communicable disease.   During the 
entrance conference the DON stated that 
residents on the Yellow Zone (PUI unit) and Red 
Zone (COVID-19 positive unit) were provided with 
disposable meal trays.   stated that the 
residents on the Green Zone/non-ill non-exposed 
unit were given regular meal trays that would be 
washed after use. 

At , the surveyor reviewed the Dish 
Machine temperature log for the month of 

, which was provided by the 
Assistant Administrator.  According to the log, the 
minimum temperature for the rinse cycle to 
sanitize food service utensils and other 
equipment was 180 degrees Fahrenheit (F). The 
log revealed 21 instances out of 82 opportunities 
that the rinse cycle temperature was below 180 
degrees F. 

On  at  the surveyor 
observed the operation of the dish machine in the 
presence of the Food Service Director (FSD).  At 
that time, the rinse cycle was 190 degrees F. The 
FSD stated that  had never had a problem with 
the dish machine in two years.  also stated that 
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F 880 Continued From page 24 F 880
 had chlorine available to use as a sanitizer if 

the rinse cycle did not reach the proper 
temperature.

The surveyor then inquired about all the low 
temperatures that were recorded on the dish 
machine log. The FSD was unaware of the 
unacceptable rinse temperatures documented.  

stated that the one employee who had filled 
out the form in those instances may not have 
known how to read the dials on the machine. The 
employee did not .  stated 
that the employee had been working in the 
kitchen for one year. The FSD concluded that  
would sit down with the Food Service Worker 
(FSW) and try to explain how to record the 
temperatures. 

On at , the FSD stated that 
he was responsible for reviewing the dish 
machine temperature logs.   stated that  
usually checked to see that the boxes were filled 
in, but didn't examine the actual numbers.   
stated that  checked the operation of the 
machine daily and had never seen a problem.   
stated that  told the staff that, if there was ever 
a problem with the machine, to stop washing 
dishes and tell . The FSD stated that the 
"soap company" had been at the facility about two 
months ago for general maintenance, and they 
had checked the dish machine gauges at that 
time. stated that the company representative 
found no problem with the machine.

On  at , the surveyor again 
checked the dish machine.  The rinse 
temperature was 190 degrees F.  Using a T-stick 
thermometer, the surveyor was able to verify the 
machine's rinse temperature. The dish machine 
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F 880 Continued From page 26 F 880
recommendation.

NJAC 8:39-19.1, 19.2; 19.4; 19.5; 12.1
F 886 COVID-19 Testing-Residents & Staff

CFR(s): 483.80 (h)(1)-(6)

§483.80 (h) COVID-19 Testing. The LTC facility 
must test residents and facility staff, including
individuals providing services under arrangement 
and volunteers, for COVID-19. At a minimum,
for all residents and facility staff, including 
individuals providing services under arrangement
and volunteers, the LTC facility must:

§483.80 (h)((1) Conduct testing based on 
parameters set forth by the Secretary, including 
but not
limited to:
(i) Testing frequency;
(ii) The identification of any individual specified in 
this paragraph diagnosed with
COVID-19 in the facility;
(iii) The identification of any individual specified in 
this paragraph with symptoms
consistent with COVID-19 or with known or 
suspected exposure to COVID-19;
(iv) The criteria for conducting testing of 
asymptomatic individuals specified in this
paragraph, such as the positivity rate of 
COVID-19 in a county;
(v) The response time for test results; and
(vi) Other factors specified by the Secretary that 
help identify and prevent the
transmission of COVID-19.

§483.80 (h)((2) Conduct testing in a manner that 
is consistent with current standards of practice for
conducting COVID-19 tests;

F 886 11/11/20
SS=D
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F 886 Continued From page 28 F 886
evidenced by the following:  

According to the U.S. Centers for Disease Control
and Prevention (CDC) guidelines, Preparing for 
COVID-19 in Nursing Homes updated 6/25/2020 
included guidelines to "Create a Plan for Testing 
Residents and Healthcare Personnel [HCP] for 
SARS-CoV-2 [COVID-19]" It specified that, 
"Testing for SARS-CoV-2, the virus that causes 
COVID-19, in respiratory specimens can detect 
current infections (referred to here as viral testing 
or test) among residents...in nursing homes. The 
plan should align with state and federal 
requirements for testing residents...for 
SARS-CoV-2 and address: Triggers for 
performing testing (e.g., a resident...with 
symptoms consistent with COVID-19, response 
to a resident or HCP with COVID-19 in the facility, 
routine surveillance); ...A procedure for 
addressing residents or HCP who decline or are 
unable to be tested (e.g., maintaining 
Transmission-Based Precautions until 
symptom-based criteria are met for a 
symptomatic resident who refuses testing). 

According to the U.S. CDC's "Clinical Questions 
About COVID-19" updated 10/5/20 included that 
"If a resident is asymptomatic [without signs and 
symptoms of COVID-19] and declines testing at 
the time of facility-wide testing, decisions on 
placing the resident on Transmission-Based 
Precautions for COVID-19 or providing usual care 
should be based on whether the facility has 
evidence suggesting SARS-CoV-2 transmission 
(i.e., confirmed infection in HCP [Health Care 
Personnel] or nursing-home onset infection in a 
resident)." 

On  at , the surveyor 

was given on policy and procedure that 
resident would remain in the PUI zone 
indefinitely or until resident resumed 
COVID-19 testing with negative results. 
C. Resident - Responsible Party 
educational counseling given on policy 
and procedure that resident would remain 
in the PUI zone indefinitely or until 
resident resumed COVID-19 testing with 
negative results.

ELEMENT #2- Identification of resident 
with the potential to be affected in the 
same manner and corrective actions
A. All residents had the potential to be 
affected by this deficient practice.
B. List was utilized by nurses to ensure all 
residents with transmission-based 
precautions have the proper 
transmission-based precaution.
C. Documentation of Refusal of Testing 
will be reviewed and documentation in 
medical record.
ELEMENT #3- Systemic changes made to 
prevent recurrence
A. Director of Nursing reviewed and 
revised the policy and procedure of 
Transmission Based Precautions and 
Surveillance to include Residents Who 
Refuse COVID-19 Testing.
B. All Nurses have been in-serviced on 
the policy and procedure of Transmission 
Based Precautions and Surveillance with 
focus on  Residents Refusing COVID-19 
Testing .
C. In service will concentrate on the 
following:
(I) Identification of residents with 
infections or potential for infections.
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, respectively.   stated that both 

residents declined testing when the outbreak 
began on  but have no clinical signs or 
symptoms of COVID-19. 

A review of the facility's COVID-19 Plan for 
Testing Residents and Staff in Compliance with 
Executive Directive #20-013 implemented 
5/14/2020 included, "If a resident refuses to be 
tested in the facility, notification is made to any 
authorized family members or legal 
representatives of this decision, and continue to 
check temperature on the resident daily.  Onset 
of temperature or other symptoms consistent with 
COVID-19, resident will be treated as Persons 
Under Investigation and require immediate 
cohorting in accordance with the Plan.  At any 
time, the resident may rescind their decision not 
to be tested."  The plan did not differentiate a 
procedure for residents that refuse testing during 
an active in-facility transmission of COVID-19, or 
if no transmission was occurring within the facility. 
The procedure did not address placing 
asymptomatic residents who refuse testing on 
Transmission Based Precautions during an active 
facility outbreak of COVID-19 in accordance with 
U.S. CDC guidelines.

NJAC 8:39-27.1 (a)
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