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C #: Covid-19 Infection Control Survey
Sample: 8

Census: 76

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 not implemented the CMS
and Centers for Disease Control and Prevention
(CDC) recommended practices to prepare for
COVID-19.

F 885 Reporting-Residents,Representatives&Families F 885 1/12/23
SS=D CFR(s): 483.80(g)(3)(i)-(iii)

§483.80(g) COVID-19 reporting. The facility
must—

§483.80(g)(3) Inform residents, their
representatives, and families of those residing in
facilities by 5 p.m. the next calendar day following
the occurrence of either a single confirmed
infection of COVID-19, or three or more residents
or staff with new-onset of respiratory symptoms
occurring within 72 hours of each other. This
information must—

(i) Not include personally identifiable information;
(ii) Include information on mitigating actions
implemented to prevent or reduce the risk of
transmission, including if normal operations of the
facility will be altered; and

(iii) Include any cumulative updates for residents,
their representatives, and families at least weekly

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 01/10/2023

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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or by 5 p.m. the next calendar day following the
subsequent occurrence of either: each time a
confirmed infection of COVID-19 is identified, or
whenever three or more residents or staff with
new onset of respiratory symptoms occur within
72 hours of each other.

This REQUIREMENT is not met as evidenced
by:

C #: Covid-19 Infection Control

Based on record review and staff interviews, and
review of pertinent facility documents on 12/12/22
and 12/13/22, it was determined that the facility
failed to ensure resident representatives were
notified by 5 PM the next calendar day following
the occurrence of a NS EFREE
B T his deficient practice was identified for
3 of 3 sampled residents (Resident #1, #7 and
#8) reviewed for notifications and was evidenced
by the following:

The surveyor reviewed the] i ist and
revealed that a staff member, the EEEESENOQIO

Areview of the Iaboratory result
for the [jiiif indicated that the oo

on RN with o ‘RN result. It
was revealed that the result was ver|f|ed and
reported to the facility on .

On 12/13/22 at 8:30 AM, the VEIESINBIG)
I »rovided the surveyor copies of

the representative or family notification
documentatlons for the sampled residents. The
BN stated that resident's families were notified

via phone by the UEISCILY(GIEG)
|

) and these
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1. For the residents found to have been
potentially affected by the deficient
practice:

Families of Re3|dents #1, #7 and #8 were

and were informed that they will be
notified by 5pm the next calendar day

hours of each other. Weekly updates
from the Administrator will follow.

The nursing staff and the interdisciplinary
team were in-serviced on timely
notification of residents, families and staff
according to regulatory requirements and
facility protocol by 1/10/2023 by the
DON/ADON.

2. How will other residents be identified as
having the potential to be affected by the
same deficient practice and what
corrective action will be taken:

All residents have the potential to be
affected by the alleged deficient practice.
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communications were documented into the
resident's Progress Notes (PN). The surveyor
reviewed the phone communication

5PM foIIowmg the faC|I|tys first confirme

The iR
not explain why the resident's families or
representatives were not notified timely.

On 12/13/22 at 10:06 AM, the surveyor
interviewed the USEZCIEY()I(G)]
I o stated that the il
I /<re responsible for notifying res ent's
representatives or families when an S
B have been identified. She explained that
new e in the facility are discussed
during morning meetings and resident's families
are notified via phone call weekly. In addition,
nurses would notify families of residents
immediately after a test.
Furthermore, the [jiilil§ indicated that she was
unsure if resident's representatives were notified
the next day by 5SPM following the first confirmed
NJ Exec Order 26,401 ERUIYSMETN
agreed that the timely requirements for family
notifications and their facility's policy for
notification were not followed and could not
explain why they were not followed.

Review of the facility's policy titled "Infection
Prevention and Control Manual" under
"Notifications and Communication" indicated that
2. Contact and inform resident, their
representatives, and families of those in facilities
by 5 PM, the next calendar day following
occurrence of either a single confirmed infection
of COVID-19, or three or more residents or staff
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Notice was posted on 12/13/22 at the
entrance of every unit notifying families
and staff of the number of covid19 cases
in the facility listing mitigating actions to
prevent or reduce the risk of transmission.
All staff will be educated on notification of
residents, families and staff according to
regulatory requirements and facility
protocol by 1/10/23.

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

a. Facility Policy and procedure for
infection control was reviewed on
12/13/2022 by the Administrator and the
Director of Nursing and was found to be in
compliance with regulations.

b. RegIStered W|th HNJ Exec Order 26.4b11 On
12/19/2022 to deliver mass notification to
families and staff.

c. Written communication of positive
covid19 cases will be provided to all
patients.

d. Family and staff emails and cell phone
numbers were obtained and uploaded into
the 'S sYystem on 12/23/22.

e. Administrator / Designee will devise
the letter to be uploaded by the Social
Worker and sent to residents, families and
staff by 5pm whenever there is a single
confirmed infection of Covid19 , or three
or more residents or staff with new onset
of respiratory symptoms occurring within

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

Event ID: CI3811

Facility ID: NJ12001L

If continuation sheet Page 3 of 4



PRINTED: 04/16/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
315442 B. WING 12/13/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
TRINITAS HOSPITAL 655 EAST JERSEY STREET
ELIZABETH, NJ 07206
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D 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 885 | Continued From page 3 F 885
with new onset of respiratory symptoms occurring 72 hours of each other.

within 72 hours of each other.

4. How will the corrective actions be
NJAC: 8:39-13.1 (c) monitored to ensure the deficient practice
will not recur:

The facility administrator/designee will
audit all notifications to family, residents
and staff to ensure that they were notified
in a timely manner according to facility
and regulatory requirement. The results of
the audits will be quantified and forwarded
to the QAPI committee for review and
recommendations for duration of the
auditing.

The administrator/Designee will be
responsible for the auditing.
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