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F 0830 Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on observation, interview, and review of pertinent facility documents, it was determined that the facility failed to
harm or potential for actual | ensure: a) the roommates of residents that were confirmed positive for COVID-19 were identified as potentialy infected
harm and placed on transmission-based precautions for 4 of 11 residents identified as exposed to the novel coronavirus (Resident #1, #2,

#3, and #4), and b.) the same gown was not worn when caring for different residents who were on droplet precautions for having been
Residents Affected - Few | exposed and potentially incubating [MEDICAL CONDITION] in accordance with nationally accepted guidelines

for infection prevention and control for COVID-19. This deficient practice was identified for 2 of 4 nursing staff on 1 of

4 floors (Fourth Floor A-Side). The evidence was as follows: On 5/27/2020 at 8:20 AM, the surveyor conducted an entrance
conference with the Licensed Nursing Home Administrator (LNHA), the Assistant LNHA, and the Director of Nursing (DON). The

LNHA informed the surveyor that the facility had a current COVID-19 outbreak that began on 3/26/2020, and recently they had
conducted facility-wide re-testing for COVID-19 for al their residents. The LNHA and DON stated that the facility had

begun their first round of weekly testing for all residents that had initially tested negative for [MEDICAL CONDITION].

The DON stated that on Saturday 5/23/20 they became aware of four residents that had tested positive for COVID-19 that

were all asymptomatic (experiencing no acute symptoms). Those residents were moved to the designated COVID-19 unit on the
Fourth Floor A-Side. The DON confirmed the four residents that had tested positive for COVID-19 had roommates that had
tested negative for [MEDICAL CONDITION]. The DON stated to the surveyor that those residents were tested on [DATE] and
results were reported on 5/23/20 and 5/24/20. The DON stated that the roommates had tested negative for [MEDICAL
CONDITION], and that they were continuing to watch them for symptoms. The surveyor inquired about the layout of the

building and how the facility was cohorting (treating as a group) their residents. The DON stated that the Third Floor was

along term care floor and was designated for residents that had all tested negative for [MEDICAL CONDITION]. The LNHA
and DON both stated that the Fourth Floor A-side was for new admissions from the hospital and residents that had tested

positive for COVID-19. The surveyor inquired about identifying residents that were exposed to [MEDICAL CONDITION], and

the DON stated that the only residents the facility were treating as though exposed to [MEDICAL CONDITION] were the new
admissions from the hospital, and those residents go to the Fourth Floor A-Side, and are placed on transmission-based

precautions for 14 days, even if they had tested negative for [MEDICAL CONDITION]. The DON added this was because the
facility wasn't aware of exposure status of the new admissions and they are treated as if potentially positive in their own rooms. The
DON stated that the facility only had four residents that were actively being quarantined for testing positive

COVID-19 on the Fourth Floor A-Side and they were on droplet precautions (alevel of precaution to prevent the spread of
infection that is transmitted by droplet and includes the use of personal protective equipment of a gown, gloves, face

mask, and eye protection/face shield). The DON stated that the other residents on the current census that had once tested

positive for [MEDICAL CONDITION] were now recovered. At 10:15 AM, the LNHA stated to the surveyor that the facility had

an adequate supply of PPE including gowns, gloves, and KN-95 masks. The surveyor inquired how long their supply of PPE
should last them, and the LNHA indicated awhile. The surveyor observed at least three dozen large boxes of PPE supplies

inside an office which were marked to include gloves, lab coats/gowns, and masks. The LNHA stated that she had been

reporting the PPE inventory par levels to the New Jersey Department of Health (NJDOH) daily. 1. The surveyor reviewed the
resident census report by unit dated 5/27/20, the cumulative resident infection linelist, alist of the residents who

tested positive for COVID-19 on 5/21/2020 and a list of their roommates. A review of the data revealed that the

resident's who tested positive for [MEDICAL CONDITION] al resided on 1 wing out of four units, Third Floor B-Side. A
review of the daily census for 5/27/20 revealed that the four roommates (Resident #1, #2, #3, and #4) of the four residents that had
tested positive for COVID-19 were still residing on the Third Floor B-Side in private rooms. According to the

U.S. Centers for Disease Control and Prevention (CDC) Responding to Coronavirus (COVID-19) in Nursing Homes, last reviewed
4/30/2020 included, Roommates of residents with COVD-19 should be considered exposed and potentially infected and, if at

all possible, should not share rooms with other residents unless they remain asymptomatic and/or have tested negative for (COVID-
19) 14 days after their last exposure (e.g. date their roommate was moved to the COVID-19 care unit.) . HCP (Health

Care Personnel) should use all recommended COVID-19 PPE (personal protective equipment) for the care of all residents on
affected units (or facility wide if cases are widespread); this includes both symptomatic and asymptomatic residents. On

the same day on 5/27/20 at 11:20 AM, the surveyor interviewed the facility's Infection Preventionist/Registered Nurse

(IP/RN). The IP/RN stated that the facility utilized the guidelinesissued by the U.S. CDC for COVID-19, aswell as

guidelines issued by the NJDOH. At 12:16 PM, the surveyor toured the Third Floor B-side with the facility's IP/RN. The

surveyor observed the rooms of Resident #1, #2, #3 and #4. There was no evidence that the residents were on

transmission-based precautions. There were no stop signs outside the doors and no evidence of accessible PPE on the wing.

At 12:26 PM, the surveyor interviewed the Licensed Practical Nurse (LPN) for the B-Side who stated that COVID-19 can spread
through the air and through droplets by a cough, sneeze or touching of a surface that has[MEDICAL CONDITION] on it. She
stated that symptoms of COVID-19 included afever, coughing, diarrhea, body aches, and loss of appetite. She acknowledged a
change in the resident's baseline would cause a concern for possible COVID-19 in the elderly on her unit. She stated that

if aresident exhibited any symptom she would notify the physician and isolate the resident because the resident could have possible
COVID. The surveyor asked what she meant by isolate the resident and the LPN stated staff would have to wear full

PPE when entering the room such as an N-95 respiratory mask, a gown, gloves and a face shield. She stated that the resident should
also have their own private room if possible. The LPN stated that all of the residents on the B-Side wing had tested negative for
COVID-19 and no residents on her wing were currently on transmission-based precautions. At 12:42 PM, the

surveyor observed a Housekeeper with her cart outside of aresident room on the Third Floor B-Side. The Housekeeper was
wearing a surgical mask and gloves. The Housekeeper informed the surveyor that she just started working at the facility

this month and they had trained her how to clean the resident rooms and bathrooms. The surveyor asked if she cleans each

resident room in any particular order, and she stated if there was a stop sign outside the resident room, she would do

those rooms last because she would need to speak to the nurse first. The surveyor asked if there were any rooms on the

B-Side that had a stop sign with a message that indicated to stop and see the nurse before entering, and the Housekeeper

stated that there were no residents on the Third Floor B-Side that had the stop sign or a PPE bin, so therefore she could

just clean all the roomsin no particular order. She confirmed that if any resident had tested positive for COVID-19,

they wouldn't be on this unit. The Housekeeper stated that if she was cleaning aresident room and the resident began to

cough or have another symptom of COVID-19, she would go tell the nurse right away. At 12:47 PM, the surveyor observed the
private room of Resident #1. The door was wide open and the surveyor observed Resident #1 awake in bed not wearing a mask.
The resident made a friendly wave at the surveyor, and the IP/RN stated that the resident did not speak adequate English to be
interviewed. The IP/RN stated that the resident had been a roommate of aresident that tested positive for COVID-19 6

days ago on 5/21. There was no evidence that Resident #1 was placed on droplet precautions. At 12:50 PM, the surveyor
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observed the private room of Resident #2. The resident's door was closed and there was no evidence that the resident was on droplet
precautions. At that time, the surveyor knocked on the door, and CNA #1 opened the door. CNA #1 was wearing a

surgical mask, a hairnet and apair of gloves. She was not wearing a gown or eye protection/face mask. At that time, the

surveyor observed Resident #2 in bed with afour ounce apple juice in front of him/her. CNA #1 stated that she had just

finished feeding the resident lunch but stated that the resident didn't want to eat much and that was his’her normal. At

that time, the surveyor observed CNA #1 pick up the apple juice and assist the resident to drink the juice. The surveyor

asked CNA #1 if Resident #2 had aroommate and CNA #1 stated that the resident used to have aroommate who got tested for
COVID-19 and that she didn't know the results of the test or why the roommate was moved. CNA #1 stated that she didn't work over
the weekend, so it was likely the resident was moved to another room over the weekend but that she didn't know why.

CNA #1 stated that the resident who used to share aroom with Resident #2 was ambulatory with assistance and would use the

bathroom. She further stated that when she provided care she would wear an N-95 mask and gloves, but that there were no

special precautions for Resident #2. She acknowledged she did not need to wear a gown when entering the resident room or to feed
and she acknowledged she wasn't wearing a gown now. The CNA #1 stated that the facility told her that none of the

residents on the unit required her to wear PPE, because the residents on the unit had tested negative for COVID-19. At

12:58 PM, the surveyor observed Resident #4 in bed by the window, the resident's eyes were closed and the door was fully

open. The resident was not wearing a mask. There was no evidence the resident was on transmission-based precautions. At

approximately 1 PM, the surveyor observed Resident #3 in bed by the door. The door was fully open and the resident was not
wearing a mask. There was no evidence that Resident #3 was on transmission-based precautions. At 1:02 PM, the surveyor

interviewed the LPN a second time who was wearing a N-95 mask and a white snap gown. The LPN stated that 4 residents had
tested positive for COVID-19 over the weekend and that the residents who tested positive were moved to the fourth floor on
Saturday 5/23/20. The surveyor asked about the roommates of the residents that tested positive for COVID-19, and the

LPN confirmed that Residents #1, #2, #3, and #4 were exposed to [MEDICAL CONDITION] because their roommates had tested

positive for [MEDICAL CONDITION]. She stated that if aresident was exposed, you keep testing them and wash your hands.

The LPN stated that she also has worn her white snap gown since this morning. She confirmed that none of the residents are

on transmission-based precautions, even if the the four residents were exposed. She stated Resident #1, #2, #3, and #4 had

tested negative for [MEDICAL CONDITION] on 5/21/20. All eight of the residents involved, both positive and negative were
tested on the same day. She acknowledged aresident can be asymptomatic with COVID-19 and she also stated that if a

resident tested negative for COVID-19, they could still get [MEDICAL CONDITION] at alater time. She stated that all the

residents on her unit were negative for COVID-19. At 1:10 PM, the surveyor interviewed the IP/RN who stated that the staff

were not required to wear an N-95 on the Third Floor. The IP/RN stated that none of the residents had symptoms of COVID-19. He
stated that COV1D-19 assessments were performed daily on all residents that are newly admitted to the facility, those

that tested positive or if they are symptomatic with COVID-19 symptoms. He added that if aresident tested negative for COVID-
19, the COVID-19 assessments were documented weekly, and vital signs are performed daily for all the residents. The

surveyor asked the IP/RN about how the facility identifies exposed residents. The IP/RN stated that exposure is any

resident or staff that tested positive for COVID-19 and came in contact with someone else. He added that exposure does

not necessarily mean (the case was) confirmed. He stated that we screen all staff daily and we test the residents (for

COVID-19) weekly. The IP/RN stated [MEDICAL CONDITION] can spread from resident to resident or staff to resident and vice
versa. The surveyor asked about the roommates of residents who tested positive for COVID-19, and the IP/RN replied,

Roommates absolutely can be affected by exposure and they are considered exposed. The surveyor asked what measures are

taken at the facility for residents that are considered exposed and asymptomatic and the RN/IP stated that Staff know to

follow standard precautions for Resident #1, #2, #3 and #4. He stated that PPE was not required when following standard
precautions, except for gloves, and he added that the facility had already implemented universal masking. He stated the

staff monitor vital signs, but he acknowledged that they monitor the vital signs for al the residents whether they were

exposed or not. The surveyor asked if they do anything different for the residents identified as exposed and asymptomatic,

and the RN/IP stated they purposely kept them in private rooms but there was no other precautions put in place other than

standard precautions. At 1:27 PM, the surveyor observed CNA #2 inside the room of Resident #1 with the door fully open. The CNA
was wearing a N-95 mask, gloves, and ahair cap. The CNA #2 was not wearing a gown or appropriate eye protection. The

CNA #2 stated that her supervisor had informed her that the resident's roommate had tested positive for COVID-19 and the
resident was subsequently moved to the Fourth Floor on Saturday 5/23/20 after her shift at 3 PM. The CNA #2 stated that the resident
was asymptomatic as far as they knew but he/she was not able to verbally communicate symptoms due to his’her

chronic medical state. The CNA #2 stated that she only follows standard precautions for Resident #1 but that the LNHA

provided one gown in the morning if it was needed. She stated that PPE was not kept on the unit and if they needed PPE they would
have to ask the IP/RN or the LNHA. At 1:38 PM, the surveyor interviewed CNA #3 who stated all of her assigned

residents, including Resident #3 and #4 were on standard precautions. The CNA #3 confirmed that the roommates of Resident

#3 and #4 had tested positive for COVID-19 and they were moved to the Fourth Floor. She stated that she washes her hands
before and after resident contact. She confirmed there was no PPE accessible on the unit and she would have to ask the

IP/RN to bring PPE upstairsiif it was needed. She stated that the unit had surgical masks and gloves available on the unit

but anything further she may need, she would have to ask. 2. On 5/27/2020 at 1:55 PM, the surveyor toured the Fourth Floor
A-Side with the RN/IP. The surveyor observed that the A-Side was separated by a set of closed double doors with signs

posted on the doors that indicated to stop and see nurse and Droplet Precautions. Outside the double doors was asingle

plastic bin storing PPE that included eighteen (18) yellow storm ponchos, N-95 masks, three individually packaged surgical

gowns and gloves. The RN/IP stated that that the A-Side consisted of the four COVID-19 positive residents and the newly
admitted residents from the hospital that had tested negative for COVID-19. He stated that before entering through the

A-Side doors, full PPE must we worn including gown, gloves, N-95 mask, and a face shield or eye protection. He stated that

all the residents behind the doors were on droplet precautions because they were either exposed to COVID-19 or had tested

positive for COVID-19. He stated that if they had ared sign on the door frame, it indicated that the resident was

positive for COVID-19 and the other residents that didn't have that a red sign were negative for COVID-19 but droplet

precautions were still needed. After donning the PPE, the surveyor and IP/RN entered the Fourth Floor A-Side wing. The

surveyor observed that there was no accessible PPE within the unit, and inside of the closed double doors where both

COVID-19 positive residents and COVID-19 negative residents currently resided. At 1:58 PM, the surveyor observed CNA #4
wearing yellow waterproof pants with awaterproof jacket with a KN-95 mask, gloves, and a face shield entering aroom of a
resident who was on droplet precautions for a positive COVID-19 test result. After assisting the resident back to bed, The

surveyor observed CNA #4 perform hand hygiene, remove her PPE in avacant resident room and store the yellow pants and

jacket in avacant cabinet, and perform hand hygiene again and exit the double doors to get the resident some ice water.

Upon re-entry to the unit, she performed hand hygiene with al cohol-based hand gel (ABHG) and reapplied her yellow pants and
jacket and brought the ice water to the resident. At 2:17 PM, the CNA #4 stated that she wears the PPE within the unit

because it was a COVID-19 unit. The CNA #4 was able to appropriately identify which residents had tested positive for
COVID-19 and which residents were persons under investigation (PUI) for COVID-19. She pointed to the red sign on the door
that indicated those residents were positive for COVID-19. The CNA #4 stated that she only wears the yellow PPE for the
COVID-19 positive residents and she changes her PPE when she goes into the resident rooms that had tested negative for
[MEDICAL CONDITION]. She stated she assisted with care for the residents that tested negative for [MEDICAL CONDITION]
first on her shift and would end with the COVID-19 positive residents. She stated that she would put on agown and PPE at

the start of her shift and was able to wear the same gown when caring for the residents who tested negative. She stated

when it was time to care for the residents who were positive, she would have to go behind the closed set of double doors to get new
PPE. The surveyor asked why she had to go outside the double doors to get more PPE, and she stated because that's

the only place they keep the PPE. She stated there was no PPE kept within the double doors. She stated that she also sprays her
yellow waterproof pants and jacket at the end of her shift with a disinfectant agent and it would be kept in the vacant resident room in
the cabinet. At 2:26 PM, the surveyor observed the Assistant Director of Nursing (ADON) wearing full PPE

including agown, gloves, N-95 mask and a face shield, assist an unsampled resident who was just transported by ambulance

from the hospital to be admitted to the facility. The ADON stated that the resident had tested negative for COVID-19

while at the hospital and all residents readmitted  from the hospital were placed on droplet precautions and on the put

on Fourth Floor A-Side for observation. At that the surveyor observed the assigned Registered Nurse (RN) enter the newly
admitted resident room to perform vital signs wearing agown, gloves, N-95 mask, and face shield. Upon exiting the room,
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the RN cleaned the electronic vital sign machine with a disinfectant. The RN changed her gloves and performed hand hygiene. At
2:31 PM, the surveyor observed the ADON walk down the hall and enter another resident room that was identified to be

negative for COVID-19. The ADON was wearing the same blue single-use gown between the two residents that had been

identified as having tested negative for COVID-19. The ADON prepared to take a set of vital signs for the second

unsampled resident that had tested negative for COVID-19. At that time the surveyor observed the RN enter the resident

room with the ADON and while assisting the ADON made direct physical contact with the resident. The RN was also wearing the
same blue single-use gown between the two residents that tested negative. At 2:50 PM, the surveyor interviewed the RN who stated
that she rounds by starting to care for residents that test negative for COVID-19 and that she can wear the same

gown between resident rooms in which the residentstested negative. She states that when she has to go into the resident

roomsin which the residentstested positive for COVID-19, she would have to exit through the double doors and apply a

new set of PPE. She stated she could wear the same gown for residents that test positive for COVID-19 because they had the

same infection. She stated that there were no residents on the unit that had a multi-drug resistant organism (MDRO). The RN
confirmed that all the residents are on droplet precautions but could not speak to why they were on droplet precautions. At 3:05 PM
the RN returned to the surveyor and stated that she remembered why the residents were on droplet precautions on the unit because the
residents were exposed from the hospital, and they need to be on isolation even if they tested negative. She added that it was because
their interactions with others that may have been positive were unknown. She stated all the

residents on the unit were asymptomatic. At 3:26 PM, the surveyor interviewed the ADON at the nurses station outside of the unit.
The ADON stated that all the residents on the A-Side were on droplet precautions due to a positive [DIAGNOSES
REDACTED]. The ADON stated that nurse staff round on the residents that tested negative for [MEDICAL CONDITION] first
wearing one set of PPE and just changing the gloves. She stated that the same gown was worn between residents that tested
negative. After that the nurses have to change their PPE when going into the positive COVID-19 resident rooms. She stated the PPE

must be changed after going into aresident's room that tested positive, if they have to go into aroom where a

resident tested negative. The surveyor asked about the location of the PPE bin outside the double doors of the unit, and

the ADON acknowledged there was no PPE within the double doors. She confirmed staff can use the same gown between negative
rooms. The IP/RN who was present acknowledged that staff can wear the same gown between caring for residents who were
exposed and tested negative for COVID-19. The IP/RN acknowledged that the residents that tested negative could

potentially be incubating [MEDICAL CONDITION] for 14 days after the last date of exposure. At 4:25 PM, the IP/RN provided
the surveyor with the NJDOH issued Considerations for Cohorting COVID-19 patients in Post-Acute Care Facilities dated

5/11/20 which included, Cohort 2, Negative Exposed cohort group. IP/RN pointed to the section that the facility followed

for Resident #1, #2, #3 and #4 that indicated, Asymptomatic patients/residents should be closely monitored for symptom
development. He stated they were closely monitoring the exposed residents as the guideline reported to do. At approximately 4:45
PM, the surveyor reviewed the findings with the LNHA, Assistant LNHA, DON, IP/RN, and ADON. They were unable to speak

to the CDC guidelines for not sharing a gown between residents who tested negative or arationae as to why they were not
following that guideline. They also acknowledged that Resident #1, #2, #3, and #4 had |ast been exposed to [MEDICAL
CONDITION] as of Saturday 5/23/20 when their roommates were moved from their rooms for testing positive for COVID-19. They
acknowledged the exposed, asymptomatic residents were on standard precautions. The DON stated that had a resident been

exposed and became symptomatic during the monitoring that they would be placed on droplet precautions. The DON confirmed
that residents don't have to have symptoms to test positive for COVID-19. The facility administrative team were unable to

speak to why the Resident #1, #2, #3, and #4 were not on droplet precautions for exposure but the newly admitted

residents from the hospital were placed on droplet precautions for exposure. The LNHA acknowledged a second time that the

facility had an adequate supply of PPE to last an unspecified amount of time depending on results of COVID-19. She further

added that the local health department made an on-site visit on 4/14/2020 and no recommendations were made at that time. A
review of the U.S. CDC guidelines Preparing for COVID-19 in Nursing Homes last reviewed 5/19/20 specified a bolded section
that included, If extended use of gowns isimplemented as part of crisis strategies, the same gown should not be worn when

caring for different residents unlessit is for the care of residents with confirmed COV1D-19 who are cohorted in the same

area of the facility and these residents are not known to have any co-infections (e.g. MDRO). A review of the facility's

COVID-19 Personal Protective Equipment policy updated 5/19/20 included, in a situation where the gown is being used as part of
standard precautions to protect HCP from a splash, the risk of re-using a non-visibly soiled cloth isolation gown may be lower.
However, for care of patients with suspected or confirmed COVID-19, HCP risk from re-use of cloth isolation gowns

without laundering among (1) single HCP caring for multiple patients using one gown or (2) among multiple HCP sharing one
gown isunclear. The goal of this strategy is to minimize exposures to HCP and not necessarily prevent transmission between patients.
Further under the section of the policy entitled Prioritizing Gowns, included the U.S. CDC guidelines, If

extended use of gownsisimplemented as part of crisis strategies, the same gown should not be worn when caring for

different residents unlessit is for the care of residents with confirmed COVID-19 who are cohorted in the same area of the facility
and these residents are not known to have any co-infections. NJAC 8:39-19.1, 19.2, 19.4, 19.5
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