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Policy 1.0

Overview of the Infection Prevention and Control Strategies
for Risk Reduction during the COVID-19 Pandemic
Policy Statement
The strategies to prevent and control the current outbreak of COVID-19 are based on the facilities’ current
policies for infection control and emergency response as well as emerging guidelines and directives specific to
COVID-19 from the Centers for Disease Control and Prevention (CDC) and the New Jersey Department of
Health.
The overall infection prevention and control programs (IPCPs) that are in place at each facility were established
and in place prior to the development of the COVID-19 situation and have been enhanced to manage the current
pandemic. The IPCP is managed at each facility by the Infection Preventionist (IP) who is a nurse by training that
is dedicated to the role of infection control, and who has received specialized infection prevention and control
training. The facility’s “Infection Control Committee” has oversight of the IPCP and serves as the approving
group the Infection Preventionist’s requests and/or recommendations including policies, procedures, protocols,
practices and products related to infection control. The Administrator and Director of Nursing Service (DON) at
each location work closely with the facility Infection Preventionist for management of all infection control related
issues, including COVID-19.

Policy Interpretation and Implementation
COVID-19 Emergency Response:
1. Infection prevention and control measures are based on established CDC guidelines governing all
communicable diseases and those developed specifically for coronavirus disease (COVID-19).
2. Disaster Response and Continuity of Operations Planning are based on this facility’s existing Emergency
Preparedness and Outbreak Response Plans for Infectious Disease Threats
3. Prevention and control of COVID-19 in the facility are focused on the following strategies:
a. Emergency Management:
(1) Structure for Planning and Decision Making; and
(2) Development of a COVID-19 Plan/Mitigation Strategy.
b. Elements of the COVID-19 Plan/Strategy:
(1) Infection Prevention and Control;
(2) Communications:
a) Public health authorities; and
b) Residents and families;
c) Staff
(3) Management of Supplies and Resources;
(4) Identification and Management of Ill residents;
(5) Visitation Practices;
(6) Cohorting;
(7) Employee Screening and management;
(8) Staff Education and Training; and
(9) Surge Capacity Strategies:
a) Staffing; and
Revised date: 8-10-20
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b) Supplies and Equipment.
4. The details and progress of the facility’s preparedness strategies should be managed by completion of the
“Coronavirus Disease 2019 (COVID-19) Preparedness Checklist for Nursing Homes and other LongTerm Care Settings from the CDC” located at https://www.cdc.gov/coronavirus/2019ncov/downloads/novel-coronavirus-2019-Nursing-Homes-Preparedness-Checklist_3_13.pdf
Facility Infection Control Key Points Related to COVID-19 Management
1. The facility follows the Centers for Disease Control and Prevention’s (CDC’s) guidelines for healthcare
facilities for infection control as well as their recommendations for COVID-19.
2. Standard Precautions: The first level of basic infection prevention that is to be practice in healthcare for
all residents/patients regardless of diagnosis is known as “Standard Precautions”. Included is the practice
of hand hygiene before and after patient care, and the proper use of barriers when needed (gloves, gowns
and face covering).
3. Transmission-based Precautions: The second level or “tier” of basic infection prevention and control is
known as “Transmission-based Precautions” This includes several types of “isolation” precautions that
can be used in addition to Standard Precautions under certain circumstances to prevent the transmission
of microorganisms from the resident to others in their environment. The categories of isolation are based
on how the germs are transmitted including:
a. Contact Precautions-used for certain resistant organisms, draining wounds that can’t be
contained, scabies, head lice, etc.
b. Contact-Enteric Precautions-C. difficile infections
c. Droplet Precautions-used for influenza, mumps, respiratory infections
d. “Special Contact/Droplet” Precautions-used for COVID-19 infected residents/patients
e. “Observation-Quarantine” Precautions-used during COVID-19 pandemic for newly
admitted and readmitted residents for 14 days
f. Airborne Precautions-requires negative airflow room; used for pulmonary TB, COVID-19
infected patients during aerosolizing procedures,
4. When Transmission-based Isolation Precautions are used, there should be the approved facility sign for
the Isolation Category posted at the entrance to the Resident’s room. Single occupancy rooms are
preferred but if cohorting of residents is required, the cohorting requirements must be met in order to
prevent the transmission of infectious organisms to roommates (refer to policy 2.4 “Guidance for
Cohorting during COVID-19”).
5. In addition to the Standard Precautions and Transmission-based Isolation Precautions, focusing on
practices including hand hygiene, proper use of personal protective equipment (PPE) and environmental
surface cleaning and disinfection are key to successful infection prevention and control programs.
6. Universal Source Control: Due to community COVID-19 activity rates, each facility currently has
“Universal Source Control’ requirements in place. All individuals entering the building must practice
hand hygiene and wear facility required PPE such as disposable medical face masks and eye protection
(goggles or faceshields). In areas where COVID-19 infected individuals are cared for, N-95 disposable
respirator masks should be used along with eye protection. Residents in the facility should wear face
masks when they leave their rooms.
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7. Cohorting Plan for the Facility: As part of the preparation for COVID-19, the facility should have an area
designated as the location for new admissions for the first 14 days of their stay. Referred to as the
“Admission Observation (Quarantine) Unit” these residents are managed using the “ObservationQuarantine” Precautions which require all who enter to wear masks, eye protection with gowns and
gloves added if there will be any contact with the resident or their environment while in the room. The
second area designated for cohorting of COVID-19 infected or suspected residents and these are place in
Special Contact/Droplet Precautions that includes closing the door along with use of an N-95 respirator if
available, otherwise a surgical face mask. The third cohort area is those residents who have been exposed
to a COVID-19 infected person but have not tested positive themselves and not developed signs or
symptoms. These individuals need to be in a private room until the time has passed according to current
guidelines for isolation. These are also Special Droplet/Contact Isolation with door closed.
8. Admission Guidance: Prior to admission to the facility, staff will complete a risk assessment. The
facility’s risk assessment will determine the ability to care for a patient with suspicious, presumptive and
confirmed COVID-19. The assessment will include, but not limited to:
a. Respiratory illness
b. How many days with no fever without fever reducing medications or improvement in respiratory
symptoms
c. Suspected exposure in a community with known community-based spread of COVID-19
d. Pending COVID-19 test or confirmed COVID-19
e. As part of screening process, patients should be screened for COVID-19 through testing no later
than 24-72 hours prior to admission
f. Ability for the Facility to maintain CDC guidance for Transmission-based Precautions, dedicate a
private room or cohort for 14 days observation and provide consistent staff assigned to the unit
that will not be rotated to other areas of the facility to work.
9. Group Activities for Residents and Staff
a. In general, all non-essential group activities including beauty shop and pet visitation have been
placed on hold until further notice.
b. Group dining for residents as well as staff has been suspended. Residents are served meals in
their rooms and staff is to practice social distancing during breaks and meals to reduce the risk of
virus transmission.
c. Areas where staff utilize for eating and breaks should be cleaned and disinfected between each
person and seating should be so that there is at least 6 feet between individuals. Smoking areas
outdoors should also follow this same guidance i.e. limit those in area to minimum of six feet
separation and cleaning of surfaces between individuals. “Pitch In” meals for staff should be
avoided during this pandemic as handling of food items by multiple individuals and gathering in
groups should be avoided.
d. Therapy should be planned so that the resident’s room is used as much as possible and social
distancing rules and universal source control are followed when using equipment in the therapy
department. Care should be taken to clean and disinfect all equipment and frequently touched
surfaces with EPA approved hospital grade disinfectant and disposable cleaning towel or cloth
between resident treatments.
10. Environmental Infection Control Measures:
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a. All staff responsible for cleaning and disinfecting surfaces in resident care areas (i.e.
environmental services, nursing service, therapy, etc.) should be trained and demonstrate
competency in the fundamental basics of healthcare cleaning. This includes using EPA approved
disinfectants according to manufacturer’s instructions, damp dusting moving from highest areas
to lowest and from cleanest towards dirtiest, following one direction around the room.
b. Disposable cleaning towels are preferred to reusable cloths. Resident wash cloths should never
be used for cleaning purposes. Cleaning towels/cloths should be changed frequently in order to
prevent cross-contamination.
c. Frequently touched surfaces including public areas should be cleaned more often than those
infrequently touched.
d. Shared medical equipment should be cleaned and disinfected between residents.
e. Dedicate medical equipment when possible to residents in isolation.
11. Infection Control Training on COVID-19
a. Providing education and training to residents and staff is very important to the success of
reducing the risk of the virus being transmitted within the facility. The Infection Preventionist

is responsible for approving COVID-19 training material.
b. Information provided to personnel may include:
• Reinforcement of Standard Precautions and Transmission-based Precautions

•
•
•
•
•
•
•
•

including hand hygiene, respiratory hygiene, proper use and disposal of personal
protective equipment, and appropriate use of the different approved isolation types;
Signs and symptoms of COVID-19 infection;
Self-monitoring and shift screening requirements;
Reporting of signs or symptoms of infection in self or residents;
Revised or updated sick leave policies;
Return to work criteria;
Management of ill residents;
Visitor policies; and
Contingency staffing plans.

c. Information provided to residents and their representatives and families, presented in a language
and format that can be understood by each, should include:
• What is being done to protect residents and staff from infection;
• Signs and symptoms of COVID-19 infection;
• How to report symptoms or concerns;
• Availability of testing;
• Access to information for families; and
• Visitation policies.
d. Resources: Current educational information on COVID-19 from the CDC can be found at:
https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
12. Occupational Health Management Measures
a. In addition to training on COVID-19, all staff is to adhere to social distancing rules when at work
as well as when off duty. They should monitor for signs and symptoms of COVID-19 and report
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illness symptoms to their supervisor should they occur. Ill employees should not work and
should remain off duty until they are no longer infectious and have been approved to return to
work by the Infection Preventionist (IP). A line listing of employees with signs and symptoms of
infectious illnesses should be maintained by the IP at each facility.
b. Staffs participate in mandatory COVID-19 testing at the frequency required by the IP based upon
community rates.
c. All staff will enter the facility wearing face covering through the designated location where a
temperature check along with additional screening is done. Any individual who does not pass the
screening process should not remain in the building and the Infection Preventionist informed. A
log should be kept of each individual who enters and their screening information. The log should
be available to the IP to review on an as needed basis.
13. Facility Communication Plan during COVID-19
a. Clear, effective communication with the organization, public health, staff, residents, families and
representatives about any infectious outbreaks in the facility is a priority during the COVID-19
pandemic. Methods of communicating information on mitigating actions implemented by the
facility to prevent or decrease the risk of transmission are important to share.
b.
14. Communication:
The transferring of important information from the facility leadership to all who need to know can be a
complicated process when information is changing often and coming from many outside sources as well
as from within the facility and corporate organization. To assist in this process, the following
communication plan is in place at each facility for staff, residents, families and representatives.
a. The facility website will post the emergency phone number or method of communication for
urgent calls or complaints,
b. The facility website will post and update weekly any changes in COVID-19 at the facility. This
is to include posting by 5 pm the next calendar day following the occurrence of either a single
confirmed case of COVID-19 in a resident or staff, or whenever three or more residents or staff
experience new-onset of respiratory symptoms within 72 hours of each other.
c. In addition to posting on the facility website, residents will be informed in a timely fashion of any
changes in the COVID-19 status at the facility. This may be done verbally by the facility or by a
written communication that they provide to the resident.
d. Staff communication at a minimum should include a dedicated COVID-19 “communication
board” located at the facility entry point that includes COVID-19 specific information including
staff testing dates and locations, number of days since last COVID-19 positive case in the facility,
current “Universal Source Control” PPE requirements and any significant updates.
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Coronavirus (COVID-19) vs Influenza
What is the difference between Influenza (Flu) and COVID-19?
Influenza (Flu) and COVID-19 are both contagious respiratory illnesses, but they are caused
by different viruses. COVID-19 is caused by infection with a new coronavirus (called SARSCoV-2) and flu is caused by infection with influenza viruses. Because some of the symptoms
of flu and COVID-19 are similar, it may be hard to tell the difference between them based
on symptoms alone, and testing may be needed to help confirm a diagnosis. Flu and
COVID-19 share many characteristics, but there are some key differences between the two.
While more is learned every day, there is still a lot that is unknown about COVID-19 and the
virus that causes it.

Signs and Symptoms of COVID-19 and Influenza
Both COVID-19 and flu can have varying degrees of signs and symptoms, ranging from no
symptoms (asymptomatic) to severe symptoms. Common symptoms that COVID-19 and flu share
include:








Fever or feeling feverish/chills
Cough
Shortness of breath or difficulty breathing
Fatigue (tiredness)
Sore throat
Runny or stuffy nose
Muscle pain or body aches




Headache
Some people may have vomiting and diarrhea, though this is more common in children than
adults
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COVID-19 Symptoms
People with COVID-19 have had a wide range of symptoms reported – ranging from mild
symptoms to severe illness. Symptoms may appear 2-14 days after exposure to the virus. People
with these symptoms may have COVID-19:
•
•
•
•
•
•
•
•
•
•
•

Fever or chills
Cough
Shortness of breath or difficulty breathing
Fatigue
Muscle or body aches
Headache
New loss of taste or smell
Sore throat
Congestion or runny nose
Nausea or vomiting
Diarrhea

This list does not include all possible symptoms. CDC will continue to update this list as we learn
more about COVID-19.

Flu Symptoms
Influenza (flu) can cause mild to severe illness, and at times can lead to death. Flu is different from a
cold. Flu usually comes on suddenly. People who have flu often feel some or all of these symptoms:









fever* or feeling feverish/chills
cough
sore throat
runny or stuffy nose
muscle or body aches
headaches
fatigue (tiredness)
some people may have vomiting and diarrhea, though this is more common in children than
adults.

*It’s important to note that not everyone with flu will have a fever.
Spring Hills Senior Communities, LLC
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Recommendations for Long-Term Care
Facilities during COVID-19 Pandemic
The New Jersey Department of Health (NJDOH) has developed this guidance to assist long term and residential care
facilities in response to the COVID-19 pandemic. Given the congregate nature of long-term care facilities (LTCF) and
residents served (e.g., older adults often with underlying chronic medical conditions), this population is at an increased
risk of serious illness when infected with COVID-19. LTCF have experience managing respiratory infections, including the
previous surge of COVID-19, and outbreaks among residents and healthcare personnel (HCP1) and should apply those
outbreak management principles, in addition to heightened measures within. Please note this is a rapidly evolving
situation and as more data become available this guidance may change. Additional resources on how LTCF can prepare
for and manage COVID-19 can be found at https://www.cdc.gov/coronavirus/2019-nCoV/hcp/index.html. Highlight
reflects content revisions.

Identify plan and resources

Review and update your CMS “all-hazards emergency preparedness program and plan” which includes
emergent infectious diseases.





If you do not have a plan, a template can be found at https://www.ahcancal.org/Survey-RegulatoryLegal/Emergency-Preparedness/Pages/default.aspx.
Review CDC’s COVID-19 Preparedness Checklist for Nursing Homes and other LTCF at
https://www.cdc.gov/coronavirus/2019-ncov/downloads/novel-coronavirus-2019-Nursing-HomesPreparedness-Checklist_3_13.pdf.
Review the Occupational Safety and Health Administration (OSHA) Emergency Preparedness and Response
page at https://www.osha.gov/SLTC/emergencypreparedness/.

Identify public health and professional resources.






Locate a local health department (LHD) contact using the NJDOH – Local Public Health Directory at
http://www.localhealth.nj.gov/.
Contact NJDOH at https://www.nj.gov/health/cd/topics/covid2019_questions.shtml or via phone during
regular business hours at (609) 826-5964 for questions, and after hours/weekends at (609) 392-2020 for
emergencies.
Connect with state long-term care professional/trade association resources.
Assign one person to monitor public health updates from federal, local, and state entities.

Identify contacts at local hospitals in preparation for the potential need to hospitalize facility residents or to
receive discharged patients from the hospital.





If a resident is referred to a hospital, coordinate transport with the hospital, LHD, and medical transport
service/emergency medical service to ensure that the resident can be safely transported and received by the
facility.
Opening and/or maintaining bed capacity in hospitals is vitally important.
A list of New Jersey state hospitals can be found at https://healthapps.state.nj.us/facilities/acFacilityList.aspx.

Protecting residents, visitors, and HCP

Provide education about respiratory infections, including COVID-19.



Educate on potential harm from respiratory illnesses to nursing home residents, and basic prevention and
control measures for respiratory infections such as influenza and COVID-19.
Include the following topics in education:
o
Hand hygiene: https://www.cdc.gov/handhygiene/providers/index.html
o
Respiratory hygiene and cough etiquette:
https://www.cdc.gov/flu/professionals/infectioncontrol/resphygiene.htm
o
Personal Protective Equipment (PPE): https://www.cdc.gov/coronavirus/2019-ncov/hcp/usingNovember 10, 2020
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ppe.html
o
Flu season: https://www.cdc.gov/flu/season/index.html
CDC COVID-19 Print Resources: https://www.cdc.gov/coronavirus/2019-ncov/communication/factsheets.html.

Develop criteria and protocols for screening and/or restricting entrance to the facility.








Ill individuals are the most likely sources of introduction of COVID-19 into a facility. CDC recommends
aggressive screening and enforcing sick leave policies for ill HCP.
Individuals (e.g., vendors, visitors, essential caregivers) should be screened for fever and other symptoms of
COVID-192. Those with symptoms or unable to demonstrate proper infection control techniques should not be
permitted to enter or stay at the facility. Any individuals that are permitted and screened should practice
source control, social distancing, perform frequent hand hygiene, and restrict their visit to a designated area.
Use of a facemask for source control is recommended for HCP if not otherwise wearing a respirator.
Facilities located in areas with moderate to substantial community transmission are more likely to encounter
asymptomatic or pre-symptomatic individuals with COVID-19 incubation or infection. Community transmission
levels can be assessed by referring to the NJDOH COVID-19 Activity Level Index (CALI) Score at
https://www.nj.gov/health/cd/statistics/covid/index.shtml. Universal eye protection in addition to source
control and other infection prevention and control measures, should be instituted to ensure the eyes, nose,
and mouth are all protected from exposure to respiratory secretions, for all HCP and for all individuals who are
unable to maintain social distancing.
Advise any persons who entered the facility to monitor for fever and other COVID-19 symptoms2 for at least
14 days after exiting the facility. If symptoms occur advise them to self-isolate at home, contact their
healthcare provider, and immediately notify the facility of the date they were in the facility, the persons they
were in contact with, and the locations within the facility they visited.

Review, implement, and reinforce an infection control plan for preventing communicable disease among
residents, visitors, and HCP. The plan should include:










Transparent communication to staff and families regarding identification of a COVID-19 outbreak or
investigation and actions taken.
o
Communicate with families to advise them of visitor restrictions and alternative methods for visitation
(e.g., video conferencing) during an outbreak. A sample communication letter can be found at
https://www.cdc.gov/coronavirus/2019-ncov/downloads/healthcare-facilities/Long-Term-Careletter.pdf.
o
Consider creating list serve communication to update families, assigning staff as primary contacts for
families for inbound calls and conducting regular outbound calls to keep families up-to-date, offering a
phone line with a voice recording updated at set times each day with the facilities general operating.
Enact a policy defining what PPE should be used by visitors and essential caregivers.
Before visitors enter the designated area, staff will provide instructions to visitors on hand hygiene, limiting
surfaces touched, and appropriate use of PPE. Designated visitation areas should be cleaned and disinfected
after each visit.
Ensure visitor movement is limited within the facility (e.g., avoid the cafeteria and other gathering areas).
Review the CMS Quality, Safety & Oversight (QSO) Group memo Ref: QSO-20-39-NH at
https://www.cms.gov/files/document/qso-20-39-nh.pdf and the NJDOH COVID-19 Temporary Operational
Waivers and Guidelines at https://www.nj.gov/health/legal/covid19/ for expanded recommendations.
A policy for when HCP should use Standard, Droplet, and Contact Precautions for residents with symptoms of
respiratory infection unless the suspected diagnosis requires Airborne Precautions (e.g., tuberculosis).
o
For suspect or confirmed COVID-19 case(s) Standard and Transmission-Based Precautions including use of
a N95 respirator or higher (or facemask, if unavailable), gown, gloves, and eye protection is
recommended.
November 10, 2020
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CDC guidance states that facemasks are an acceptable alternative when the supply chain of respirators
cannot meet the demand. When available, respirators (instead of facemasks) are preferred; they should
be prioritized for situations where respiratory protection is most important (i.e., procedures that are likely
to generate respiratory aerosols) and for the care of residents with pathogens requiring Airborne
Precautions (e.g., tuberculosis, measles, varicella).
Use respiratory protection as part of a comprehensive respiratory protection program that meets the
requirements of OSHA’s Respiratory Protection standard (29 CFR 1910.134) and includes medical exams, fit
testing, and training. Implement this program, if not in place.
Employers must demonstrate and document good-faith efforts to comply with OSHA standards, as outlined in the
Respiratory Protection Guidance for the Employers of Those Working in Nursing Homes, Assisted Living, and Other
Long-Term Care Facilities During the COVID-19 Pandemic (https://www.osha.gov/sites/default/files/respiratoryprotection-covid19-long-term-care.pdf) and summarized in Understanding Compliance with OSHA’s Respiratory
Standard During the Coronavirus Disease (COVID-19) Pandemic
(https://www.osha.gov/sites/default/files/respiratory-protection-covid19-compliance.pdf). OSHA’s temporary
enforcement memoranda are time-limited to the current COVID-19 crisis and are aligned with CDC’s Strategies
for Optimizing the Supply of N95 Respirators. LTCF employers should periodically refer to OSHA’s COVID-19
webpage for the most up-to-date interim/temporary enforcement discretion memoranda and guidance.
In the event of shortages or exhaustion of supplies, refer to the CDC Optimizing Supply of PPE and Other
Equipment during Shortages at https://www.cdc.gov/coronavirus/2019-ncov/hcp/ppe-strategy/index.html.
Implementing and/or maintaining a respiratory hygiene program throughout the facility.
Utilize telemedicine and alternative means of communication (e.g., telephones, video chat, call bell system,
intercoms) to maintain social distancing.
Cohorting residents and staff.
Collection of specimens.
o











Identify care plan goals and life sustaining treatment plans for residents.





Review and update care plans to avoid unnecessary emergency room visits and hospitalizations.
Review National Hospice and Palliative Care Organizations’ COVID-19 Shared Decision Making Tool with
residents, families, and authorized proxies, available at https://www.nhpco.org/wp-content/uploads/COVID19-Shared-Decision-Making-Tool.pdf.
o
Review symptoms, clinical progression and expected outcomes (e.g., Acute Respiratory Distress
Syndrome; mechanical ventilation).
o
Confirm residents’ care preferences (e.g., home with palliative or hospice care; remain at LTCF with
symptom management; hospitalization for medical intervention; allow natural death).
o
Review and complete Physician Orders for Life-Sustaining Treatment (POLST), available at
http://www.njha.com/polst/.
o
Advise residents, families, and authorized proxies to review and update Advance Directives at
https://www.state.nj.us/health/advancedirective/.
Transfer notification applies to all residents of the facility. If possible, limit transfers to medical necessity.

Surveillance and tracking

Perform surveillance to detect respiratory infections, including COVID-19.


Maintain and/or implement protocol(s) for monitoring of residents and HCP for fever and other symptoms of
COVID-192.
o
For tracking residents and staff, refer to the NJDOH Facility Line List Template at
https://www.nj.gov/health/cd/documents/topics/NCOV/COVID-19%20_Facility_Line_List_Template.xlsx.
o
Note: Your LHD will provide instructions to report COVID-19 cases to public health authorities
electronically.
November 10, 2020
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Remember that older adults may manifest symptoms of infection differently and that other symptomology
should also be assessed. Vital signs should include heart rate, blood pressure, temperature, pain and pulse
oximetry.
For incoming residents, if possible, dedicate a unit/wing exclusively for those coming or returning from the
community or other healthcare facilities. This can serve as an observation area where they remain for 14 days
to monitor for symptoms that may be compatible with COVID-192 (instead of integrating as usual on short-term
rehab floor or returning to long-stay original room). Testing at the end of this period could be considered to
increase certainty that the person is not infected. Refer to NJDOH Considerations for Cohorting COVID-19
Patients in Post-Acute Care Facilities at https://www.nj.gov/health/cd/topics/covid2019_healthcare.shtml.
If symptoms are detected, clinicians are strongly encouraged to test for other causes of respiratory illness,
including infections such as influenza. Verify the diagnosis using clinical, epidemiological and lab test
information, considering seasonal disease occurrence. Co-infection with COVID-19 is possible and should be
considered; refer to CDC’s Clinical Tips at https://www.cdc.gov/coronavirus/2019-ncov/hcp/clinical-tips-forhealthcare-providers.html. Refer to CDC for more information about COVID-19 symptoms2.

Report any known or suspect communicable disease outbreak, by phone to the LHD with jurisdiction over
the facility.



Refer to NJDOH Guidelines for the Control of Respiratory Virus Outbreaks in LTCF and Other Institutional
Settings at https://www.nj.gov/health/cd/documents/flu/outbreak_prevention.pdf
Your LHD will help assess the situation and provide guidance for further actions, including laboratory testing.

Resident management

Determine appropriate placement of new- and re-admissions, positive COVID-19 case(s).




Review the NJDOH Outbreak Management Checklist at
https://www.nj.gov/health/cd/documents/topics/NCOV/COVID_Outbreak_Management_Checklist.pdf.
For suspect or confirmed COVID-19 case(s), Standard and Transmission-based Precautions including use of a
N95 respirator or higher (or facemask, if unavailable), gown, gloves, and eye protection is recommended.
Implement the facility cohorting plan that allows for separation of residents, dedicating staff and medical
equipment to each of these cohorts and allowing for necessary space to do so at the onset of an outbreak:
o
Dedicate resident specific equipment and supplies. If not possible, restrict dedicated equipment within
a specific cohort with routine cleaning and disinfection between resident use.
o
HCP assigned to the COVID-19 Positive cohort should not rotate to unaffected units. This restriction
includes prohibiting HCP from working on unaffected units after completing their usual shift in the
COVID-19 Positive cohort.
o
Close the unit to new admissions except as needed to cohort ill individuals or staff.
o
Close to new admissions if you are unable to comply with the Emergency Conditional Curtailment of
Admissions order at https://www.nj.gov/health/legal/covid19/4-1320_EmergencyCurtailmentOfAdmissions.pdf.
o
If there are multiple cases on the wing/unit and when movement would otherwise introduce COVID-19
to another occupied wing/unit, do not relocate them.
o
Refer to the NJDOH Cohorting in Post-Acute Care Facilities document at
https://www.nj.gov/health/cd/topics/covid2019_healthcare.shtml.

Implement environmental infection control measures.


Conduct routine cleaning and disinfection of frequently touched surfaces and shared medical equipment using
an EPA-registered, hospital-grade disinfectant on List N (https://www.epa.gov/pesticide-registration/list-ndisinfectants-use-against-sars-cov-2). Adhere to the manufacturer’s instructions for use and review internal
environmental cleaning protocols to ensure appropriate measures are being taken to clean and disinfect
November 10, 2020
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throughout the facility. Consider increasing the frequency of routine cleaning and disinfection.
Dedicated medical equipment should be used when caring for a resident with known or suspected COVID-19,
when possible.
o
All non-dedicated, non-disposable medical equipment used for resident care should be cleaned and
disinfected according to manufacturer’s instructions and facility policies.
Management of laundry, food service utensils, and medical waste should also be performed in accordance with
routine procedures.
Consider implementing engineering controls such as curtains or partitions between patients/residents to
reduce or eliminate exposures from infected individuals. This is especially important when semi-private rooms
must be used. Ensure there is a policy and procedure for routine cleaning and disinfection.

Enhance active surveillance.







When a confirmed COVID-19 case is identified at the facility, monitor residents at minimum, during every shift,
with questions and observations for signs or symptoms of COVID-19 and by monitoring vital signs (heart rate,
blood pressure, temperature, and pulse oximetry).
Clinicians should use their judgment to determine if a resident has signs and symptoms compatible with
COVID-192 and whether they should be tested.
Seek out additional cases of respiratory illness among residents and HCP. Be alert for new onset of illness
among exposed persons, and review resident and HCP histories to identify previous onsets of illness that may
not have been correctly recognized as being part of the outbreak.
Continue to perform ongoing weekly testing of all staff until guidance from the NJDOH changes based on
epidemiology and data about the circulation of virus in the community (ED 20-026).
o
Staff who have previously tested positive must be re-tested according to CDC and CDS guidance at
https://www.cdc.gov/coronavirus/2019-ncov/hcp/testing-healthcare-personnel.html.
o
Refer to the NJDOH Testing in Response to a Newly Identified COVID-19 Case in Long-term Care Facilities
at https://www.nj.gov/health/cd/topics/covid2019_healthcare.shtml.

Staff management and contingency planning

Implement procedure for monitoring HCP working within the facility.







Screen and log all persons entering the facility and all HCP at the beginning of each shift. Advise any persons
who enter the facility to monitor for fever and other COVID-19 symptoms2 for at least 14 days after exiting the
facility. If symptoms occur advise them to self-isolate at home, contact their healthcare provider and
immediately notify the facility of the date they were in the facility, the persons they were in contact with and
the locations within the facility they visited. Screen all HCP at the beginning of their shift for fever and other
symptoms of COVID-19. Actively take their temperature and document absence of symptoms.
Ensure compliance with source control and social distancing requirements.
Facilities must ensure that essential caregiving visits comply with existing directives and are conducted as
safely as possible and must require infection prevention and control practices, hand hygiene and PPE.
HCP who work in multiple locations may pose higher risk and should be asked about exposure to facilities
with recognized COVID-19 cases.
Identify HCP who may be at higher risk for severe COVID-19 disease and attempt to assign to unaffected units.

Evaluate and manage HCP with symptoms of illness.




Implement sick leave policies that are non-punitive, flexible, and consistent with public health measures that
allow ill HCP to stay home.
As part of routine practice, ask HCP (including consultant and contracted personnel) to regularly monitor
themselves for fever and symptoms of COVID-192. Remind HCP to stay home when they are ill.
If HCP develop fever or symptoms of COVID-19 while at work, they must cease resident care activities, keep
November 10, 2020
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their mask on, and notify their supervisor or occupational health services prior to leaving work.

Perform HCP exposure risk assessment for staff who cared for or had close contact with a COVID-19 case(s).


To help facilities document and assess HCP risk and exposure, NJDOH has developed the below series of tools
and checklists based on CDC guidance, available at
https://www.nj.gov/health/cd/topics/covid2019_healthcare.shtml:
o
Guidance for COVID-19 Diagnosed and/or Exposed Healthcare Personnel
o
NJDOH HCP Exposure to Confirmed COVID-19 Case Risk Algorithm
o
Retrospective Assessment Tool for HCP Potentially Exposed to COVID-19
o
NJDOH COVID-19 Fever and Symptom Monitoring Log for HCP
o
HCP Exposure Line List

Develop contingency staffing and resident placement plans.









Identify minimum staffing needs and prioritize critical and non-essential services based on residents’ health
status, functional limitations, disabilities, and essential facility operations.
When transmission in the community is identified, LTCFs may face staffing shortages. Facilities should develop
(or review existing) plans to mitigate staffing shortages. Staffing shortages may be addressed by reviewing
the COVID-19 Temporary Operational Waivers and Guidelines at https://www.nj.gov/health/legal/covid19/ for
potential solutions.
Communicate with local healthcare coalitions, federal, state, and local public health partners to identify
additional HCP (e.g., hiring additional HCP, recruiting retired HCP, using students or volunteers), when needed.
Be aware of emergency waivers or changes to licensure requirements or renewals for select categories of HCP.
Contact your healthcare coalition for guidance on altered standards of care in case residents need acute care
and hospital beds are not available.
Strategize about how your facility can help increase hospital bed capacity in the community.
Establish memoranda of agreement with local hospitals for admission to the LTCF of lower acuity residents to
facilitate utilization of acute care resources for those more seriously ill.

Develop strategies for optimizing the supply of PPE.








Facilities are required to have an adequate emergency stockpile of PPE, essential cleaning and disinfection
supplies so that staff, residents and visitors can adhere to recommended infection prevention and control
practices.
Use the CDC’s PPE Burn Rate Calculator to estimate the amount of PPE needed for the facility’s required
supply. The calculator can be found at: https://www.cdc.gov/coronavirus/2019-ncov/downloads/hcp/PPEBurn-Rate-Calculator.xlsx.
o
Facilities should calculate the quantity of PPE to fulfill this requirement at a burn rate based on the
highest use of PPE during the COVID-19 surge in their facilities.
Review protocols for optimization of PPE supplies. Review CDC’s Strategies to Optimize PPE Supplies at
https://www.cdc.gov/coronavirus/2019-ncov/hcp/ppe-strategy/index.html.
Bundle tasks to optimize PPE and limit exposures. Consider cross-training to conserve resources.
Review CDC’s FAQ about PPE at https://www.cdc.gov/coronavirus/2019-ncov/hcp/respirator-use-faq.html.

For this guidance, CDC defines HCP as all paid and unpaid persons serving in healthcare settings who have the potential
for direct or indirect exposure to patients or infectious materials, including body substances; contaminated medical
supplies, devices, and equipment; contaminated environmental surfaces; or contaminated air. This may include, but is
not limited to contracted staff, licensed independent practitioners, nursing students, etc.

1

Symptoms of COVID-19 may include gastrointestinal upset, fatigue, sore throat, dry cough and shortness of breath; visit
https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html for more information.
2
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Facility Specific Information to be
included in this Section

Isolation Signage (already included on page 19-32)
This document to be completed with facility
specific information:
Coronavirus Disease 2019 Preparedness Checklist for
Nursing Homes and other LTC Settings (CDC)

This document to be completed with facility
specific information:
COVID-19 IPC Assessment Tool (Tele-ICAR) for LTC and
Assisted Living Facilities (NJHD)
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Standard
Precautions
Always follow these standard precautions
with all residents and patients

Perform hand hygiene
before and after every
patient contact

Clean and reprocess
shared patient
equipment

Use personal protective
equipment when risk of
body fluid exposure

Follow respiratory
hygiene and cough
etiquette

Use and dispose
of sharps safely

Use aseptic
technique

Perform routine
environmental cleaning

Handle and dispose
of waste and used
linen safely

Last updated 12/4/2020
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SPECIAL
DROPLET/CONTACT
PRECAUTIONS
In addition to Standard Precautions

Only essential personnel should enter this room
Check in with Nursing before entering

Everyone Must:

• Hand hygiene: before gloving & after glove removal
• Wear face mask or N-95
• Wear eye protection (goggles or face shield)
• Gown and glove at door BEFORE entering

N 95

When doing aerosolizing procedures, wear fit tested
N-95 respirator with eye protection. Remove as you
are leaving resident room according to directions
on back of sign and discard or replace according to
current facility policy for unit or cohort area.

KEEP DOOR CLOSED
Dishes: No special precautions

• Use resident dedicated or disposable
equipment
• Clean and disinfect shared equipment
• Only essential supplies in room
Last revised 12/4/20
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Special Droplet/Contact Precautions
If patient has C. difficle infection, add Contact Enteric Precautions

NURSING: LIMIT VISITORS AND DOCUMENT ANYONE THAT
HAS CONTACT WITH THE RESIDENT ON LOG SHEET

Display sign outside the door. At time of resident discharge, or transfer, remove sign after room is terminally
cleaned. Precautions must be followed even when resident is not in room until terminal cleaning has been
completed.

For use with:
• Epidemiologically significant respiratory viruses including COVID-19 infected residents
Equipment and Supplies:
• Only essential supplies in room.
• Use dedicated or disposable equipment when available.
• Minimize use of cellphones/pagers.
• Clean and disinfect reusable equipment including intravenous pumps, cell phone or pagers (if
used in room), and other electronics, supplies, and other equipment prior to removing from
resident's room.
• Ensure blood pressure cuff and stethoscope are cleaned and disinfected between residents .
Waste and Linen Management:
For COVID-19, follow local and state public health guidelines for medical waste handling which may
be to handle as for all non-Isolated resident's medical waste and linen handling. Bag linen in room.
Private Room:
If not available, room with residents that have the same organism but no other infection according
to facility's infection control policy.
Room Cleaning:
Routine cleaning procedures with addition of cubical curtain changes per facility procedure.
Transport:
Essential transport only. Resident should remain in room except for medical necessity. Resident
should wash their hands. Place Resident in clean clothing. Place mask (NOT N-95) on resident
according to facility policy. Clean and disinfect transport vehicle. Alert receiving department
regarding resident's isolation precaution status.
Personal Protective Equipment:
Put ON in this order:

Take OFF & dispose in this order:
1. Gloves

1. WASH OR GEL HANDS
2. Gown
2. Gown
3. Mask and eye cover

4. Gloves

3. WASH or GEL HANDS
4. Mask and eye cover: Remove from earpiece or ties to
discard - do not grab from front of mask.
- do not
5. WASH or GEL HANDS (even if gloves used)

Spring Hills Senior Communities

Page 21 of 118

Last Update: December 2020

OBSERVATIONQUARANTINE

PRECAUTIONS

(In addition to Standard Precautions)

Only essential personnel should enter this room
(If you have questions, ask Nursing Staff)

Everyone Must: including visitors, doctors & staff
Hand hygiene: before gloving and
after glove removal
Wear Mask and eye protection
NOTE: Fit tested N-95 disposable respirator
required with aerosolizing procedures

Gown and gloves required prior to
entering if you anticipate contact with
resident or potentially contaminated
surfaces in close proximity to resident
(*Examples: Gowns/gloves required for delivering meal trays, passing meds, when
performing resident intake interviews at bedside, etc.
Gowns/gloves optional if dropping off mail, stepping into room entry way to briefly
deliver a message, etc.)

Use resident dedicated or disposable equipment.
Clean and disinfect shared equipment.
Contact Infection Preventionist prior to discontinuing Precautions
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Quarantine Precautions
Display sign outside the door. At resident discharge, remove sign after room is terminally cleaned. Precautions MUST
be followed even when resident is not in room until terminal cleaning has been completed.
For use during COVID-19 Pandemic:
• Newly admitted residents during observation period (i.e. 14 days)
• Residents with frequent visits outside the facility (e.g. dialysis, etc.)

Dishes/Utensils:
No special precautions. Kitchenware sanitized in dishwasher.
Equipment and Supplies:
• Only essential supplies in room.
• Use dedicated or disposable equipment when available.
• Minimize use of cellphones/pagers.
• Clean and disinfect reusable equipment including intravenous pumps, cell phone or pagers (if used in
room), and other electronics, supplies, and other equipment prior to removing from resident’s room.
• Ensure blood pressure cuff and stethoscope are cleaned and disinfected between residents.
Waste and Linen Management:
For COVID-19, follow local and state public health guidelines Category B for medical waste handling.
Bag linen in the resident’s room.
Private Room:
If not available, cohort based on symptoms and risk of exposure, e.g. cohort two symptomatic residents with tests
pending, cohort two asymptomatic residents with known exposure).
Room Cleaning:
Routine cleaning procedures with addition of cubical curtain changes per hospital procedure.
Transport:
Essential transport only. Resident should remain in room except for medical necessity. Resident should
wash their hands. Place resident in clean gown. Place surgical mask on resident. Clean and disinfect
transport vehicle. Alert receiving department regarding resident’s isolation precaution status.
Personal Protective Equipment:
Put ON in this order:
1. WASH OR GEL HANDS
2. Gown

Take OFF & dispose in this order:
1. Gloves

2. Gown
3. Mask and eye cover

4. Gloves

Spring Hills Senior Communities

3. WASH or GEL HANDS
4. Mask and eye cover : Remove from earpiece or tiesto
discard - do not grab from front of mask.

WASH or GEL HANDS (even if gloves used)

CONTACT
PRECAUTIONS

(In addition to Standard Precautions)
(If you have questions, ask Nursing staff)

Everyone Must:
Hand Hygiene before gloving and after
glove removal

AND

Gown and glove at door
BEFORE entering

Doctors and Staff Must:
Use resident-dedicated or disposable
equipment
Clean & disinfect shared equipment
between residents and before removing
equipment from room
Last revised 12/4/20
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Contact Precautions
If patient has diarrhea and/or C. difficile infection, replace with Contact Enteric Precautions
Display sign outside the door. Remove sign after room is terminally cleaned. Precautions must be
followed even when resident is not in room until terminal cleaning has been completed.
Common Conditions (refer to Facility Policy):
•
•
•
•

Highly drug-resistant organisms
Cabapenem resistant Gram-negative rods/ESBL
Scabies or lice
Wounds or abscesses with uncontained drainage

Dishes/Utensils:
No special precautions. Kitchenware sanitized in dishwasher.
Equipment and Supplies:
• Only essential equipment and supplies in room.
• Use dedicated or disposable equipment when available.
• Clean and disinfect reusable equipment including IV pumps, cell phone or pagers (if used in room),
and other electronics, supplies, and equipment prior to removing from residents’s room.
• Ensure blood pressure cuff and stethoscope are cleaned and disinfected between residents.
Linen Management:
Bag linen in resident's room.
Personal Protective Equipment:
Put ON in this order:
1. Wash or gel hands
2. Gown
3. Gloves
Take OFF & dispose in this order:
1. Gloves
2. Gown
3. Wash or gel hands

Private Room:
If not available, please follow facility policy when cohorting residents.
Room Cleaning:
Follow facility policy for Contact Precautions disinfection and curtain change requirements.
Transport:
Essential transport only. Place resident in clean clothes. Clean and disinfect transport vehicle.
Alert receiving department regarding resident's isolation precaution status.
Discontinue precautions as per Facility Policy or Infection Preventionist instructions.
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DROPLET
PRECAUTIONS
(In addition to Standard Precautions)

(If you have questions ask Nursing staff)

Everyone Must:
Clean hands when
entering and leaving
room
Wear mask upon entry

Doctors and Staff Must:
Wear eye protection with respiratory symptoms and
standard precautions if contact with secretions likely.

Last revised 12/4/2020
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Droplet Precautions
Display sign outside the door. At resident discharge, remove sign after room is terminally cleaned.
Common Conditions (refer to Facility Policy):
• Influenza
• Some types of bacterial Meningitis
• Pertussis
• Respiratory viruses
• Mumps
Dishes/Utensils:
No special precautions. Kitchenware sanitized in dishwasher.
Equipment and Supplies:
• Only essential supplies in room.
• Use dedicated or disposable equipment when available.
• Clean and disinfect reusable equipment including intravenous pumps, cell phone or
pagers (if used in room), and other electronics, supplies, and other equipment prior to
removing from resident's room.
• Ensure blood pressure cuff and stethoscope are cleaned and disinfected between
residents.

.

Linen Management:
Bag linen in the resident's room
Personal Protective Equipment:
Put ON in this order:
1. Wash or gel hands
2. Gown (if needed)
3. Mask
4. Eye cover (if needed)
5. Gloves (if needed)
Take OFF & dispose in this order:
1. Gloves (if used)
2. Eye cover (if used)
3. Gown (if used)
4. Mask
5. Wash or gel hands (even if gloves used)
Private Room:
If not available, follow facility policy when cohorting residents.
Room Cleaning:
Follow facility policy for Droplet Precautions disinfection and curtain change requirements.
Transport:
Essential transport only. Have resident wear a surgical mask. Clean and disinfect transport
vehicle. Alert receiving department regarding resident's isolation precaution status.
Discontinue precautions as per Facility Policy or Infection Preventionist
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CONTACT
ENTERIC
PRECAUTIONS

(In addition to Standard Precautions)

(If you have questions, ask Nursing staff)

Everyone Must:
Clean hands with sanitizer when entering room.
Wash with SOAP AND WATER UPON LEAVING ROOM
Gown and glove BEFORE entering the room after
hand hygiene has been completed

Doctors and Staff Must:
Use resident dedicated or disposable
equipment
Clean and disinfect shared equipment
between residents and before removing it
from resident's room
Last revised 12/4/2020
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Contact Enteric Precautions
Display sign outside the door. Remove sign after room is terminally cleaned.
Common Conditions:
• Acute diarrhea
• Clostridioides difficile (C. difficile, C. diff)
• Norovirus
• Rotavirus
Dietary:
Family and visitors should not eat in the room.
Dishes/utensils:
No special precautions. Kitchenware sanitized in dishwasher.
Equipment and Supplies:
• Only essential equipment and supplies in room.
• Use dedicated or disposable equipment when available.
• Clean and disinfect reusable equipment including intravenous pumps, cell phone or pagers
(if used in room), and other electronics, supplies, and other equipment prior to removing from
resident's room.
• Ensure blood pressure cuff and stethoscope are cleaned and disinfected between residents.
Linen Management:
Bag linen in resident's room.
Personal Protective Equipment:USE SOAP AND WATER TO WASH HANDS WHEN LEAVING ROOM
Put ON in this order:
1. Wash or gel hands
2. Gown
3. Mask (if needed)
4. Eye cover (if needed)
5. Gloves
Take OFF & dispose in this order:
1. Gloves
2. Eye cover (if used)
3. Gown
4. Mask (if used)
5. Must wash with soap and water
(even if gloves used)
Private Room:
If not available, please follow facility policy when cohorting residents assuring that each resident
has own toilet/commode chair.
Room Cleaning:
Follow facility policy for Contact Enteric Precautions disinfection and curtain change requirements.
Clean and disinfect with sporicidal-based (i.e. chlorine bleach, etc.) disinfectant per policy.
Transport:
Essential transport only. Place resident in clean clothing. Clean and disinfect transport vehicle.
Alert receiving department regarding resident's isolation precaution status.
Discontinue precautions as per Facility Policy or Infection Preventionist's instructions.
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AIRBORNE
PRECAUTIONS

(In addition to Standard Precautions)

(If you have questions, ask Nursing staff)

Everyone Must:
Clean hands when entering
and leaving the room

Doctors and Staff Must:
Apply fitted N95 respirator
mask prior to entering room
•
Door must be kept closed

Negative Airflow Room
Required (negative pressure)
Resident must wear surgical
mask if they leave their room

Last revised 12/4/2020
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Airborne Precautions
• Display sign outside the door. At resident discharge, door must remain closed for at least 1 hour
unless directed otherwise by Infection Preventionist or IC policy.
• Remove sign after room is terminally cleaned and at least 1 hour since resident left room.
• At time of resident discharge, door must remain closed for at least 1 hour or as directed by Infection
Preventionist or facilty policy.
Common Conditions:
Pulmonary or laryngeal tuberculosis (i.e. infectious TB)
Novel organisms as designated by CDC
Airbone Infection Isolation Room:
Comply with Facility Policy regarding airflow monitoring.
Dishes/Utensils:
No special precautions. Kitchenware sanitized in dishwasher.
Equipment and Supplies:
• Clean and disinfect reusable equipment including intravenous pumps, cell phone or pagers (if
used in room), and other electronics, supplies, and other equipment prior to removing from
resident's room.
• Ensure blood pressure cuff and stethoscope are cleaned and disinfected between residents.
Linen Management:
Bag linen in the resident's room.
Personal Protective Equipment:
Put ON outside room in this order:
1. Wash or gel hands
2. Fitted N-95 respirator
mask

Take OFF & dispose outside room, in this order:
1. Fitted N-95 mask
2. Wash or gel hands

Room Cleaning:
After patient is discharged, leave sign posted and door closed for one hour to allow room air to
circulate. If unsure, consult facility, engineering or other appropriate department. Then follow
facility policy for Airborne Precautions disinfection.
Transport:
Essential transport only. Have resident wear a surgical mask. Clean and disinfect transport
vehicle. Alert receiving department regarding resident's isolation precaution status.

Discontinue precautions as per Facility Policy or Infection Preventionist instructions.
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Coronavirus Disease 2019 (COVID-19) Preparedness
Checklist for Nursing Homes and other Long-Term 		
Care Settings

U.S. D
Health
Center
Contro

Nursing homes and other long-term care facilities can take steps to assess and improve their preparedness for
responding to coronavirus disease 2019 (COVID-19). Each facility will need to adapt this checklist to meet its
needs and circumstances based on differences among facilities (e.g., patient/resident characteristics, facility size,
scope of services, hospital afﬁliation). This checklist should be used as one tool in developing a comprehensive
COVID-19 response plan. Additional information can be found at www.cdc.gov/COVID-19. Information from
state, local, tribal, and territorial health departments, emergency management agencies/authorities, and trade
organizations should be incorporated into the facility’s COVID-19 plan. Comprehensive COVID-19 planning can
also help facilities plan for other emergency situations.
This checklist identiﬁes key areas that long-term care facilities should consider in their COVID-19 planning.
Long-term care facilities can use this tool to self-assess the strengths and weaknesses of current preparedness
efforts. Additional information is provided via links to websites throughout this document. However, it will be
necessary to actively obtain information from state, local, tribal, and territorial resources to ensure that the
facility’s plan complements other community and regional planning efforts. This checklist does not describe
mandatory requirements or standards; rather, it highlights important areas to review to prepare for the
possibility of residents with COVID-19.
A preparedness checklist for hospitals, including long-term acute care hospitals is available.

https://www.cdc.gov/coronavirus/2019-ncov/downloads/hospital-preparedness-checklist.pdf
Interim Infection Prevention and Control Recommendations for Patients with Confirmed Coronavirus
Disease 2019 (COVID-19) or Persons Under Investigation for COVID-19 in Healthcare Settings:

https://www.cdc.gov/coronavirus/2019-ncov/infection-control/control-recommendations.html
Strategies to Prevent the Spread of COVID-19 in Long-Term Care Facilities (LTCF):

https://www.cdc.gov/coronavirus/2019-ncov/healthcare-facilities/prevent-spread-in-long-term-carefacilities.html

1. Structure for planning and decision making
Completed In Progress Not Started
 COVID-19 has been incorporated into emergency management planning for the

facility.

 A multidisciplinary planning committee or team* has been created to specifically

address COVID-19 preparedness planning.

List committee’s or team’s name:

*An existing emergency or disaster preparedness team may be assigned this responsibility.
continue on next page
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Completed In Progress Not Started

cont.
 People assigned responsibility for coordinating preparedness planning, hereafter

referred to as the COVID-19 response coordinator.
Insert name(s), title(s), and contact information:

 Members of the planning committee include the following: (Develop a list of

committee members with the name, title, and contact information for each
personnel category checked below and attach to this checklist.)
















Facility administration
Medical director
Director of Nursing
Infection control
Occupational health
Staff training and orientation
Engineering/maintenance services
Environmental (housekeeping) services
Dietary (food) services
Pharmacy services
Occupational/rehabilitation/physical therapy services
Transportation services
Purchasing agent
Facility staff representative
Other member(s) as appropriate (e.g., clergy, community representatives,
department heads, resident and family representatives, risk managers, 			
quality improvement, direct care staff including consultant services, union representatives)

 The facility’s COVID-19 response coordinator has contacted local or regional planning

groups to obtain information on coordinating the facility’s plan with other COVID-19
plans.

Insert groups and contact information:

2. Development of a written COVID-19 plan.
Completed In Progress Not Started
 A copy of the COVID-19 preparedness plan is available at the facility and accessible

by staff.

 Relevant sections of federal, state, regional, or local plans for COVID-19 or pandemic

influenza are reviewed for incorporation into the facility’s plan.

 The facility plan includes the Elements listed in #3 below.
 The plan identifies the person(s) authorized to implement the plan and the

organizational structure that will be used.structure that will be used.
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3. Elements of a COVID-19 plan.
General:

Completed In Progress Not Started



A plan is in place for protecting residents, healthcare personnel, and visitors from
respiratory infections, including COVID-19, that addresses the elements that follow.



A person has been assigned responsibility for monitoring public health advisories
(federal and state) and updating the COVID-19 response coordinator and members of
the COVID-19 planning committee when COVID-19 is in the geographic area. For more
information, see https://www.cdc.gov/coronavirus/2019-ncov/index.html.

Insert name, title, and contact information of person responsible.



The facility has a process for inter-facility transfers that includes notifying transport
personnel and receiving facilities about a resident’s suspected or confirmed diagnosis
(e.g., presence of respiratory symptoms or known COVID-19) prior to transfer.



The facility has a system to monitor for, and internally review, development of
COVID-19 among residents and healthcare personnel (HCP) in the facility. Information
from this monitoring system is used to implement prevention interventions (e.g.,
isolation, cohorting), see CDC guidance on respiratory surveillance: https://www.cdc.
gov/longtermcare/pdfs/LTC-Resp-OutbreakResources-P.pdf.



The facility has infection control policies that outline the recommended TransmissionBased Precautions that should be used when caring for residents with respiratory
infection. (In general, for undiagnosed respiratory infection, Standard, Contact, and
Droplet Precautions with eye protection are recommended unless the suspected
diagnosis requires Airborne Precautions; see: https://www.cdc.gov/infectioncontrol/
guidelines/isolation/appendix/type-duration-precautions.html.) For recommended
Transmission-Based Precautions for residents with suspected or confirmed COVID-19,
the policies refer to CDC guidance; see: https://www.cdc.gov/coronavirus/2019-ncov/
infection-control/control-recommendations.html.



The facility periodically reviews specific IPC guidance for healthcare facilities caring
for residents with suspected or confirmed COVID-19 (available here: https://www.
cdc.gov/coronavirus/2019-ncov/infection-control/control-recommendations.html)
and additional long-term care guidance (available here: https://www.cdc.gov/
coronavirus/2019-ncov/healthcare-facilities/prevent-spread-in-long-term-carefacilities.html).

Facility Communications:


Key public health points of contact during a COVID-19 outbreak have been identified.
(Insert name, title, and contact information for each.)

Local health department contact:

State health department contact:

State long-term care professional/trade association:

continue on next page
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cont.


Completed In Progress Not Started

A person has been assigned responsibility for communications with public health
authorities during a COVID-19 outbreak.

Insert name and contact information:



Key preparedness (e.g., Healthcare coalition) points of contact during a COVID-19
outbreak have been identified.

Insert name, title, and contact information for each:



A person has been assigned responsibility for communications with staff, residents,
and their families regarding the status and impact of COVID-19 in the facility. (Having
one voice that speaks for the facility during an outbreak will help ensure the delivery
of timely and accurate information.)



Contact information for family members or guardians of facility residents is up to date.



Communication plans include how signs, phone trees, and other methods of
communication will be used to inform staff, family members, visitors, and other
persons coming into the facility (e.g., consultants, sales and delivery people) about
the status of COVID-19 in the facility.



A list has been created of other healthcare entities and their points of contact (e.g.,
other long-term care and residential facilities, local hospitals and hospital emergency
medical services, relevant community organizations—including those involved with
disaster preparedness) with whom it will be necessary to maintain communication
during an outbreak. Attach a copy of contact list.



A facility representative(s) has been involved in the discussion of local plans for
inter-facility communication during an outbreak.

Supplies and resources:
The facility provides supplies necessary to adhere to recommended IPC practices
including:


Alcohol-based hand sanitizer for hand hygiene is available in every resident room
(ideally both inside and outside of the room) and other resident care and common
areas (e.g., outside dining hall, in therapy gym).



Sinks are well-stocked with soap and paper towels for hand washing.



Signs are posted immediately outside of resident rooms indicating appropriate IPC
precautions and required personal protective equipment (PPE).



Facility provides tissues and facemasks for coughing people near entrances and in
common areas with no-touch receptacles for disposal.

Necessary PPE is available immediately outside of the resident room and in other
areas where resident care is provided.
continue on next page
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Completed In Progress Not Started

cont.


Facilities should have supplies of facemasks, respirators (if available and the facility
has a respiratory protection program with trained, medically cleared, and fit-tested
HCP), gowns, gloves, and eye protection (i.e., face shield or goggles).



Trash disposal bins should be positioned near the exit inside of the resident room to
make it easy for staff to discard PPE after removal, prior to exiting the room, or before
providing care for another resident in the same room.



Facility ensures HCP have access to EPA-registered hospital-grade disinfectants
to allow for frequent cleaning of high-touch surfaces and shared resident care
equipment.
 Products with EPA-approved emerging viral pathogens claims are recommended for use
against COVID-19. If there are no available EPA-registered products that have an approved
emerging viral pathogen claim for COVID-19, products with label claims against human
coronaviruses should be used according to label instructions.



The facility has a process to monitor supply levels.



The facility has a contingency plan, that includes engaging their health department
and healthcare coalition when they experience (or anticipate experiencing) supply
shortages. Contact information for healthcare coalitions is available here:
https://www.phe.gov/Preparedness/planning/hpp/Pages/find-hc-coalition.aspx

Identification and Management of Ill Residents:


The facility has a process to identify and manage residents with symptoms of
respiratory infection (e.g., cough, fever, sore throat) upon admission and daily
during their stay in the facility, which include implementation of appropriate
Transmission-Based Precautions.



The facility has criteria and a protocol for initiating active surveillance for respiratory
infection among residents and healthcare personnel. CDC has resources for
performing respiratory surveillance in long-term care facilities during an outbreak,
see: https://www.cdc.gov/longtermcare/pdfs/LTC-Resp-OutbreakResources-P.pdf



Plans developed on how to immediately notify the health department for clusters of
respiratory infections, severe respiratory infections, or suspected COVID-19.



The facility has criteria and a protocol for: limiting symptomatic and exposed residents
to their room, halting group activities and communal dining, and closing units or the
entire facility to new admissions.



The facility has criteria and a process for cohorting residents with symptoms of
respiratory infection, including dedicating HCP to work only on affected units.

Considerations about Visitors:


The facility has plans and material developed to post signs at the entrances to the
facility instructing visitors not to visit if they have fever or symptoms of a respiratory
infection.



The facility has criteria and protocol for when visitors will be limited or restricted from
the facility.							
continue on next page
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Completed In Progress Not Started

cont.


Should visitor restrictions be implemented, the facility has a process to allow for
remote communication between the resident and visitor (e.g., video-call applications
on cell phones or tablets) and has policies addressing when visitor restrictions will be
lifted (e.g., end of life situation).

For more information about managing visitor access and movement in the
facility see: https://www.cdc.gov/coronavirus/2019-ncov/infection-control/controlrecommendations.html

Occupational Health:


The facility has sick leave policies that are non-punitive, flexible, and consistent with
public health policies that allow ill healthcare personnel (HCP) to stay home.



The facility instructs HCP (including consultant personnel) to regularly monitor
themselves for fever and symptoms of respiratory infection, as a part of routine
practice.



The facility has a process to actively screen HCP for fever and symptoms when they
report to work.



The facility has a process to identify and manage HCP with fever and symptoms of
respiratory infection.



The facility has a plan for monitoring and assigning work restrictions for ill and
exposed HCP.
(See: https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.
html)



The facility has a respiratory protection plan that includes medical evaluation, training,
and fit testing of employees.

Education and Training:


The facility has plans to provide education and training to HCP, residents, and
family members of residents to help them understand the implications of, and basic
prevention and control measures for, COVID-19. Consultant HCP should be included in
education and training activities.



A person has been designated with responsibility for coordinating education and
training on COVID-19 (e.g., identifies and facilitates access to available programs,
maintains a record of personnel attendance).

Insert name, title, and contact information:



Language and reading-level appropriate materials have been identified to
supplement and support education and training programs to HCP, residents, and
family members of residents (e.g., available through state and federal public health
agencies such and through professional organizations), and a plan is in place for
obtaining these materials.

Spring Hills Senior Communities
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Completed In Progress Not Started

cont.


Plans and material developed for education and job-specific training of HCP which
includes information on recommended infection control measures to prevent the
spread of COVID-19, including:
 Signs and symptoms of respiratory illness, including COVID-19.
 How to monitor residents for signs and symptoms of respiratory illness.
 How to keep residents, visitors, and HCP safe by using correct infection control practices
including proper hand hygiene and selection and use of PPE. Training should include
return demonstrations to document competency.
 Staying home when ill.
 HCP sick leave policies and recommended actions for unprotected exposures (e.g., not
using recommended PPE, an unrecognized infectious patient contact).



See: “Strategies to prevent the spread of COVID-19 in long-term care facilities,’ available
at: https://www.cdc.gov/coronavirus/2019-ncov/healthcare-facilities/prevent-spreadin-long-term-care-facilities.html



The facility has a plan for expediting the credentialing and training of non-facility HCP
brought in from other locations to provide resident care when the facility reaches a
staffing crisis.



Informational materials (e.g., brochures, posters) on COVID-19 and relevant
policies (e.g., suspension of visitation, where to obtain facility or family member
information) have been developed or identified for residents and their families.
These materials are language and reading-level appropriate, and a plan is in place to
disseminate these materials in advance of the actual pandemic.

Surge Capacity:
Staffing


A contingency staffing plan has been developed that identifies the minimum staffing
needs and prioritizes critical and non-essential services based on residents’ health
status, functional limitations, disabilities, and essential facility operations.



A person has been assigned responsibility for conducting a daily assessment of
staffing status and needs during a COVID-19 outbreak.

Insert name, title, and contact information:



Legal counsel and state health department contacts have been consulted to
determine the applicability of declaring a facility “staffing crisis” and appropriate
emergency staffing alternatives, consistent with state law.



The staffing plan includes strategies for collaborating with local and regional
planning and response groups to address widespread healthcare staffing shortages
during a crisis.

continue on next page
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Completed In Progress Not Started

cont.

Consumables and durable medical equipment and supplies
 Estimates have been made of the quantities of essential resident care materials and
equipment (e.g., intravenous pumps and ventilators, pharmaceuticals) and personal
protective equipment (e.g., masks, respirators, gowns, gloves, and hand hygiene
products), that would be needed during an eight-week outbreak.


Estimates have been shared with local, regional, and tribal planning groups to better
plan stockpiling agreements.



A plan has been developed to address likely supply shortages (e.g., personal
protective equipment), including strategies for using normal and alternative channels
for procuring needed resources.



A strategy has been developed for how priorities would be made in the event
there is a need to allocate limited resident care equipment, pharmaceuticals, and
other resources.



A process is in place to track and report available quantities of consumable medical
supplies including PPE.

Postmortem care:
 A contingency plan has been developed for managing an increased need for
postmortem care and disposition of deceased residents.


An area in the facility that could be used as a temporary morgue has been identified.



Local plans for expanding morgue capacity have been discussed with local and
regional planning contacts.

www.cdc.gov/COVID19
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COVID-19 Infection Prevention and
Control Assessment Tool (Tele-ICAR)
for Long-Term Care and Assisted Living Facilities
The New Jersey Department of Health (NJDOH) Infection Control and Assessment and Response (ICAR)
team recognizes the rapidly changing recommendations and guidelines during these unprecedented
times. We extend our sincere gratitude to each and every healthcare team member for the dedication,
sacrifice, and determination to provide the best care possible for our New Jersey (NJ) residents during
this global pandemic. We hope this will be an opportunity to pause and consider the accomplishments
to date in protecting the health and safety of NJ residents.
This tele-ICAR tool is developed by the Centers for Disease Control and Prevention (CDC) and is intended
to help long term care (LTC) and assisted living facilities (ALF) to prepare to respond effectively to
COVID-19 by evaluating the status of their current response activities. This voluntary tool is intended to
be self-administered by LTC and ALF facilities and can be found at
https://www.nj.gov/health/cd/topics/covid2019_healthcare.shtml.
The tele-ICAR tool focuses on the following key strategies and prevention activities for COVID-19
response:
•
•
•
•
•
•
•
•

Keep COVID-19 out of the facility.
Identify infections, as early as possible.
Prevent spread of COVID-19 in the facility.
Assess and optimize personal protective equipment (PPE) supplies.
Identify and manage severe illness in patients/residents.
Educate, monitor, and screen healthcare personnel (HCP) and patients/residents.
Ensure adherence to recommended infection prevention and control (IPC) practices.
Communicate with local and state health departments and other healthcare facilities.

Findings from the assessment can be used to target facility-specific IPC preparedness and/or
containment activities that healthcare facilities can immediately focus on while continuing to keep their
patients/residents and HCP safe. Please complete this tool and submit it to the NJ ICAR team at
CDS.ICAR@doh.nj.gov or via fax at 609-292-5811, at your earliest convenience.
The NJDOH ICAR team is available for virtual consultations to support IPC activities. If you are
interested in a consultative appointment, please complete the tele-ICAR assessment and check the box
indicating such. A member of the ICAR team will follow-up to coordinate a one-hour scheduled virtual
appointment with the NJ ICAR team. We appreciate your partnership and look forward to continually
improving the health and well-being of NJ residents.
Interested in virtual tele-ICAR consultation:

☐ Yes ☐ No

Send completed forms to CDS.ICAR@doh.nj.gov or via fax to 609292-5811
V1 May 2020
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Instructions: Please answer the questions in the space provided. If additional information is needed,
please review the guidance available on the CDC Preparing for COVID-19: Long-term Care Facilities,
Nursing Homes at https://www.cdc.gov/coronavirus/2019-ncov/hcp/long-term-care.html. Any
additional questions can be directed to the NJ ICAR team at CDS.ICAR@doh.nj.gov.
Demographics
Facility Point of Contact
(POC) Name:
Facility POC Title:
POC Phone:
POC E-mail Address:
Facility Name:
Facility County:
Date:
•
•
•
•

Number of beds in the facility:
Total number of patients/residents in the facility:
Total number of staff in the facility:
Total number of units:
Specialty Units (check all that apply): ☐ Vent/trach ☐Dialysis ☐Dementia/Memory
☐ Skilled Nursing ☐ Subacute Rehab ☐ Psychiatric care

Which of the following situations apply to the facility? (Select all that apply)
□ No cases of COVID-19 currently reported in the surrounding community
□ Cases reported in the surrounding community
□ Sustained transmission reported in the surrounding community
□ Cases identified in their facility (either among HCP and/or patients/residents)
□ Cluster of ILI in facility (either among HCP and/or patients/residents)
Have you received any prior information specific to prevention transmission of COVID-19?
(Select all that apply)
□ No
□ Yes, from the state health department
□ Yes, from the local health department
□ Yes, from Centers for Disease Control and Prevention (CDC)
□ Yes, from Centers for Medicare and Medicaid Services (CMS)
□ Yes, from another source:
Visitor restrictions and non-essential person restrictions
Elements to be assessed

Assessment
(Y/N)

Facility restricts all visitation except for certain compassionate care situations,
such as end-of-life.
V1 May 2020
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Visitor restrictions and non-essential person restrictions (cont’d)
Elements to be assessed

Assessment
(Y/N)

Decisions about visitation are made on a case-by-case basis.
Potential visitors are screened prior to entry for fever or symptoms of COVID19. Those with symptoms are not permitted to enter the facility.

☐ Yes
☐ No
☐ Yes
☐ No

Visitors that are permitted inside, must wear a cloth face covering (e.g.,
practice source control) while in the building and restrict their visit to the
patient’s/resident's room or other location designated by the facility. They
are also reminded to frequently perform hand hygiene.

☐ Yes
☐ No

Non-essential personnel including volunteers and non-medical service
providers (e.g., salon, barbers) are restricted from entering the building.

☐ Yes
☐ No

Facility has sent a communication (e.g., letter, email) to families advising
them that no visitors will be allowed in the facility except for certain
compassionate care situations, such as end-of-life, and that alternative
methods for visitation such as video conferencing will be made available.
(https://www.cdc.gov/coronavirus/2019-ncov/downloads/healthcarefacilities/Long-Term-Care-letter.pdf)

☐ Yes
☐ No

Facility has provided alternative methods for visitation such as video
conferencing for patients/residents.

☐ Yes
☐ No

Facility has posted signs at entrances to the facility advising that no visitors
may enter the facility.

☐ Yes
☐ No

Notes/Areas for
Improvement

Education, monitoring, and screening of HCP
Facility has provided education and refresher training to HCP (including
consultant personnel) about the following:
• COVID-19 (e.g., symptoms, how it is transmitted)
• Sick leave policies and importance of not reporting to or
remaining at work when ill
• New policies for source control while in the facility

☐
☐

☐ Yes
☐ No

☐

Facility monitors HCP adherence to recommended IPC practices, including:
• Hand hygiene
☐
• Selection and use of PPE; have HCP demonstrate competency
☐
with putting on and removing PPE
• Cleaning and disinfecting environmental surfaces and
☐
patient/resident care equipment

☐ Yes
☐ No

Facility is aware of staffing needs and has a plan in the event of staffing
shortages.

☐ Yes
☐ No

V1 May 2020
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Education, monitoring, and screening of HCP (cont’d)
Elements to be assessed

Assessment
(Y/N)

Facility has implemented universal use of facemasks or cloth face coverings
for HCP (for source control) while in the facility.
• Facility has provided staff with education to use facemask or
☐
respirator if more than source control is required.
Note: If there are shortages of facemasks, facemasks should be
prioritized for HCP and then for patients/residents with symptoms of
COVID-19 (as supply allows). Cloth face coverings are not considered PPE
Last Update: December 2020
and should not be worn instead of a respirator
or facemask if more than
source control is required.

☐ Yes
☐ No

All HCP are reminded to practice social distancing when in break rooms and
common areas.

☐ Yes
☐ No

All HCP (including ancillary staff such as dietary and housekeeping and
consultant personnel) are screened at the beginning of their shift for fever
and symptoms of COVID-19 (actively records their temperature and
documents absence of shortness of breath, new or change in cough, sore
throat, and muscle aches).
• If they are ill, they are instructed to keep their cloth face
☐
covering or facemask on and leave the facility. HCP with
suspected or confirmed COVID-19 should notify their
supervisor at any facility where they work.

☐ Yes
☐ No

Facility keeps a list of symptomatic HCP

☐ Yes
☐ No

Notes/Areas for
Improvement

Education, monitoring, and screening, and cohorting of patients/residents
Facility has provided education to patients/residents about the
following:
• COVID-19 (e.g., symptoms, how it is transmitted)
• Importance of immediately informing HCP if they feel feverish
or ill
• Actions they can take to protect themselves (e.g., hand
hygiene, covering their cough, maintaining social distancing)
• Actions the facility is taking to keep them safe (e.g., visitor
restrictions, changes in PPE use, canceling group activities and
communal dining)

☐
☐

☐ Yes
☐ No

☐
☐

Facility assesses patients/residents for fever and symptoms of COVID-19
(shortness of breath, new or change in cough, sore throat, muscle aches)
upon admission and at least daily throughout their stay in the facility.
• Patients/residents with suspected COVID-19 are immediately
☐
placed in appropriate Transmission-Based Precautions.

☐ Yes
☐ No

Note: Older adults with COVID-19 may not show typical symptoms
such as fever or respiratory symptoms. Atypical symptoms may include new
or worsening malaise, new dizziness, or diarrhea. Identification of these
symptoms should prompt isolation and further evaluation for COVID-19.
V1 May 2020
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Education, monitoring, and screening, and cohorting of patients/residents (cont’d)
Elements to be assessed

Assessment
(Y/N)

Facility keeps a list of symptomatic patients/residents

☐ Yes
☐ No

Facility has stopped group activities inside the facility and field trips outside
of the facility.

☐ Yes
☐ No

Facility has stopped communal dining.

☐ Yes
☐ No

Patients/residents are encouraged to remain in their rooms.
• If there are cases in the facility, patients/residents are
restricted (to the extent possible) to their rooms except for
medically necessary purposes.
• If patients/residents leave their rooms, they wear a cloth face
covering or facemask, perform hand hygiene, limit movement
in the facility, and perform social distancing.

☐

☐ Yes
☐ No

☐

Facility bundles patient/resident care and treatment activities to minimize
entries into patient/resident rooms, for example, by having clinical staff clean
and disinfect high-touch surfaces when in a room.

☐ Yes
☐ No

The facility monitors ill patients/residents at least 3 times daily including
evaluating symptoms, vital signs, oxygen saturation via pulse oximetry to
identify and quickly manage clinical deterioration.

☐ Yes
☐ No

Facility has dedicated a space in the facility to care for patients/residents with
confirmed COVID-19. This could be a dedicated floor, unit, or wing in the
facility or a group of rooms at the end of the unit that will be used to cohort
patients/residents with COVID-19.
• Facility has dedicated a team of primary HCP staff to work
☐
only in this area of the facility.

☐ Yes
☐ No

Facility has a plan for how patients/residents in the facility who develop
COVID-19 will be handled (e.g., transfer to single room, prioritize for testing,
transfer to COVID-19 unit if positive).
• Closely monitor roommates and other patients/residents who
☐
may have been exposed to an individual with COVID-19 and, if
possible, avoid placing unexposed patients/residents into a
shared space with them.

☐ Yes
☐ No

Facility has a plan for managing new admissions and readmissions whose
COVID-19 status is unknown.

☐ Yes
☐ No

V1 May 2020
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Additional actions when COVID-19 is identified in the facility or there is sustained transmission
in the community
Elements to be assessed

Assessment
(Y/N)

Facility uses all recommended COVID-19 PPE for the care of all
patients/residents on affected units (or facility wide depending on the
situation).

☐ Yes
☐ No

Notes/Areas for
Improvement

Note: COVID-19 PPE includes gloves, gowns, facemasks, N-95 or higher-level
respirators (if facility has a respiratory protection program and HCP are fittested) and eye protection (face shield or goggles). Because of the higher
risk of unrecognized infection among patients/residents, universal use of all
recommended COVID-19 PPE for the care of all patients/residents on the
affected unit (or facility) is recommended when even a single case among
patients/residents or HCP is identified in the facility; this should also be
considered when there is sustained transmission in the community.
Availability of PPE and other supplies
Facility has assessed current supply of PPE and other critical materials (e.g.,
alcohol-based hand sanitizer, EPA-registered disinfectants, tissues).
(https://www.cdc.gov/coronavirus/2019-ncov/hcp/ppe-strategy/burncalculator.html)

☐ Yes
☐ No

If PPE shortages are identified or anticipated, facility has engaged their health
department and/or healthcare coalition for assistance.

☐ Yes
☐ No

Facility has implemented measures to optimize current PPE supply.
(https://www.cdc.gov/coronavirus/2019-ncov/hcp/ppe-strategy/index.html)

☐ Yes
☐ No

COVID-19 PPE is available in patient/resident care areas including outside
patient/resident rooms.
Note: COVID-19 PPE includes gloves, gowns, facemasks, N-95 or higher-level
respirators (if facility has a respiratory protection program and HCP are fittested) and eye protection (face shield or goggles).

☐ Yes
☐ No

EPA-registered, hospital-grade disinfectants with an emerging viral pathogens
claim against SARS-CoV-2 (the virus that causes COVID-19) are available to
allow for frequent cleaning of high-touch surfaces and shared
patient/resident care equipment.

☐ Yes
☐ No

Note: See EPA List N: https://www.epa.gov/pesticide-registration/list-ndisinfectants-use-against-sars-cov-2
Tissues and trash cans are available in common areas and patient/resident
rooms for respiratory hygiene and cough etiquette and source control.

V1 May 2020
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IPC practices
Elements to be assessed
HCP perform hand hygiene in the following situations:
• Before patient/resident contact, even if gloves will be worn
• After contact with the patient/resident
• After contact with blood, body fluids, or contaminated
surfaces or equipment
• Before performing an aseptic task
• After removing PPE

☐
☐
☐

Notes/Areas for
Improvement

☐
☐

Facility has preference for alcohol-based hand sanitizer over soap and water
HCP wear the following PPE when caring for patients/residents with
suspected or confirmed COVID-19
• Gloves
• Isolation gown
N-95 or higher-level respirator (or facemask if a respirator is
not available), Eye protection (goggles or face shield)

Assessment
(Y/N)
☐ Yes
☐ No

☐

☐ Yes
☐ No
☐ Yes
☐ No

☐
☐

PPE are removed in a manner to prevent self-contamination and hand
hygiene is performed.

☐ Yes
☐ No

Hand hygiene supplies are available in all patient/resident care areas.
• Alcohol-based hand sanitizer* with 60-95% alcohol is
available in every patient/resident room and other
patient/resident care and common areas.

☐ Yes
☐ No

☐

Note: If there are shortages of alcohol-based hand sanitizer, hand hygiene
using soap and water is still expected.
Hand hygiene and PPE compliance are audited.

☐ Yes
☐ No

Non-dedicated, non-disposable patient/resident care equipment is cleaned
and disinfected after each use.

☐ Yes
☐ No

EPA-registered, hospital-grade disinfectants with an emerging viral pathogens
claim against SARS-CoV-2 (the virus that causes COVID-19) are available to
allow for frequent cleaning of high-touch surfaces and shared
patient/resident care equipment.
• Add name of EPA-registered disinfectant used in facility to
☐
notes section

☐ Yes
☐ No

Note: See EPA List N: https://www.epa.gov/pesticide-registration/list-ndisinfectants-use-against-sars-cov-2
V1 May 2020
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IPC practices (cont’d)
Elements to be assessed

Assessment
(Y/N)

Facility is aware of the contact time for the EPA-registered disinfectant and
shares this information with HCP.

☐ Yes
☐ No

Notes/Areas for
Improvement

Note: The contact time is how long a disinfectant needs to remain on a
surface for it to be effective. The surface needs to be wet the entire time.
Contact times can range from 30 seconds to 10 minutes; often the product
is dry after 1-2 minutes so this may mean reapplying more until that contact
time is met, per the manufacturer’s instructions for use.
EPA-registered disinfectants are prepared and used in accordance with label
instructions.

☐ Yes
☐ No

Communication
Facility notifies their local and state health department about any of the
following:
• COVID-19 is suspected or confirmed in a patient/resident or
☐
HCP
☐
• A patient/resident has severe respiratory infection resulting
in hospitalization or death
☐
• A cluster of new-onset respiratory symptoms among
patients/residents or HCP (≥3 cases over 72 hours)

☐ Yes
☐ No

Facility has process to notify patients/residents, families, and staff members
about COVID-19 cases occurring in the facility.

☐ Yes
☐ No

Facility communicates information about known or suspected
patients/residents with COVID-19 to appropriate personnel (e.g., transport
personnel, receiving facility) before transferring them to healthcare facilities
such as dialysis and acute care facilities.

☐ Yes
☐ No

Resources
CDC, Coronavirus (COVID-19)
https://www.cdc.gov/coronavirus/2019-ncov/index.html
CDC, Infection Prevention and Control Assessment Tool for Nursing Homes Preparing for COVID-19
https://www.cdc.gov/coronavirus/2019-ncov/hcp/assessment-tool-for-nursing-homes.html
NJDOH, COVID-19: Information for Healthcare Professionals
https://www.nj.gov/health/cd/topics/covid2019_healthcare.shtml
NJDOH, Healthcare Associated Infections, ICAR Resources
https://www.nj.gov/health/cd/topics/hai.shtml
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Policy 2.0

Choose an item.

Screening and Testing Guidelines for COVID-19
Policy Statement
This guidance is intended to provide direction on the appropriate screening and use of testing for COVID-19 among
residents and healthcare personnel. This policy is based on the current guidance from CDC and NJDOH.
Policy Interpretation and Implementation
Residents are at high risk for infection, serious illness, and death from COVID-19. Early detection of infected individuals through screening and testing for the virus that causes COVID-19 is important in reducing the spread.
Viral testing can detect cases quickly and allow for quick interventions which may reduce the risk of on-going
transmission in the facility and community.

Routine COVID-19 Screening of Residents and Staff
1. At least daily, take the temperature of all residents and screen them to see if they have any symptoms of
COVID-19. People with COVID-19 have had a wide range of symptoms reported – ranging from mild
symptoms to severe illness. Symptoms may appear 2-14 days after exposure to the virus. People with any of
these symptoms may have COVID-19:
a. Fever or chills
b. Cough
c. Shortness of breath or difficulty breathing
d. Fatigue
e. Muscle or body aches
f. Headache
g. New loss of taste or smell
h. Sore throat
i. Congestion or runny nose
j. Nausea or vomiting
k. Diarrhea

2. Everyone who enters the building including staff, contracted staff, clinicians and visitors should
enter through the main entrance where screening measures are taken. A log of all entering along
with records of temperatures and their answers to the screening questions asked should be maintained and available for review by IP and public health if needed.
Viral Testing of Residents and Staff
1. Viral testing should be performed on any resident who has signs or symptoms of COVID-19 after obtaining
resident consent and a physician’s order. Clinicians should use their judgment to determine if a resident has
signs or symptoms consistent with COVID-19 and whether the resident should be tested. Individuals with
COVID-19 may not show common symptoms such as fever or respiratory symptoms. Some may present
with only mild symptoms or other less common symptoms. Clinicians are encouraged to consider testing
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for other causes of respiratory illness, such as influenza, in addition to testing for the virus known to cause
COVID-19 (i.e. SARS-CoV-2).
2. Staff performing the specimen collection/testing process should be trained and have demonstrated competency in the proper techniques required according to the COVID-19 testing manufacturer instructions.
Proper PPE should be utilized and specimens should be obtained in the resident’s room while the door is
closed (and curtain pulled if in a semi-private room).
3. Point-of-care (POC) antigen tests are available for diagnostic testing for SARS-CoV-2. These have a rapid
turnaround time but have a lower sensitivity but similar specificity for detecting SARS-CoV-2 compared to
the reverse-transcriptase polymerase chain reaction RT-PCR) tests. The FDA recommends that negative
POC antigen tests be considered presumptive due to the lower sensitivity compared to PCR testing.
4. Under the direction of the facility Infection Preventionist (IP), performing expanded viral testing
of all residents in the facility should be carried out if there is an outbreak in the facility. An outbreak of
COVID-19 in Long Term Care is defined as a new COVID-19 infection in any HCP or new COVID-19
infection in a resident (source: refer to the two reference documents noted in the first paragraph above).
5. If an outbreak is suspected notification of the local health department by the Infection Preventionist or
designee should occur as soon as possible so that public health can provide recommendations on facility
wide testing steps to take. Follow the direction of the local health department for frequency of viral testing
for all residents and health care personnel in response to an outbreak.
6. When one case is detected in the center, there are often other residents and staffs who are infected with
COVID-19 who can continue to spread the infection, even if they are asymptomatic. When undertaking
facility-wide viral testing, facility leadership should expect to identify multiple asymptomatic and
pre-symptomatic residents and with COVID-19 infection and be prepared to cohort residents according to
approved policy.
7. If viral testing capacity is limited, the facility will first directing testing to residents who are close contacts
(e.g., on the same unit or floor of a new confirmed case or cared for by infected HCP) based on CDC
recommendations (Considerations for Performing Facility-wide SARS-CoV-2 Testing in Nursing Homes).
8. If viral test capacity is limited, direct repeat rounds of testing to residents who leave and return to the facility
(e.g., for outpatient dialysis) or have known exposure to a case (e.g., roommates of cases or those cared for
by a HCP with confirmed SARS-CoV-2 infection) as per CDC recommendations , the center’s facility
outbreak response plan and LDH guidance.
9. For persons previously diagnosed with symptomatic COVID-19 who remain asymptomatic after recovery,
retesting is not recommended within 3 months after the date of symptom onset for the initial COVID-19
infection. For persons who develop new symptoms consistent with COVID-19 during the 3 months after the
date of initial symptom onset, if an alternative etiology cannot be identified by a provider, then the person
may warrant retesting; consultation with infectious disease or infection control experts is recommended.
Isolation may be considered during this evaluation based on consultation with an infection control expert,
especially in the event symptoms develop within 14 days after close contact with an infected person.
Revised date: 8-10-20
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10. For persons who never developed symptoms, the date of first positive RT-PCR test for COVID-19 should
be used in place of the date of symptom onset.

Procedure for Staff Testing
1. All center active staff including new hires will be tested for COVID-19 based on DOH guidance and
center outbreak response plan.
2. Testing should be conducted on all staff including direct care and non-direct care workers, volunteers,
and agency staff, and persons not directly involved in patient care, but who could be exposed to infectious agents that can be transmitted in the healthcare setting (e.g., clerical, dietary, environmental
services, laundry, security, engineering and facilities management, administrative, billing, and volunteer
personnel).
3. Weekly testing will be continued until DOH guidance changes on all active employees including who
are previously tested negative and anyone who had tested positive over 8 weeks ago and is currently
asymptomatic.
4. The testing will be available at each center and trained staff will collect the nasal swab to be sent to the
authorized contracted lab provider
5. Staff undergoing testing will be provided clear information on the purpose, reliability, and limitations,
how the test will be performed, and how they will be notified of the results.
6. Staff with signs and symptoms of COVID-19 will be prioritized for testing.
7. Any staff who is newly symptomatic consistent with COVID-19 must be retested at the onset of
symptoms, regardless of the interval between the recent negative test and symptom onset.
8. Testing the same individual more than once in a 24-hour period is not recommended.
9. Infection Preventionist/designee will communicate with local health department and follow the policy
for “Guidance for COVID 19 diagnosed and exposed health care personnel”.
10. Symptom-based strategy should be used to determine when staff with COVID-19 infection may return to work.
a. Although not recommended, a test-based strategy could be considered to allow staff with
COVID-19 to return to work earlier than the symptom-based strategy.
b. A test-based strategy could also be considered for some staff (e.g., severely immunocompromised) in consultation with local infectious diseases experts if concerns exist for the staff
being infectious for more than 20 days.
c. Testing will be done for asymptomatic staff with known or suspected exposure to COVID-19.
d. If any staff who has a lower risk exposure, they may continue to work; however, screening for
symptoms prior to starting work each day and using source control measures should be followed.
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e. Center will follow the outbreak response plan if the center has staffing shortages, which includes allowing staff with higher risk exposures to continue to work during their 14-day
post-exposure period.
f. If testing of exposed staff is instituted, test results should be available rapidly (i.e., within 24
hours), and there should be a clear plan to respond to results and proper procedures related to
OSHA needs to be followed.
g. If staff has been tested by another healthcare provider the test results need to be provided to
the Administrator/Executive Director/ Department Head immediately.
h. If staff refuses testing, they will not be allowed to work and will be subject to discipline up to
and including termination.
i.

All test results must be kept in the staff’s confidential medical file.

j.

No staff should be subject to harassment or discrimination due to their positive test results.
Complaints of this nature should initiate an immediate investigation by the Administrator or
HR.

k. The following procedure will be followed when the community identifies a positive
COVID-19 case or a person under investigation among the staff,
i. The facility shall trace exposure back 48 hours prior to the symptom onset or the
positive test for asymptomatic staff and identify those residents that may later develop
symptoms of COVID-19
ii. Those residents who were cared for by these positive or PUI shall be restricted to their
room and cared for using all recommended COVID-19 PPE until the results of the
COVID-19 testing are known.
iii. If the results of the staff person are positive, then the resident shall be cared for using
PPE for 14 days after last exposure and shall be tested twice during the 14-day period.
l.

The Infection Control Preventionist and the Facility Administrator will conduct a review of all
test results to assure that the testing schedule is appropriate to assure consistent specimen
collection, interpretation of results and an infection control response.

m. The following considerations will be taken as appropriate depending the facility resources
available.
2. Considerations for limited testing of staff:
a. Prioritize PPS testing for all staff with no previously known COVID-19 positive result.
b. Prioritize PPS testing for symptomatic staff or staff with high-risk exposures.
c. Prioritize re-testing staff who are known to work at other healthcare facilities with cases of
COVID-19.
If staff are not available the time/day of the PPS testing, it is still recommended that they are tested as soon as
possible to be captured in the PPS testing event. It is not recommended that staff are excluded from work if
they are not available for the facility-wide testing.
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Facility Specific Information to be
inserted by Infection Preventionist

Insert any “Facility specific protocols or
procedures” in place for the “COVID-19 Testing
Program” at the facility.
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Policy 2.0.1
Choose an item.

Covid-19 Testing for Physicians
Policy
All center active physician staff including advanced care providers (Nurse practitioners and
physician assistants) must be tested for covid-19 in accordance with CDC and NJ DOH
guidelines.
Purpose
To help ease the widespread transmission of COVID-19 when someone is asymptomatic and
pre- symptomatic. This policy is established to keep employees, residents, participants and
clients at a low risk for any exposure to the COVID-19.
1. Procedure
a. All center active physician staff including advanced care providers (Nurse
practitioners and physician assistants) will follow the testing guidelines for
COVID 19 as per CDC and NJDOH guidance.
b. The physician staff should provide a copy of the lab test result for COVID 19
in order to comply with the testing requirements based on facility’s outbreak
response plan.
c. If the physician staff has tested positive, notification should be given to the
facility and the test results need to be provided to the Administrator/Executive
Director/ Department Head immediately.
d. The physician staff who tested positive will not be allowed to have in person
visits and could arrange for telehealth services until they meet the criteria for
discontinuation of transmission-based precautions as per CDC and NJDOH
guidelines.
e. All test results must be maintained in a way that protects confidentiality to the
extent possible and is consistent with applicable laws and regulations.
f. Physician staff should not be subject to harassment or discrimination due to
their positive test results. Complaints of this nature should initiate an
immediate investigation by the Administrator or HR.
g. The following procedure will be followed when the community identifies a
positive COVID-19 case or a person under investigation among the physician
staff,
i. The facility shall trace exposure back 48 hours prior to the symptom
onset or the positive test for asymptomatic physician staff and identify
those residents that may later develop symptoms of COVID-19.
ii. Those residents who were cared for by these positive or PUI shall be
restricted to their room and cared for using all recommended COVID19 PPE until the results of the COVID testing are known.
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iii. If the results of the physician staff person are positive, then the resident
shall be cared for using PPE for 14 days after last exposure and shall be
tested twice during the 14-day period.
h. The Infection Control Preventionist and the Facility Administrator will include
the physician staff test results in their review of all staff results to assure
consistent infection control response.
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CONSIDERATIONS FOR INTERPRETING ANTIGEN TEST RESULTS IN NURSING HOMES
Does the resident or healthcare
personnel (HCP) have symptoms
consistent with COVID-19?*
SYMPTOMATIC

POC Antigen Test

POSITIVE
No confirmatory
test needed.
Isolate/exclude
from work.
If index case,
intiate outbreak
response.

PRESUMPTIVE
NEGATIVE

Perform
confimatory
RT-PCR test
immediately.
Isolate/exclude
from work until
RT-PCR results.
Actions
dependent on
RT-PCR test
alone.**

ASYMPTOMATIC

Facility with an outbreak
(Resident and HCP serial testing)

Facility without an outbreak
(HCP serial screening testing)

POC antigen testing
every 3-7 days ##

HCP POC antigen screening
interval per CMS requirements#

POSITIVE
No confirmatory
test needed.
Isolate/exclude
from work.

PRESUMPTIVE
NEGATIVE
Continue serial
testing until no
new positives
for 14 days.^^

POSITIVE
Especially in low
incidence counties,
consider performing
confirmatory RT-PCR
test within 48 hrs.
Exclude from work,
pending confirmatory
test.

RT-PCR TEST POSITIVE
Initiate outbreak response.

This algorithm should be used as a guide, but clinical decisions may deviate from this
guide if indicated. Contextual factors including community incidence, characteristics
of different antigen testing platforms, as well as availability and turnaround times of
RT-PCR, further inform interpretation of antigen test results.
RT-PCR: reverse-transcriptase polymerase chain reaction
POC: point-of -care
HCP: healthcare personnel
Index case: a newly identified case of SARS-CoV-2 infection in a resident or HCP in a nursing
home facility with no known infections of SARS-CoV-2 infection in the previous 14-day
period.
COVID-19 outbreak response in a nursing home is triggered when one nursing home-onset
SARS-CoV-2 infection in a resident or one HCP SARS-CoV-2 infection.

PRESUMPTIVE
NEGATIVE
Allow HCP to
continue work.
Continue serial
testing.

RT-PCR TEST
NEGATIVE
Discuss with public
health.^

* Asymptomatic individuals who have recovered from SARS-CoV-2 infection in the past 3 months
and live or work in a nursing home performing facility-wide testing do not need to be retested. If
an individual has recovered from SARS-CoV-2 infection in the past 3 months and develops new
symptoms suggestive of COVID-19, alternative diagnoses should be considered prior to retesting
for SARS-CoV-2.
** Some antigen platforms have higher sensitivity when testing individuals within 5 days of
symptom onset. Clinical discretion should be utilized to determine if retesting by RT-PCR is
warranted.
# CMS recommendations for testing asymptomatic HCP in facilities without a case
## CDC guidance on testing residents of nursing homes. CDC guidance on testing HCP
^
In discussion with the local health department, community incidence and time between antigen
test and RT-PCR test can be utilized to interpret discordant results and determine when HCP can
return to work.
^^
If an antigen test is presumptive negative in a facility with an outbreak, residents should be
placed in transmission-based precautions or HCP should be allowed to continue working while
monitoring for symptoms.

cdc.gov/coronavirus
August 21, 2020 11:41 AM 319635-A
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Policy 2.03
Choose an item.

Guidance for COVID-19 Diagnosed and or Exposed
Healthcare Personnel
Policy
All center active staff will be assessed for risk for exposure to COVID-19. Any staff that are
diagnosed or exposed will follow CDC and DOH guidelines to meet the criteria to return to
work.
Purpose
To help ease the widespread transmission of COVID-19 when someone is asymptomatic and
pre- symptomatic. This policy is established to keep employees, residents, participants and
clients at a low risk for any exposure to COVID-19, and reduce and prevent transmission from
potentially contagious persons by monitoring and applying recommended work restrictions.
1. Procedure
a. All center active staff will be assessed for risk for covid-19.
b. All staff include direct care and non-direct care workers (Health care personnel
(HCP) include, but are not limited to, emergency medical service personnel,
nurses, nursing assistants, physicians, technicians, therapists, phlebotomists,
pharmacists, students and trainees, contractual staff not employed by the
healthcare facility, and persons not directly involved in patient care, but who
could be exposed to infectious agents that can be transmitted in the healthcare
setting (e.g., clerical, dietary, environmental services, laundry, security,
engineering and facilities management, administrative, billing, and volunteer
personnel.)
c. All center active staff (HCP) will be tested for covid-19.
d. The testing will be available at each center and trained staff will collect the
swab to be sent to the authorized contracted lab provider.
e. If a team member has tested positive (by another healthcare provider) the test
results need to be provided to the Administrator/Executive Director/
Department Head immediately.
f. The center will work with the local Health Department to perform contact
tracing to identify exposed associates and apply work restrictions per CDC and
DOH guidelines.
g. Contact tracing is completed based on the availability of facility resources and
the degree of community transmission.
i. Minimal to no community transmission of SARS-CoV-2, sufficient
resources for contact tracing, and no staffing shortages, risk assessment
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of exposed HCP and application of work restrictions may be feasible
and effective.
ii. Moderate to substantial community transmission of SARS-CoV-2,
insufficient resources for contact tracing, or staffing shortages, risk
assessment of exposed HCP and application of work restrictions may
not be possible.
h. Associates that have tested positive should follow the CDC and DOH
guideline as directed by the Infection Preventionist to determine exclusion
from work, and criteria that should be met to return to work.
i. Symptom based strategy: Non severely immunocompromised persons
with mild to moderate illness should remain on isolation >10 DAYS
have passed since symptoms first appeared (20 days for severe or
critical illness or those who are severely immunocompromised) AND at
least 24 hours have passed since resolution of fever, without use of
fever-reducing medication AND improvement in symptoms.
ii. Time based strategy: symptomatic persons should remain on isolation
>10 DAYS have passed since the date of first positive COVID-19 viral
diagnostic test (20 days for those who are severely
immunocompromised) AND have remained asymptomatic (if
symptoms appear during this time refer to above).
iii. Test based strategy: Generally, not recommended. Could be considered
in consultation with an infectious disease expert for persons who are
severely immunocompromised if concerns exist for the persons being
infectious for more than 20 days
2. Illness severity definitions
The degree of immunocompromise in the HCP is ultimately determined by the treating
provider however some conditions such as being on chemotherapy for cancer,
untreated HIV infection with CD4 T lymphocyte count < 200, combined primary
immunodeficiency disorder, and receipt of prednisone >20mg/day for more than 14
days, may cause a higher degree of immunocompromise and require actions such as
lengthening the duration of HCP work restrictions. Other factors, such as advanced
age, diabetes mellitus, or end-stage renal disease, may pose a much lower degree of
immunocompromise and not clearly affect occupational health actions to prevent
disease transmission.
Mild Illness: Individuals who have any of the various signs and symptoms of
COVID-19 (e.g., fever, cough, sore throat, malaise, headache, muscle pain)
without shortness of breath, dyspnea, or abnormal chest imaging.
Moderate Illness: Individuals who have evidence of lower respiratory disease by
clinical assessment or imaging, and a saturation of oxygen (SpO2) ≥94% on
room air at sea level.
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Severe Illness: Individuals who have respiratory frequency >30 breaths per
minute, SpO2 <94% on room air at sea level (or, for patients with chronic
hypoxemia, a decrease from baseline of >3%), ratio of arterial partial pressure
of oxygen to fraction of inspired oxygen (PaO2/FiO2) <300 mmHg, or lung
infiltrates >50%.
Critical Illness: Individuals who have respiratory failure, septic shock, and/or
multiple organ dysfunction.
The highest level of illness severity experienced by the HCP at any point in their
clinical course should be used when determining mild, moderate, severe or critical
illness and subsequent decisions on when they may return to work.
a. Upon meeting the return to work criteria, all HCP who have tested positive or
diagnosed with COVID-19 should adhere to the following guidance:
i.

Wear a facemask for source control at all times while in the healthcare
facility until all symptoms are completely resolved or at baseline. A
facemask instead of a cloth face covering should be used by these HCP
for source control during this time period while in the facility.
1) A facemask for source control does not replace the need to wear
an N95 or higher-level respirator (or other recommended PPE)
when indicated, including when caring for patients with suspected
or confirmed COVID-19. Of note, N95 or other respirators with
an exhaust valve might not provide source control.

ii.

After this time period, these HCP should revert to their facility policy
regarding universal source control during the pandemic.

iii.

Self-monitor for symptoms and seek re-evaluation from occupational
health if symptoms of COVID-19 (re)occur or worsen.

b. If the center is experiencing severe staffing shortages due to work exclusion
related to COVID-19, they may consider utilizing alternative strategies to
mitigate shortage based on their emergency preparedness plan.
c. If an associate test positive, they may be permitted to work as required by the
guidelines provided by the CDC and DOH.
d. Associates that have already tested positive by the organization do not need to be
retested as the center/community has the positive test result.
e. All other staff that have never been tested, tested negative or if test results are
not on record, need to be tested and if negative, get a 2nd test within 3-7 days of
the 1st test being administered. Ongoing testing requirements will be determined
according to CDC and DOH guidelines and directives.
f. Associates that have tested negative should follow the CDC and DOH guidelines
as directed by the Infection Preventionist:
i.
Revised date: 8-18-20
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regularly monitor themselves for fever and symptoms of COVID-19,
practice source control and should not report to work when ill.
ii.

Symptomatic HCP tested negative: Symptomatic HCP who test negative
for COVID-19 may have another respiratory virus. Similar guidance on
infection prevention and control should be followed (e.g., isolate from
others, practice good hand hygiene, clean and disinfect environmental
surfaces, etc.). If HCP have an alternate diagnosis (e.g., tested positive for
influenza), criteria for return to work should be based on that diagnosis.
At minimum HCP should be excluded from work for at least 24 hours
after symptoms resolve including fever, if applicable.

g. If an associate refuses testing, they will not be allowed to work and will be
subject to discipline up to and including termination.
h. All test results must be kept in the associate’s confidential medical file.
i.

No associate should be subject to harassment or discrimination due to their
positive test results. Complaints of this nature should initiate an immediate
investigation by the Administrator or HR.

j.

The following procedure will be followed when the community identifies a
positive COVID-19 case or a person under investigation among the staff,
i.

The facility shall trace exposure back 48 hours prior to the symptom
onset or the positive test for asymptomatic staff and identify those
residents that may later develop symptoms of COVID-19

ii.

Those residents who were cared for by these positive or PUI shall be
assessed and quarantined to their room and cared for using all
recommended COVID-19 PPE until the results of the COVID testing
are known. They will also follow the guidance by CDC and DOH.

iii.

If the results of the Staff person are positive, then the resident shall be
cared for using PPE for 14 days after last exposure and shall be tested
twice during the 14-day period.

iv.

Other associates that are identified with tracing to have had close contact
with the positive associate will be assessed for risk using CDC or DOH
recommended tools or algorithm.

k. The Infection Control Preventionist and the Facility Administrator will conduct a
review of all test results to assure that the testing schedule is appropriate to
assure consistent specimen collection, interpretation of results and an infection
control response.
l.

If the center is experiencing severe staffing shortages due to work exclusion
related to COVID-19, they may consider utilizing alternative strategies to
mitigate shortage based on their emergency preparedness plan.

m. The following considerations will be taken as appropriate depending the facility
resources available.
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3. Considerations for limited testing of staff:
a. Prioritize PPS testing for all staff with no previously known COVID-19
positive result.
b. Prioritize PPS testing for symptomatic staff or staff with high-risk exposures.
c. Prioritize re-testing staff who are known to work at other healthcare facilities
with cases of COVID-19.
d. If staff are not available the time/day of the PPS testing, it is still
recommended that they are tested as soon as possible to be captured in the
PPS testing event. It is not recommended that staff are excluded from work if
they are not available for the facility-wide testing.

4. Resources:
https://www.nj.gov/health/cd/documents/topics/NCOV/Healthcare%20Personnel
%20(HCP)%20Exposure%20to%20Confirmed%20COVID19%20Case%20Risk%20Algorithm.pdf
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Testing in Response to a Newly
Identified COVID-19 Case in
Long-term Care Facilities
Note: This document does not supersede any existing state and federal regulation. Facilities shall comply
with any applicable existing regulatory requirements. Highlight reflects content revisions.
Testing for COVID-19, the infection caused by SARS-CoV-2, is an epidemiologic tool to assess the number
of people in a facility with the disease. Generally, viral testing for SARS-CoV-2 is considered to be
diagnostic when conducted among individuals with symptoms consistent with COVID-19 or among
asymptomatic individuals with known or suspected recent exposure to SARS-CoV-2 to control
transmission, or to determine resolution of infection.

Viral testing
Viral testing is considered screening when conducted among asymptomatic individuals without known
or suspected exposure to SARS-CoV-2 for early identification and considered surveillance when
conducted among asymptomatic individuals to detect transmission hot spots or characterize disease
trends. Authorized assays for viral testing include those that detect COVID-19 nucleic acid or antigen.
The first two SARS-CoV-2 antigen tests to receive FDA Emergency Use Authorization or EUA are
authorized for testing symptomatic persons within 5 days of symptom onset and there are limited data
on antigen test performance in asymptomatic persons. However, given the transmission of COVID-19
from asymptomatic and pre-symptomatic nursing home residents and healthcare personnel (HCP)* with
COVID-19 infection, CDC is providing considerations for the use of antigen tests in asymptomatic
persons during this public health emergency. Refer to the CDC Considerations for Use of SARS-CoV-2
Antigen Testing in Nursing Homes at https://www.cdc.gov/coronavirus/2019-ncov/hcp/nursing-homesantigen-testing.html and the accompanying Considerations for Interpreting Antigen Test Results in
Nursing Homes table in the Appendix.

Visitors and essential caregivers
Facilities that have antigen testing available may use it to supplement their visitor and essential
caregiver screening process. The facility’s policies and procedures should address testing arrangements,
including who pays for any testing, reporting of results, and notification to local public health. Visitors
and essential caregivers who test positive are not permitted to enter the facility. Facilities should
operate in accordance with applicable NJDOH COVID-19 Temporary Operational Waivers and Guidelines
at https://www.nj.gov/health/legal/covid19/.

Testing a previously positive COVID-19 case
Te
For persons previously diagnosed with COVID-19 who remain asymptomatic after recovery, retesting is
not recommended within 3 months after the date of symptom onset or first positive test. If re-testing is
performed within 3 months, re-isolation would not be indicated, and quarantine would not be
recommended in the event of close contact with an infected person. For persons who develop new
symptoms consistent with COVID-19 <3 months after the date of initial symptom onset, if an alternative
etiology cannot be identified by a provider, then the person may warrant re-testing; consultation with
infectious disease or infection control experts is recommended. Isolation may be considered during this
evaluation based on consultation with an infection control expert.
Testing should be considered again for residents or HCP who were positive >3 months after the date of
initial onset of the prior infection or exposure (e.g., in response to an exposure or serial testing).
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Currently, NJDOH and CDC recommend that if an individual test positive with viral test (e.g., reversetranscriptase polymerase chain reaction [RT-PCR] or antigen test) more than 3 months after an initial
positive test, it should be managed as new infection or re-infection. Until public health can collect more
data about the infectivity of individuals who test positive >90 days (3 months) after their first infection,
NJDOH and CDC are recommending a conservative approach to act on these results. These timeframes
and recommendations may change as more information becomes available.

Test-based methods for discontinuation of Transmission-Based Precautions (TBP)
and HCP return to work guidance
In general, a test-based method to discontinue TBP or return HCP to work is not recommended.
However, in some instances, a test-based strategy could be considered to allow for return to work or
discontinuation of TBP earlier than if the symptom-based strategy were used. Many individuals will
have prolonged viral shedding, which may limit the utility of this approach. A test-based strategy could
also be considered for some HCP or residents (e.g., those who are severely immunocompromised) in
consultation with local infectious diseases experts if concerns exist for the HCP or residents being
infectious for more than 20 days.
Antigen tests should NOT be utilized to determine the duration of TBP nor when HCP can return to
work. If a long-term care facility (LTCF) needs to use a test-based method, they should use only RT-PCR.

Identification of a COVID-19 case in LTCFs
When a new case of COVID-19 is identified in a LTCF, facility-level testing is an important tool to assist
with containment and response. Routine testing may identify cases in HCP, new- or re-admitted
residents and/or in residents who have been at the facility longer than 14 days. Upon identification of a
confirmed case of COVID-19 within a LTCF, there are critical priority actions facilities should take
regardless of where the transmission event occurred.
Regardless of attribution of the case, all facilities should take the following steps when a new case of
COVID-19 (e.g., residents, HCP, essential caregivers) is identified in their facility:
•
•

•

•

•

Perform a risk assessment to determine any potential exposures and/or infection control
breaches at the facility.
Determine any possible exposures the new case of COVID-19 (e.g., resident, HCP, essential
caregiver) may have had prior to diagnosis including contact with other known COVID-19
positive persons or those who later developed symptoms consistent with COVID-19.
Alert the local health department to the newly identified case.
Identify close contacts including 48 hours prior to symptom onset/date of specimen collection of
associated case, if applicable.
o Close contact is identified as being within approximately 6 feet of a COVID‐19 case for a
prolonged period of time, a cumulative total of 15 minutes or more over a 24-hour
period starting from 2 days before illness onset (or, for asymptomatic residents, 2 days
prior to test specimen collection) until the time the resident is isolated; or
o Having direct contact with infectious secretions from an individual with COVID-19.
Infectious secretions may include sputum, serum, blood, and respiratory droplets (e.g.,
being coughed or sneezed on).
Quarantine close contacts for 14 days from last exposure and provide care using all COVID-19
recommended personal protective equipment (PPE).
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•
•

Any newly positive residents should be cohorted appropriately.
Any newly positive HCP should be provided information on duration of isolation and when they
can return to work. Refer to NJDOH Guidance for COVID-19 Diagnosed and/or Exposed
Healthcare Personnel at https://www.nj.gov/health/cd/topics/covid19_healthcare.shtml.

NOTE: Any identification of COVID-19 in the LTCF should be reported to the local health department
and will prompt an investigation. During an investigation the LTCF will work with the LHD to
implement additional infection prevention and control measures. Refer to the NJDOH COVID-19
Communicable Disease Investigation Chapter (Table 1) at
https://www.nj.gov/health/cd/topics/covid2019_professionals.shtml.

Newly positive facility-onset COVID-19 case in a resident
Facility-onset COVID-19 infection in a LTCF is defined as a confirmed diagnosis >14 days or more after
admission for a non-COVID condition, without an exposure during the previous 14 days to another
setting where an outbreak was known or suspected to be occurring unless there is confirmation of
possible transmission or exposure through a breach in PPE. This does not apply to residents who were
positive for COVID-19 on admission to the facility and were placed into appropriate TBP OR residents
who were placed into TBP on admission and developed SARS-CoV-2 infection within 14 days after
admission, unless there is confirmation of possible transmission or exposure through a breach in PPE.
Upon identification of a facility-onset COVID-19 case in their facility, and in addition to the steps
outlined above, the facility should:
•

•
•

Perform weekly testing of all residents until no new facility-onset cases of COVID-19 are
identified among residents and positive cases in HCP and at least 14 days have elapsed since the
most recent positive result and during this 14-day period at least two weekly tests have been
conducted with all individuals having tested negative.
Continue weekly HCP testing in accordance with applicable NJDOH COVID-19 Temporary
Operational Waivers and Guidelines at https://www.nj.gov/health/legal/covid19/.
Refer to NJDOH Outbreak Management Checklist and COVID-19 Disease Chapter for full
outbreak recommendations.

If the newly identified COVID-19 positive resident does not meet the facility-onset COVID-19 case
criteria, the facility should take the following additional actions:
•
•
•

Upon identification of a case of COVID-19 in a resident who was recently admitted (within 14
days), the receiving facility must provide these results back to the sending facility to allow for
the appropriate response and investigation.
Alert the local health department to a new case and identify the facility that the resident was
transferred from (if applicable).
Conduct a risk assessment to determine if the resident had been cohorted appropriately, cared
for in full TBP, if any breaches in PPE occurred, and if there are any resident, HCP, or essential
caregiver exposures that may have occurred.

Newly positive HCP
During the course of weekly surveillance testing, HCP may test positive. Given the local community
transmission of SARS-CoV-2, it is difficult for public health to attribute an isolated positive case of
October 29, 2020
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COVID-19 in HCP to a specific facility, particularly if there are limited epidemiologic linkages that could
support exposure or transmission. However, regardless of attribution, LTCFs should take immediate
action to ensure that further transmission does not occur. This is particularly relevant for facilities
without an active outbreak.
Upon identification of a new COVID-19 case in HCP, and in addition to the steps outlined above the
facility should:
•
•

•
•
•

Alert their local health department to possible COVID-19 outbreak in their facility, if not
currently experiencing an outbreak. If the facility was experiencing an outbreak, report the new
test result as a newly confirmed case.
Conduct a risk assessment to determine if the HCP may have exposed any residents or other
HCP. Facilities should take into account the role of the HCP, level of resident contact, use of
appropriate PPE, and use of source control (e.g., facemask/face covering) when in the
healthcare facility.
Perform facility-wide testing of residents, as described above, if the facility is not already
conducting routine testing of all residents. Results of testing will guide further response
activities and recommendations.
Encourage transparent communication. If the newly positive HCP works at other healthcare
facilities, strongly encourage the HCP to alert those facilities immediately.
Continue routine HCP testing in accordance with applicable NJDOH COVID-19 Temporary
Operational Waivers and Guidelines at https://www.nj.gov/health/legal/covid19/.

*Healthcare personnel (HCP): HCP include, but are not limited to, emergency medical service personnel,
nurses, nursing assistants, physicians, technicians, therapists, phlebotomists, pharmacists, feeding
assistants, students and trainees, contractual HCP not employed by the healthcare facility, and persons
not directly involved in resident care but who could be exposed to infectious agents that can be
transmitted in the healthcare setting (e.g., clerical, dietary, environmental services, laundry, security,
engineering and facilities management, administrative, billing, and volunteer personnel). For this
guidance, HCP does not include clinical laboratory personnel

See next page for Appendix: Considerations for Interpreting Antigen Test Results in Nursing
Homes. The interpretation of antigen testing results is subject to change as more information
becomes available.
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Appendix: Considerations for Interpreting Antigen Test Results in Nursing Homes

Person

Antigen Result

Antigen Positive
Asymptomatic Resident or
Healthcare Personnel (HCP)
Antigen
Presumptive
Negative

Antigen Positive

NON-OUTBREAK/INVESTIGATION FACILITIES
Confirmatory
Return to Work Criteria and Transmission-Based Precautions (TBP) Recommendations
Molecular Testing
• Resident should be isolated and placed on appropriate TBP.
• HCP should be excluded from work.
• Initiate facility-wide testing of all residents per NJDOH guidance.
• Refer to NJDOH Outbreak Management Checklist and COVID-19 Disease Chapter for full
Perform RT-PCR
outbreak and investigation recommendations.
within 48 hours
• Note: If confirmatory RT-PCR is positive, then this is a confirmed case. If the
confirmatory RT-PCR is negative, the antigen test might be a false positive. Obtain a
second RT-PCR at least 24 hours after the first RT-PCR. If the second RT-PCR is also
negative, this is not a case. If the second RT-PCR test is positive, this is a confirmed case.
Not Recommended

Not Recommended

Symptomatic Resident or HCP
Antigen
Presumptive
Negative

October 29, 2020
Spring Hills Senior Communities

Perform RT-PCR
within 48 hours

• Allow HCP to continue to work or resident to remain out of isolation.
• Continue serial testing per NJDOH guidance.
•
•
•
•

Resident should be isolated and placed on appropriate TBP.
HCP should be excluded from work.
Initiate facility-wide testing of all residents per NJDOH guidance.
Refer to NJDOH Outbreak Management Checklist and COVID-19 Disease Chapter for full
outbreak and investigation recommendations.

• Residents should be kept on TBP and HCP excluded from work until RT-PCR results
return. Discontinuation of TBP and return to work criteria for symptomatic individuals
should be based on the alternate diagnosis, if available, and existing policies and
procedures.
• Note: If confirmatory RT-PCR is positive, then this is a confirmed case. If the
confirmatory RT-PCR is negative, this is not a case.
• Note: If an individual has recovered from SARS-CoV-2 infection in the past 3 months and
develops new symptoms suggestive of COVID-19, alternative diagnoses should be
considered.
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Person

Antigen Result

Antigen Positive
Asymptomatic Resident or HCP
Antigen
Presumptive
Negative

Antigen Positive

FACILITIES WITH AN ACTIVE OUTBREAK OR INVESTIGATION
Confirmatory
Return to Work Criteria and Transmission-Based Precautions (TBP) Recommendations
Molecular Testing
• Resident should be isolated and placed on appropriate TBP.
No confirmatory
• HCP should be excluded from work.
**
• Continue serial testing per NJDOH guidance.
test is necessary
• Refer to NJDOH Outbreak Management Checklist and COVID-19 Disease Chapter for full
outbreak and investigation recommendations.
Not Recommended

Not Recommended

Symptomatic Resident or HCP
Antigen
Presumptive
Negative

Perform RT-PCR
within 48 hours

• Resident should continue to be placed on the appropriate TBP for the duration of the
investigation or outbreak testing.
• Allow HCP to continue to work.
• Continue serial testing per NJDOH guidance.
• Resident should be isolated and placed on appropriate TBP.
• HCP should be excluded from work.
• Refer to NJDOH Outbreak Management Checklist and COVID-19 Disease Chapter for full
outbreak and investigation recommendations.
• Residents should be kept on TBP and HCP excluded from work until RT-PCR results return.
Discontinuation of TBP and return to work criteria for symptomatic individuals should be
based on the alternate diagnosis, if available, and existing policies and procedures.
• Note: If confirmatory RT-PCR is positive, then this is a confirmed case. If the confirmatory
RT-PCR is negative, this is not a case.
• Note: If an individual has recovered from SARS-CoV-2 infection in the past 3 months and
develops new symptoms suggestive of COVID-19, alternative diagnoses should be
considered.

** No confirmatory test is necessary. But if pre-test probability is thought to be low (e.g. isolated cases with no known facility exposures), the facility may
perform confirmatory RT-PCR tests. If confirmatory RT-PCR is positive, then this is a confirmed case. If the confirmatory RT-PCR is negative, the antigen test
might be a false positive. Obtain a second RT-PCR at least 24 hours after the first RT-PCR. If the second RT-PCR is also negative, this can be interpreted as a
false positive or resolved infection. If the second RT-PCR test is positive, this is a confirmed case.
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Update to Close Contact Definition
October 23, 2020
To: Local Health Departments
On 10/21/20 CDC modified the definition of a close contact regarding the length of time
associated with exposure and the time interval to assess the potential exposure that can result
in transmission.
Data are limited, making it difficult to precisely define “close contact;” however, 15 cumulative
minutes of exposure at a distance of 6 feet or less can be used as an operational definition for
contact investigation. The definition now includes a total of 15 minutes or more of close
contact (within 6 feet) exposure to an infected person during a 24-hour period. Please note
that the period of exposure is cumulative (i.e., the total amount when it is added together).
This exposure must occur when the infected person is considered to be infectious which begins
2 days prior to symptom onset, or specimen collection for asymptomatic cases, and extends for
most people for 10 days after onset of symptoms and 1 day after fever has resolved. Some
individuals with more severe illness or who are immunocompromised may be infectious for up
to 20 days.
In summary, the new definition requires 15 minutes or more of close contact (within 6 feet) of
exposure to an infected person during a 24-hour period in which the infected person is
infectious.
It is also important to note that classification of an individual as a close contact is based on
many factors and should be assessed on a case-by-case basis. Factors to consider when defining
close contact include proximity (closer distance likely increases exposure risk), the duration of
exposure (longer exposure time likely increases exposure risk), whether the infected individual
has symptoms (the period around onset of symptoms is associated with the highest levels of
viral shedding), if the infected person was likely to generate respiratory aerosols (e.g., was
coughing, singing, shouting), and other environmental factors (crowding, adequacy of
ventilation, whether exposure was indoors or outdoors).
NJDOH will be adopting the revised CDC definition effective immediately. This is a change from
our previous definition of 10 minutes of consecutive exposure.
NEW! Close Contact: Someone who was within 6 feet of an infected person for a cumulative
total of 15 minutes or more over a 24-hour period starting from 2 days before illness onset (or,
for asymptomatic patients, 2 days prior to test specimen collection) until the time the patient is
isolated.
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LHDs and contact tracing staff are asked to use the 15 minutes or more of cumulative exposure
in a 24-hour period when identifying close contacts of COVID-19 cases. NJDOH is working on
updating all documents with these changes, and these will be re-posted to the website once
complete.
References:
•

CDC Contact Tracing Page: https://www.cdc.gov/coronavirus/2019-ncov/php/contacttracing/contact-tracing-plan/appendix.html#contact

•

MMWR “COVID-19 in a Correctional Facility Employee Following Multiple Brief
Exposures to Persons with COVID-19 — Vermont, July–August 2020”
https://www.cdc.gov/mmwr/volumes/69/wr/pdfs/mm6943e1H.pdf?ACSTrackingID=USCDC_921DM40859&ACSTrackingLabel=MMWR%20Early%20Release%20%20Vol.%2069%2C%20October%2021%2C%202020&deliveryName=USCDC_921DM40859
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Policy 2.1
Visitation Policy during COVID-19
Purpose
COVID-19 continues to present a high risk of complications up to increased mortality
for older adults and residents with underlying medical conditions. However, isolating
residents also imposes physical and mental consequences for the residents. Visitation
by alternative means to face to face including electronic means will be allowed
following strict guidance of public health.
Procedure
Reference document: “Recommendations for Long Term Care for COVID-19” at:
https://www.nj.gov/health/cd/documents/topics/NCOV/COVID_LTC_Recommendations.pdf

Criteria for in-person visitations:
I.

Prior to the visit
1. All visitations will be prearranged or scheduled with the Administrator and/or

designee. Visits will be scheduled of a specific length of time to ensure all residents
have an opportunity for receive visitors
2. A resident who is suspected or confirmed to be infected with COVID-19; or
quarantined for an exposure to a COVID-19 case cannot be visited except for an end of
life situation. A resident who has been diagnosed with COVID-19 may be visited only after
they have met the criteria for discontinuation of isolation as defined in guidance from
NJDOH and CDC.
3. The facility will receive informed consent from the visitor and the resident in writing that
they are aware of the possible dangers of exposure to COVID-19 for both the resident and the
visitor and that they will follow the rules set by the facility in regard to outdoor visitation.
The facility must receive a signed statement from each visitor and resident (if the resident is
unable to consent then the consent needs to be signed by the authorized representative) with a
copy provided to the visitor and resident, that they are aware of the risk of exposure to
COVID-19 during the visit, that they will strictly comply with the facility policies during
outdoor visitation, and that the visitor will notify the facility if they test positive for COVID19 or exhibit symptoms of COVID-19 within fourteen days of the visit.
4. The facility should honor each resident’s right to have and choose visitors and to make
preferences. The facility should consult every resident to determine who the resident would
wish to visit with in person. These consultations also serve as a personalized communication
with the resident to explain how visitation will work and what the resident can expect. Each
resident is limited to no more than two visitors at a time.
5. Transporting of a resident to and from the designated outdoor visitation space by the staff
must be safe and orderly. At a minimum, safe transport means that the resident cannot be
transported through any space designated as COVID-19 care space or space where residents
1
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suspected or confirmed to be infected with COVID-19 are present. Transport must be done
while keeping 6 feet distance between other residents and staff.
6. A facility staff member familiar with the required protocols must remain with the resident at
all times during the visit.
7. The facility should provide a visiting area with accommodations offered for those with
mobility needs and designated seating for visitors. The facility should also provide reasonable
accommodations for any resident with a disability, such as hearing, vision, or cognitive
impairments, and assist any resident with transport using their adaptive equipment.
8. Prior to transporting a resident to the designated outdoor visitation space, the facility must
screen the visitor for infectious communicable diseases, including COVID-19 symptoms
using the screening checklist.
II. Arrival of visitor
1. Prior to the visitation, the prescreening process should be performed including the completion
of the questionnaire and visitor log. The visitor log will have contact information in the event
that contact tracing is needed. Any visitors with symptoms of COVID-19 will not be
permitted to visit with a resident.
2. Visitors should be provided with the visitation guidelines upon check in. The facility should
provide graphics to assist residents and visitors in maintaining social distancing and infection
control standards.
3. Ensure that the visitor has a facemask, or a cloth covering and is wearing it appropriately.
The visitor should perform hand hygiene (including alcohol-based hand rub) prior to their
visit with the resident. Staff should provide education on face mask/cloth face covering, hand
hygiene and social distancing, along with information on how to contact facility if they
become symptomatic after the visitation.
4. Visitors are not permitted entrance past the reception area of the facility, including restrooms,
which will not be available to visitors at this time.
5. The facility should establish a designated area for visitors to be screened that accommodates
social distancing and infection control standards.
6. The visitor will be escorted by facility staff to the designated visitation area and escorted out
of the designated area at the conclusion of the visit.
III. During the visit
1. The visitor must wear a face mask or cloth covering and maintain social distancing for the
duration of the visit

2
Spring Hills Senior Communities

Page 73 of 118

Last Update: December 2020

SH-COVID-19 Manual

2. The resident will wear a face mask or cloth covering during the duration of the visit
(exceptions may occur due to underlying medical condition) and perform hand hygiene after
the visit.
3. All staff in the designated visiting area will wear a 3-ply facemask

IV. Outdoor visitations
1. The facility will have a separate, designated outdoor area for visitation that is isolated from
other resident outdoor areas. The designated visitation area will be documented in the facility
visitation plan (residents not participating in visits will have access to separate outdoor space)
2. The facility will determine the number of people allowed in the designated outdoor visitation
area
3. Once the facility has determined the allowable number of visitors the information will be
documented in the facility’s visitation plan
4. Create a safe outdoor environment: Place chairs at least 6 feet apart with marking on the
ground for social distancing reminders, station physical distant tables in the outdoor area.
5. Visual reminders will be posted in the designated visiting area: social distancing, face
mask/cloth covering. Additional reminder that failure to honor these requirements could
negatively impact the ability for future scheduled visits for the non-compliant guest.
6. Any furniture used in the designated visitation area will be disinfected, using EPA approved
disinfectant between use.
V. Indoor Visitation
1. The facility will have a designated visitation area. (visits for residents who share a room
should not be conducted in the resident’s room)
2. The facility will determine the number of people allowed in the visitation area at a given time
3. Create a safe environment: place chairs/tables at least 6 feet apart with markings on the
ground to promote social distancing reminders, place physical distancing barriers/tables (e.g.,
plexiglass)
4. Visual reminders will be posted in the visitor area: social distancing, face mask/cloth
covering, hand hygiene, cough etiquette. Additional reminder that failure to honor core
principles could negatively impact the ability for future scheduled visits.
5. Any furniture used will be disinfected; using EPA approved disinfectant between use.
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VI. Additional information
1. Visitations will be restricted if the facility has active COVID-19 cases or Statewide
restrictions are implemented due to increased cases of COVID-19.
2. Whenever possible, visitors should wait in a vehicle prior to the visitation time. If the visitor
is using public or ride share transport, the visitor(s) should wait in an outdoor space that
ensures social distancing of at least six feet from other visitors.
3.

Facilities should provide appropriate protection from the weather, (e.g. sun, heat, and rain).
Visits may be cancelled because of inclement or unsafe weather conditions (e.g. high
humidity/heat, poor air quality).

4.

A facility may limit the length of any visit, the days on which visits will be permitted, the
hours during a day when visits will be permitted, and the number of times during a day or
week a resident may be visited.

5. Food is not permitted during the visits. Visitors may bring items for the resident but must
leave the package at reception or another location, as directed by the facility. Visitors may
bring their own water which cannot be shared with the resident. The facility shall provide
appropriate hydration for the resident during the visit.
6. At the conclusion of the visit, the residents should be transported back to their rooms by a
facility staff member.
7. Facilities shall maintain records of all visitors to the facility including those outlined above.
These records should document name, contact information, name of the resident being visited
or other reason for visiting, and company or organization represented, if applicable. This
information should be kept by the facility per policy, for a minimum of 30 days.
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Example of Simple Visitation Chart that can be used to communicate current options to patients and
visitors:

Type of Visitation
Remote:
•
•
•
•
•

Which Residents?
All residents

If assistance needed, contact
the nursing staff by calling:
________________________

All residents may
participate. If resident
does not have a
window in their
assigned room they
may visit at windows
or doors in other areas
of the facility unless in
Isolation.
All residents that re not
in Isolation including
Admission Observation
and who are medically
stable and able to
tolerate the outdoor
activity
Under certain
circumstances if
criteria is met
Under certain
circumstances if
criteria is met
Dependent upon public
health permission

For more information, contact
nursing staff by calling:
________________________

Technology Visits
such as “Zoom”
Phone Calls
Texting
Letters
Email

Window Visits

Outdoor Visits

Compassionate Care
Visitation
Essential Care Giver

Indoor Visitation

How to Arrange

Notes

Contact the Administrator or
designee for sign up
information

Advanced
arrangements
required

Contact Administrator for
case by case consideration.

Advanced
arrangements
required
Advanced
arrangements
required
Advanced
arrangements
required

Contact Administrator for
case by case consideration
Contact facility for
information on current
policies and criteria
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Policy 2.1.1
June 19, 2020
Dear Spring Hills Family Member,
We understand the visitation restrictions caused by COVID-19 have been very challenging
and we appreciate your patience as our community navigates unchartered waters. Our
highest priority has been to ensure the safety of our residents and associates. While we
recognize that FaceTime, Zoom, etc. are great resources, they are not the same as in person
visits.
In an attempt to bring you and your loved ones together safely, coupled with the new
Department of Health guidance allowing scheduled visits on June 21st; we are initiating
scheduled outdoor visits in a designated area. The visits will be up to 15 minutes long. We
will inform you of the location of the designated area and make sure it is easily identifiable.
Associates will assist with the visits ensuring residents optimal safety. The visitation area will
be sanitized between residents and we will space the visits out to minimize family exposure
as well. If you arrive before your scheduled time, please wait in your vehicle until your
scheduled visit time. Visitation schedules may change due to weather or logistical challenges.
We thank you in advance for your patience and timely arrival. We look forward to
connecting you and your loved one.
If you are interested in scheduling a window visit please reach out to XXXXX,
Administrator, Social worker or Director of Nursing at XXXXXXXXX or via email at
XXXXXXXXX.
Sincerely,
Name
Title
Facility
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Quick Reference: Executive Directive No. 20-026 Resumption of Services
Guidance in all Long-Term Care Facilities – Infection Prevention & Control

Note: This document does not supersede any existing state and federal regulation. Facilities shall comply with any applicable existing regulatory requirements.
Highlight reflects content revisions.

Criteria for phased resumption of services
Facilities may directly advance to the applicable Phase based on criteria within Executive Directive (ED) No. 20-026 (https://www.nj.gov/health/legal/covid19/).

Phase 0
• Any facility regardless of
outbreak status, when New
Jersey is in maximum restrictions
of Road to Reopening
OR
• Any facility identified with an
active outbreak1 of COVID-19
OR
• Any facility that cannot complete
COVID-19 testing in accordance
with reopening plans as outlined
in ED No. 20-026
AND/OR
• Any facility that cannot attest to
adequate staff; testing capacity
for repeat facility-wide testing;
PPE; cleaning and disinfection
supplies; “Phased Reopening
Attestation;” “Data Reporting;”
“PPE Stockpile;” and “Infection
Control Contract/Employee.”

Phase 1

Phase 2

• Facilities that conclude an
outbreak of COVID-19 OR never
had a case of COVID-19 at their
facility
AND
• 14 days have passed since New
Jersey moved to Stage 1 of Road
to Reopening
AND
• Can attest to adequate staff;
testing capacity for repeat
facility-wide testing; adequate
PPE; cleaning and disinfection
supplies; “End of Outbreak” or
“No Outbreak Experienced;”
“Data Reporting;” “PPE
Stockpile;” and “Infection
Control Contract/Employee.”
AND
• Performs continued testing of all
staff per ED No. 20-026

• Facilities that conclude an
outbreak of COVID-19 OR never
had a case of COVID-19 at their
facility
AND
• 14 days have passed since New
Jersey moved to Stage 2 of Road
to Reopening
AND
• Can attest to adequate staff;
testing capacity for repeat
facility-wide testing; adequate
PPE; cleaning and disinfection
supplies; “End of Outbreak” (if
applicable); “Date Reporting;”
“PPE Stockpile;” “Infection
Control Contract/Employee;”
and “Phase 2 Indoor Visitation
Attestation.”
AND
• Performs continued testing of all
staff per ED No. 20-026

Phase 3
• Facilities that conclude an
outbreak of COVID-19 OR never
had a case of COVID-19 at their
facility
AND
• 14 days have passed since New
Jersey moved to Stage 3 of Road
to Reopening
AND
• Can attest to adequate staff;
testing capacity for repeat
facility-wide testing; adequate
PPE; cleaning and disinfection
supplies; “End of Outbreak” (if
applicable); “Reporting and PPE
Stockpile;” “Infection Control
Contract/Employee;” and “Phase
2 Indoor Visitation Attestation.”
AND
• Performs continued testing of all
staff per ED No. 20-026

This guidance does not replace previous guidance issued by NJDOH for management of a COVID-19 outbreak, infection prevention and control recommendations for
COVID-19, or laboratory testing guidance. Guidance may be subject to change as new information becomes available. For guidance related to COVID-19 in post-acute
facilities, please visit the NJDOH COVID-19 information for healthcare professionals at https://www.nj.gov/health/cd/topics/covid2019_healthcare.shtml.
1
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Resumption of Services – Recommendations for infection prevention and control
Category

PHASE 0

Outdoor visitation

Refer to ED No. 20-026 for information on outdoor visitation at https://www.nj.gov/health/legal/covid19/820_ExecutiveDirectiveNo20-026_LTCResumption_of_Svcs.pdf.

Indoor visitation
Visitors should practice routine infection
prevention and control precautions including
social distancing, hand hygiene, and wearing
a cloth face covering or facemask
Facilities may still restrict visitation due to
the COVID-19 county positivity rate, the
facility’s COVID-19 status, a resident’s COVID19 status, visitor symptoms, lack of
adherence to proper infection control
practices, or other relevant factor related to
the COVID-19 public health emergency.
However, facilities may not restrict visitation
without a reasonable clinical or safety cause,
consistent with §483.10(f)(4)(v)
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PHASE 1

PHASE 2

PHASE 3

Indoor visitation can only occur in facilities where:
• No new facility-onset COVID-19 cases are identified in the last 14 days;
• The facility is not currently conducting outbreak testing;
• There is a mechanism to collect informed consent from the residents and visitors;
• There is a designated location for indoor visitation;
• The facility has sufficient staff, a mechanism for appointments, and sufficient PPE and cleaning and
disinfection supplies to permit safe visitation.
Facilities should use the NJDOH COVID-19 Activity Level Index (CALI) Score to facilitate indoor visitation
(https://www.nj.gov/health/cd/statistics/covid/index.shtml).
Limit visitation, in general. Indoor visitation by
(appointment only) to COVID-19 negative,
asymptomatic and COVID-19 recovered residents
only. Facilities should have a plan to limit visitation
hours and the number of visitors permitted. Visitors
should be permitted based on screening2 criteria and
restricted to a designated area.

Limit scheduled
visitation (appointment
only) to COVID-19
negative, asymptomatic
and COVID-19
recovered residents
only. Facilities should
have a plan to limit
visitation hours and the
number of visitors
permitted. Visitors
should be permitted
based on screening2
criteria and restricted to
a designated area.

Resume full indoor
visitation. Visitors should
be permitted based on
screening2 criteria.
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Category

PHASE 0

PHASE 1

PHASE 2

Visitation for pediatric, developmentally
disabled, and intellectually disabled
residents

Refer to ED No. 20-026 for information on visitation for pediatric, developmentally disabled, and intellectually
disabled residents at https://www.nj.gov/health/legal/covid19/8-20_ExecutiveDirectiveNo20026_LTCResumption_of_Svcs.pdf.

Visitation for indoor end-of-life,
compassionate care, and essential
caregivers

Refer to ED No. 20-026 for information on visitation for indoor end-of-life and compassionate care at
https://www.nj.gov/health/legal/covid19/8-20_ExecutiveDirectiveNo20-026_LTCResumption_of_Svcs.pdf.

Entry of volunteers

Prohibit entry of volunteers into the building.

Allow entry of volunteers
based on screening2
criteria.

Volunteers should practice routine infection
prevention and control precautions including
social distancing, hand hygiene, and wearing
a cloth face covering or facemask.
Entry of non-essential
personnel/contractors like those providing
elective consultations, non-essential services
(e.g., barber).

Prohibit entry of non-essential personnel into the
building.

Non-essential personnel/contractors should
practice routine infection prevention and
control precautions including social
distancing, hand hygiene, and wearing a cloth
face covering or facemask.
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PHASE 3

Limit entry of nonessential
personnel/contractors
into the building based
on screening2 criteria.
When possible, restrict
their movement to a
designated area (e.g.,
medical consults
provided in designated
treatment room). Nonessential personnel are
permitted access to
COVID-19 negative and
asymptomatic or
COVID-19 recovered
residents only.

Allow entry of nonessential
personnel/contractors, as
determined necessary by
the facility based on
screening2 criteria.
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Category

PHASE 0

PHASE 1

Communal dining

Limit communal dining,
encourage residents to
stay in their room and/or
cohort.

Limit communal dining to COVID-19 negative, asymptomatic and COVID-19
recovered residents only. Residents may eat in the same room while practicing
infection prevention and control precautions including social distancing
measures. This includes limiting the number of people at tables, keeping
residents in the same small dining group, and using barriers and/or maintaining
separation of space by at least 6 feet, as deemed appropriate based on facility
risk assessment.

Group activities

Limit group activities,
encourage residents to
stay in their room and/or
cohort.

Restrict group activities
in general. Limited
activities may be
conducted for COVID-19
negative, asymptomatic
and COVID-19 recovered
residents only in their
small groups. Group size
should not exceed more
than 10 individuals.

Resumption of group activities should include
routine infection prevention and control
precautions including social distancing, hand
hygiene, and wearing a cloth face covering or
facemask.

Trips outside of the building
Any trip outside of the building during the
public health emergency should be carefully
considered on a case-by-case basis. If
residents partake in these trips/outings they
should be advised to follow all infection
prevention and control measures, and be
prepared to quarantine upon return, based
on assessment of risk.
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Avoid non-medically necessary trips outside the
building. For medically necessary trips away from the
facility the resident must wear a cloth face covering
or facemask (as tolerated) and the resident’s COVID19 status must be shared with the transportation
service and entity with whom the resident has the
appointment.

PHASE 2

Limit group activities to
no more than 10
people, including
outings, for COVID-19
negative, asymptomatic
and COVID-19 recovered
residents only, as
deemed appropriate
based on facility risk
assessment.

PHASE 3

Resume Group activities,
including outings, for
COVID-19 negative,
asymptomatic and COVID19 recovered residents
only, as deemed
appropriate based on
facility risk assessment.

*Refer to the appropriate Phase “Group Activities”
(above) for guidance related to non-medical outings.
For medical trips away from of the facility the
resident must wear a cloth face covering or facemask
(as tolerated) and the resident’s COVID-19 status
must be shared with the transportation service and
entity with whom the resident has the appointment.

Pediatric residents: ED No. 20-026 shall not be interpreted to prevent pediatric residents currently negative
or asymptomatic (and not on Transmission-Based Precautions) from attending educational institutions or
medical appointments (e.g. physical therapy) provided protocols are in place to protect the resident and the
facility.
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Category

PHASE 0

PHASE 1

Resident screening

Screen2 all residents, at
minimum every shift with
questions and
observations for signs or
symptoms of COVID-19
and by monitoring vital
signs. Vital signs should
include heart rate, blood
pressure, temperature,
and pulse oximetry.
Perform COVID-19 testing
if indicated.

Screen2 all residents, at minimum daily, with temperature checks, questions
and observations for other signs or symptoms of COVID-19 and test if indicated.

Staff and other persons screening (e.g.,
essential caregivers)

Screen2 and log all persons entering the facility and all staff at the beginning of each shift. Advise any
persons who enter the facility to monitor for fever and other COVID-19 symptoms for at least 14 days after
exiting the facility. If symptoms occur advise them to self-isolate at home, contact their healthcare provider
and immediately notify the facility of the date they were in the facility, the persons they were in contact with
and the locations within the facility they visited. Facilities that have antigen testing available are encouraged
to use it as part of their visitor screening process. Visitors who test positive are not permitted to enter the
facility. If antigen testing is used, please refer to NJDOH Testing in Response to a Newly Identified COVID-19
Case in Long-term Care Facilities (https://www.nj.gov/health/cd/topics/covid2019_healthcare.shtml) and CDC
guidance for testing interpretation (https://www.cdc.gov/coronavirus/2019-ncov/lab/resources/antigentests-guidelines.html).

Resident SARS-CoV-2 molecular testing

Test any resident showing
new signs or symptoms
consistent with COVID-19.
Test all previously
negative residents weekly
until no new facilityonset cases of COVID-19
are identified

Re-testing individuals who previously tested
positive should be done in accordance with
CDC and CDS guidance (e.g., >3 months after
the date of onset of the prior infection).

October 30, 2020
Spring Hills Senior Communities

PHASE 2

PHASE 3

Test any resident showing new signs or symptoms consistent with COVID-19 and
in accordance with public health recommendations.

Page 5 of 7
Page 82 of 118

Last Update: December 2020

Category
Resident SARS-CoV-2 molecular testing
(cont’d)

Staff SARS-CoV-2 testing
Re-testing individuals who previously tested
positive should be done in accordance with
CDC and CDS guidance (e.g., >3 months after
the date of onset of the prior infection).
Cohorting

October 30, 2020
Spring Hills Senior Communities

PHASE 0

among residents
and positive cases
in staff and at least 14
days have elapsed since
the most recent positive
result and during this 14day period at least two
weekly tests have been
conducted with all
individuals having tested
negative; test any resident
showing new signs or
symptoms consistent with
COVID-19.

PHASE 1

PHASE 2

PHASE 3

Test all COVID-19 negative staff weekly. Prioritize testing of staff showing new signs or symptoms consistent
with COVID-19. Antigen testing may be used to fulfill the weekly employee testing requirements set forth in
ED No. 20-026 and may be used on asymptomatic individuals at the facility’s discretion. Refer to NJDOH
COVID-19: Information for Healthcare Professionals page for testing considerations at
https://www.state.nj.us/health/cd/topics/covid2019_healthcare.shtml.

Maintain separation of COVID-19 positive and negative residents in accordance with NJDOH Considerations
for Cohorting COVID-19 Patients in Post-Acute Care Facilities at
https://www.state.nj.us/health/cd/topics/covid2019_healthcare.shtml.
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Resources
CDC Preparing for COVID-19 in Nursing Homes
https://www.cdc.gov/coronavirus/2019-ncov/hcp/long-term-care.html
CMS Memo Nursing Home Reopening Recommendations for State and Local Officials
https://www.cms.gov/files/document/qso-20-30-nh.pdf
CMS Memo Nursing Home Visitation - COVID-19
https://www.cms.gov/files/document/qso-20-39-nh.pdf
New Jersey COVID-19 Information Hub, FAQ
https://covid19.nj.gov/faqs/nj-information/general-public/when-and-how-is-new-jersey-lifting-restrictions-what-does-a-responsible-and-strategic-restart-ofnew-jerseys-economy-look-like
NJDOH Revised Executive Directive No. 20-013 (Testing in Post-Acute Settings)
https://www.nj.gov/health/legal/covid19/
NJDOH COVID-19, Communicable Disease Manual Chapter
https://www.nj.gov/health/cd/documents/topics/NCOV/NCOV_chapter.pdf
NJDOH COVID-19: Information for Healthcare Professionals
https://www.nj.gov/health/cd/topics/covid2019_healthcare.shtml
The Road Back: Restoring Economic Health Through Public Health
http://d31hzlhk6di2h5.cloudfront.net/20200518/ff/c9/8c/41/1917eaf623c02595b9225209/Strategic_Restart_Plan.jpg

October 30, 2020
Spring Hills Senior Communities
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Facility Specific Information to be
inserted by Infection Preventionist

Insert any “Facility specific protocols or
procedures” in place for Visitation related
processes.
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Choose an item.

Discontinuation of transmission-based precautions for COVID 19
Policy Statement
This guidance is provided to assist the center in determining when to discontinue Transmission-Based Precautions for residents with confirmed COVID-19 based on the current guidance from CDC and NJDOH.
https://www.cdc.gov/coronavirus/2019-ncov/hcp/disposition-hospitalized-patients.html

Policy Interpretation and Implementation
Transmission based precautions will be discontinued when it is determined that a resident no longer
requires such precautions.
Definitions:
Mild Illness – Individuals who have any of the various signs and symptoms of COVID-19 (e.g. fever,
cough, sore throat, malaise, headache, muscle pain) without shortness of breath, dyspnea, or abnormal chest
imaging.
Moderate Illness – Individuals who have evidence of lower respiratory disease by clinical assessment or
imaging, and a saturation of oxygen (SpO2) greater than or equal to 94% on room air at sea level.
Severe Illness – Individuals who have respiratory frequency greater than or equal to 30 breaths per minute,
SpO2 less than or equal to 94% on room air at sea level or, individuals with chronic hypoxemia, a decrease
from baseline of greater than 3%, ratio of arterial partial pressure of oxygen to fraction inspired oxygen
(PaO2/FIO2) less than 300 mmHg, or lung infiltrates greater than50%.
Critical Illness – Individuals who have respiratory failure, septic shock, and/or multiple organ dysfunction.
The degree of immunocompromise in the individual is determined by the treating provider however some
conditions such as being on chemotherapy for cancer, untreated HIV infection with CD4 T lymphocyte
count < 200, combined primary immunodeficiency disorder, and receipt of prednisone >20mg/day for more
than 14 days, may cause a higher degree of immunocompromise and inform decisions regarding the duration
of Transmission-Based Precautions. Other factors, such as advanced age, diabetes mellitus, or end-stage
renal disease, may pose a much lower degree of immunocompromise and not clearly affect decisions about
duration of Transmission-Based Precautions.
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1. A test-based strategy for discontinuation of Transmission-Based Precautions is no longer recommended because, in most cases, it results in prolonged isolation of persons who continue to shed
detectable SARS-CoV-2 RNA but are no longer infectious.
2. In some instances, a test-based strategy could be considered if needing to discontinue Transmission-Based Precautions earlier than the time- or symptom-based strategies allow.
3. Decisions to extend Transmission-Based should be made in consultation with a healthcare provider
and/or public health professional and is subject to differences in disease course, symptoms, living
situation, available resources and clinical management.
4. It is important to note that it is possible that a person known to be infected with COVID-19 could
discontinue isolation earlier than a person who is quarantined because of the possibility they are infected.
5. For most persons with COVID-19 illness, isolation and precautions can generally be discontinued 10
days after symptom onset and resolution of fever for at least 24 hours, without the use of fever-reducing medications, and with improvement of other symptoms.
6. Additionally, criteria for discontinuation of Transmission-Based Precautions are now determined by
illness severity (see below). For more information regarding the latest evidence behind these changes
visit https://www.cdc.gov/coronavirus/2019-ncov/hcp/duration-isolation.html
7. Discontinuation of transmission-based precautions (Isolation) for residents with a confirmed
SARs-COVID-19 infection should be made using: a symptom-based strategy. The time period used
depends on the resident’s severity of illness and if they are severely immunocompromised.
8. Discontinuation of Transmission-Based Precautions utilizing the symptom based strategy:
A. Resident’s with mild to moderate SARS-COVID-19 illness who are not severely immunocompromised:
•

At least 10 days have passed since symptoms first appeared

•

AND at least 24 hours have passed since the resolution of fever without the use of
fever-reducing medications

•

AND improvement in symptoms (e.g., cough, shortness of breath)

B. Resident’s with severe to critical illness or who are severely immunocompromised:
•

At least 20 days have passed since symptoms first appeared

•

AND at least 24 hours have passed since last fever without the use of fever-reducing
Medications

•

AND symptoms (e.g. cough, shortness of breath) have improved

9. Discontinuation of Transmission-Based Precautions utilizing the time based strategy:
A. For severely immunocompromised residents who are Asymptomatic throughout their
infection, Transmission Based Precaution may be discontinued when at least 20 days have
passed since the date of their first positive viral diagnostic test.
B. For residents who are not severely immunocompromised and who were Asymptomatic
throughout their infection, Transmission-Based Precautions may be discontinued when at
least 10 days have passed since the date of their first positive viral diagnostic test.
Revised date: 7-31-20
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10. Discontinuation of Transmission-Based Precautions utilizing the test based strategy:
A. Not generally recommended
B. Could be considered for severely immunocompromised residents in consultation with
infectious disease expert, if concerns exist for the resident being infectious for more than 20
days.
11. Discontinuation of empiric transmission-based precautions for residents suspected of having
COVID-19:
•

Quarantine may be discontinued if the resident has not had any symptoms of COVID- 19
for the duration of 14 days.

•

If resident was tested and positive during the duration of 14 days, follow the guidelines for
residents with COVID-19 isolation discontinuation.

12. The Infection Preventionist has the authority to order and discontinue Transmission-based precautions when necessary. The Infection Preventionist shall consult the Attending Physician and/or
Medical Director and the Infection Control Committee regarding such decisions.
13. The nursing staff will inform the Infection Preventionist (or designee) when an order for discontinuing isolation has been received from the Attending Physician.
14. The Infection Preventionist or designee shall be responsible for notifying the Director of Nursing
Services and other appropriate department heads (i.e., laundry, environmental services, etc.) of the
decision to discontinue transmission-based precautions.
15. When isolation has been terminated, the Charge Nurse will:
a. Remove notices that were posted to alert persons of the restrictions;
b. Return the resident to his/her original room if moved; and
c. Inform environmental services to conduct terminal cleaning clean and disinfect the room.
16. When a resident die while still under Transmission-based precautions, the Charge Nurse or supervisor
shall inform the mortician that transmission-based precautions were implemented.
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Guidance for Cohorting COVID 19 Residents
Policy Statement
This guidance is provided to assist the center for considerations for cohorting COVID-19 residents
based on the current guidance from CDC and NJDOH. This document is intended to help guide decisions in consultation with the clinical team and facility specific resources. This is a rapidly evolving
situation and as more data become available related to COVID-19, this information may change. For
up-to-date information refer to the “Resources” section at the end of this document.
Policy Interpretation and Implementation
1.
a. COVID-19 has a broad clinical presentation, long incubation period, and is transmissible through asymptomatic or pre-symptomatic people, including residents and
healthcare personnel (HCP).
b. Cohorting using traditional symptom-based screening alone should be avoided if possible but when necessary, done with caution given the risk of asymptomatic or
pre-symptomatic infection.
c. Cohorting is most effective when resources permit for rapid identification and isolation
and when there are dedicated employee and equipment per cohort.
d. Cohorting is only one element of infection prevention and control measures used for
outbreak control.
e. The facility should review or develop a cohorting plan before the identification of the
first case.
f. The center should consider resources including the availability of testing, personal
protective equipment (PPE) and staffing.
g. When testing capacity is available and facility spacing permits, residents should be organized into the following cohorts:
i.
Cohort 1 – COVID-19 Positive:
This cohort consists of both symptomatic and asymptomatic residents who test
positive for COVID-19, including any new or re-admissions known to be positive, who have not met the discontinuation of Transmission-Based Precautions
criteria. If feasible, care for COVID-19 positive residents on a separate closed
unit. Residents who test positive for COVID-19 are known to shed virus, regardless of symptoms; therefore, all positive residents would be placed in this
positive cohort.
(1a) Full PPE
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ii.

Cohort 2 – COVID-19 Negative, Exposed:
This cohort consists of symptomatic and asymptomatic residents who test
negative for COVID-19 with an identified exposure to someone who was positive. Exposed individuals should be quarantined for 14 days from last exposure,
regardless of test results. All symptomatic residents in this cohort should be
evaluated for causes of their symptoms. Residents who test negative for
COVID-19 could be incubating and later test positive. To the best of their
ability, the center should separate symptomatic and asymptomatic residents,
ideally having one group housed in private rooms. Even though symptomatic
COVID-19 negative residents might not be a threat to transmit COVID-19, they
still may have another illness, such as influenza. Asymptomatic residents should
be closely monitored for symptom development.
(2a) Full PPE

iii.

Cohort 3 – COVID-19 Negative, Not Exposed:
This cohort consists of residents who test negative for COVID-19 with no
COVID-19 like symptoms and are thought to have no known exposures. The
index of suspicion for an exposure should be low, as COVID-19 has been seen
to rapidly spread throughout the post-acute care setting. In situations of
widespread COVID-19, all negative persons in a facility would be considered
exposed. Cohort 3 should only be created when the facility is relatively certain
that residents have been properly isolated from all COVID-19 positive and
incubating residents and employees.
(3a) Surgical Mask & Eye Protection

iv.

Cohort 4 – New or Re-admissions:
This cohort consists of all persons from the community or other healthcare
facilities who are newly or re- admitted. This cohort serves as an observation
area where persons remain for 14 days to monitor for symptoms that may be
compatible with COVID-19. Testing at the end of this period could be considered to increase certainty that the person is not infected. COVID-19 positive
persons who have not met the discontinuation of transmission-based precautions should be placed in Cohort 1 – Covid 19 Positive. Individuals who have
cleared Transmission based precautions and it has been < 3 months after the
date of symptom onset or positive viral test (for asymptomatic) of prior infection can go to cohort 3.
(4a) Full PPE

1. Outbreak crisis recommendations
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a. In the event of widespread identified cases, focus should be placed on cohorts 1-2. New
admissions should stop until control measures are effectively instituted.
b. Depending on a variety of factors (e.g., facility layout, private room availability, testing
results) center may not be able to effectively cohort, as described above.
c. In situations where COVID-19 positive persons are located on multiple units/wings, the
facility should follow the below recommendations:
i. Implement universal Transmission-Based Precautions using COVID-19 recommended PPE (i.e., N95 respirator or higher [or facemask if unavailable], eye
protection, gloves, and isolation gown) for the care of all residents, regardless of
presence of symptoms or COVID-19 status.
ii. Refer to CDC Optimizing Supply of PPE and Other Equipment during
Shortages at
https://www.cdc.gov/coronavirus/2019-ncov/hcp/ppe-strategy/index.html.
iii. Consider repurposing unused space such as therapy gyms, activity and dining
rooms during this time to cohort residents.
iv. If there are multiple cases on the wing/unit and when movement would otherwise introduce COVID- 19 to another occupied wing/unit, do not relocate
them. Limit the movement of all residents and employees in general.
v. Ensure appropriate use of engineering controls such as curtains between residents to reduce or eliminate exposures from infected individuals. This is especially important when semi-private rooms must be used. Allocate private rooms
to maintain separation between residents, based on test results and clinical
presentation. For example:
1) COVID-19 positive persons may share a semi-private room to keep
them grouped together.
a. Residents who are colonized with or infected with multidrug-resistant organisms (MDROs), including Clostridium difficile, should not be placed in a semi- private room or group area
when possible, unless their potential roommate(s) is/are colonized or infected with the same organism(s).
2) Private rooms may be allocated to isolate symptomatic persons or
quarantine asymptomatic persons, based on availability.
a. Shift focus to maintaining dedicated employee to a wing/unit
with a heightened focus on infection prevention and control
audits (e.g., hand hygiene and PPE use) and providing feedback
to employee on performance.
2. Considerations for the centers if space doesn’t allow the creation of a “separate
wing/unit” for these cohorts
a. Center should do their best to designate separate wings/units or floors for cohorts when
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available; however, any general physical separation may be acceptable. This may include
one side of a wing/unit; a group of rooms at the end of a wing/hallway; or a repurposed
group area such as a gym, cafeteria or other large communal space.
b. Residents who are colonized with or infected with MDROs, including Clostridium difficile, should not be placed in a semi-private room or group area when possible, unless
their potential roommate(s) is/are colonized or infected with the same organism(s).
3. Dedication of employees for the cohorting groups
a. To the extent possible, the same employee should be responsible for the care and services
provided within individual cohorts. Employee caring for the COVID-19 Positive (cohort 1),
should continue to only care for patients/residents in cohort 1.
b. All efforts should be made to keep employee working in their assigned cohort. If staffing
resources become strained, every effort should be made to prevent employee with high- and
medium- level exposures to COVID-19 from working with cohort 3 (and cohort 4, if applicable).
c. When crisis level staffing is in place, ensure employee are prioritizing rounding in a “well to ill”
flow to minimize risk of cross-contamination (i.e., beginning with Standard Precaution care
areas and working toward Transmission-Based Precaution, then finally outbreak areas).
4. Dedication of equipment’s for the cohorting groups
a. Dedicate medical equipment to the COVID-19 Positive (cohort 1) area.
b. Medical equipment should not be shared across cohorts.
c. If this is not possible, equipment should be used by rounding in a “well to ill” flow to minimize
risk of cross-contamination.
d. All equipment should be appropriately cleaned and disinfected according the manufacturer's
instructions between resident use.
5. Guidance for removal of residents from isolation and the COVID-19 Positive (cohort 1)
area
a. Decisions to extend or remove persons from Transmission-Based Precautions should
be made in consultation with a healthcare provider and/or public health professional
and is subject to differences in disease course, symptoms, living situation, available resources and clinical management.
b. Refer to the NJDOH Quick Reference: Discontinuation of Transmission-Based Precautions and Home Isolation for Persons Diagnosed with COVID-19 at
https://www.nj.gov/health/cd/topics/covid2019_healthcare.shtml for recommended
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strategies.
c. Residents diagnosed with COVID-19 who have met criteria for discontinuation of
Transmission-Based Precautions can be removed from the COVID-19 Positive (cohort
1) area as per CDC guidance.
d. If symptoms are still present, and they have been moved off of the COVID-19 Positive
(cohort 1) area, they should be placed in a private room until all symptoms resolve or are
at their baseline.
e. Once all symptoms have resolved, or returned to baseline, they do not require further
restrictions, based upon their history of COVID-19.
f. Routine infection prevention and control measures should remain in place, which may
include maintaining Transmission-Based Precautions when unit or facility wide precautions are in place despite meeting the discontinuation criteria.
6. Guidelines to determine resident exposures
a. Currently as per CDC, the index of suspicion for an exposure should be low, as
COVID-19 has been seen to rapidly progress.
b. Exposures may include shared employee; shared equipment; or being housed on the
same wing/unit with a COVID-19 positive person.
c. Center should identify residents who were cared for by employee who are COVID-19
positive and staff suspected of having COVID-19.
d. Exposures should be traced back to 48 hours prior to symptom onset or positive test for
asymptomatic positive employees, as the exposed resident may later develop symptoms
of COVID-19 or test positive.
e. Residents who are identified as a close contact (e.g., cared for by these employees should
be restricted to their room and be cared for using all recommended COVID-19 PPE
until results of the employee COVID-19 testing are known.
f. If the employee is diagnosed with COVID-19, residents should be cared for using all
recommended COVID-19 PPE until 14 days after last exposure and prioritized for
testing if they develop symptoms.
g. Lab confirmed COVID-19 positive residents should be relocated to the COVID-19
Positive (cohort 1) area.
h. As rapid isolation is key, once there are multiple cases or exposures on a wing/unit,
transition the wing/unit to the appropriate cohort and focus efforts on rapid implementation of control measures for unaffected wings/units (i.e., containment efforts).
i. If there are multiple cases on the wing/unit and when movement would otherwise introduce COVID-19 to another occupied wing/unit, do not relocate them.
j. Ensure appropriate use of engineering controls such as curtains to reduce or eliminate
exposures from infected individuals.
7. Guidelines for quarantine for residents who routinely leave the facility
a. The center should follow guidance based on the population served and assessment of
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risk to determine if quarantine is indicated (e.g., an identified exposure to a positive case,
such as being within 6 feet of a COVID-19 positive person for 10 or more minutes).
b. Exposure may vary based on the local community transmission.
c. The risk assessment should include factors such as community transmission; infection
prevention and control compliance from transport personnel, the resident, and receiving
facility employee; and the presence of COVID-19 positive cases(s) at the sending and/or
receiving facility.
d. The center’s focus should be adherence to recommended infection prevention and
control measures (e.g., audits of process monitoring) with routine monitoring for any
development of symptoms.
e. If available, these residents may be prioritized for a private room or cohorted with others
who frequently leave the facility.
8. Guidance for placement of roommates of residents who are symptomatic or COVID-19
positive
a. As roommates may already be exposed; it is generally not recommended to separate
them given spatial limitations.
b. Ensure appropriate use of engineering controls such as curtains to reduce or eliminate
exposures between roommates.
c. Roommates of a laboratory confirmed COVID-19 positive case should be considered
exposed but may be kept isolated in their room after the COVID-19 positive is transitioned to the COVID-19 Positive area (cohort 1).
d. When movement would otherwise introduce COVID-19 to another occupied
wing/unit, do not relocate them.
e. The exposed roommate should be cared for using all COVID-19 recommended PPE
and monitored for 14 days from last exposure to the known COVID-19 case, for development of symptoms. Testing should be performed, if available.
9. Types of precautions that should be used in each cohort
a. Regardless of cohort, all employees should adhere to Standard Precautions and any
necessary Transmission-Based Precautions according to clinical presentation and diagnosis, when caring for any residents.
b. Full Transmission-Based Precautions and all recommended COVID-19 PPE should be
used for all residents who are:
i. COVID-19 positive
ii. Suspected of having COVID-19
iii. Exposed to any COVID-19 positive person (e.g., HCP, visitor, roommate)
iv. On a wing/unit (or facility wide), regardless of presence of symptoms,
when transmission is suspected or identified
v. New admissions/readmissions
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c. Center should implement protocols for extended use of PPE, if resources are limited.
d. Employees should wear eye protection and an N95 respirator or higher (or
facemask if unavailable) at all times while in the COVID-19 Positive (cohort 1)
area with gown and gloves added when entering resident rooms.
e. Facilities should consider this same approach for designated resident care areas of
persons who are exposed (and potentially incubating).
f. As part of source control efforts, staff should wear a facemask at all times while they are
in the healthcare facility.
g. Center will give emphasis on residents practicing basic infection prevention and control
measures including source control, especially during direct care.
10. Resources
CDC, Core Infection Prevention and Control Practices for Safe Healthcare Delivery in All
Settings – Recommendations of the Healthcare Infection Control Practices Advisory Committee https://www.cdc.gov/hicpac/pdf/core-practices.pdf
CDC, Interim Infection Prevention and Control Recommendations for Patients with Suspected
or Confirmed Coronavirus Disease 2019 (COVID-19) in Healthcare Settings
https://www.cdc.gov/coronavirus/2019- ncov/hcp/infection-control-recommendations.html
CDC Strategies to Optimize the Supply of PPE and Equipment
https://www.cdc.gov/coronavirus/2019-ncov/hcp/ppe-strategy/index.html
CDC Responding to Coronavirus (COVID-19) in Nursing Homes
https://www.cdc.gov/coronavirus/2019-ncov/hcp/nursing-homes-responding.html
NJDOH, COVID-19: Information for Healthcare Professionals
https://www.nj.gov/health/cd/topics/covid2019_healthcare.shtml
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Considerations for Cohorting COVID-19
Patients in Post-Acute Care Facilities
COVID-19 has had a major impact in healthcare facilities, especially in the post-acute care setting. COVID-19 has a
broad clinical presentation, long incubation period, and is transmissible through asymptomatic or pre-symptomatic
people, including patients/residents and healthcare personnel (HCP). Therefore, cohorting using traditional
symptom-based screening alone should be avoided if possible but when necessary, done with caution given the risk
of asymptomatic or pre-symptomatic infection. Cohorting is most effective when resources permit for rapid
identification and isolation and when there are dedicated HCP and equipment per cohort. Please note this
document is intended to help guide decisions in consultation with the clinical team and facility specific resources.
This is a rapidly evolving situation and as more data become available related to COVID-19, this information may
change. For up-to-date information refer to the “Resources” section at the end of this document.
Cohorting is only one element of infection prevention and control measures used for outbreak control. The facility
should review or develop a cohorting plan before the identification of the first case. This plan should consider
resources including the availability of testing, personal protective equipment (PPE) and staffing. When testing
capacity is available and facility spacing permits, patients/residents should be organized into the following cohorts:
a) Cohort 1 – COVID-19 Positive:
This cohort consists of both symptomatic and asymptomatic patients/residents who test positive for
COVID-19, including any new or re-admissions known to be positive, who have not met the discontinuation
of Transmission-Based Precautions criteria. If feasible, care for COVID-19 positive patients/residents on a
separate closed unit. Patients/residents who test positive for COVID-19 are known to shed virus,
regardless of symptoms; therefore, all positive patients/residents would be placed in this positive cohort.
b) Cohort 2 – COVID-19 Negative, Exposed:
This cohort consists of symptomatic and asymptomatic patients/residents who test negative for
COVID-19 with an identified exposure to someone who was positive. Exposed individuals should be
quarantined for 14 days from last exposure, regardless of test results. All symptomatic patients/residents
in this cohort should be evaluated for causes of their symptoms. Patients/residents who test negative for
COVID-19 could be incubating and later test positive. To the best of their ability, long-term care facilities
(LTCFs) should separate symptomatic and asymptomatic patients/residents, ideally having one group
housed in private rooms. Even though symptomatic COVID-19 negative patients/residents might not be a
threat to transmit COVID-19, they still may have another illness, such as influenza. Asymptomatic
patients/residents should be closely monitored for symptom development.
c) Cohort 3 – COVID-19 Negative, Not Exposed:
This cohort consists of patients/residents who test negative for COVID-19 with no COVID-19 like symptoms
and are thought to have no known exposures. The index of suspicion for an exposure should be low, as
COVID-19 has been seen to rapidly spread throughout the post-acute care setting. In situations of
widespread COVID-19, all negative persons in a facility would be considered exposed. Cohort 3 should only
be created when the facility is relatively certain that patients/residents have been properly isolated from
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all COVID-19 positive and incubating patients/residents and HCP. Facilities may not be able to create this
cohort.
d) Cohort 4 – New or Re-admissions:
This cohort consists of all persons from the community or other healthcare facilities who are newly or readmitted. This cohort serves as an observation area where persons remain for 14 days to monitor for
symptoms that may be compatible with COVID-19. Testing at the end of this period could be considered
to increase certainty that the person is not infected. COVID-19 positive persons who have not met the
discontinuation of Transmission-Based Precautions should be placed in Cohort 1 – COVID-19 Positive.
Individuals who have cleared Transmission-Based Precautions and it has been <3 months after the date of
symptom onset or positive viral test (for asymptomatic) of prior infection can go to cohort 3.

Outbreak crisis recommendations
In the event of widespread identified cases, focus should be placed on cohorts 1-2. New admissions should stop
until control measures are effectively instituted. Depending on a variety of factors (e.g., facility layout, private
room availability, testing results) LTCFs may not be able to effectively cohort, as described above. In situations
where COVID-19 positive persons are located on multiple units/wings, the facility should follow the below
recommendations:
•

•
•
•

•

Implement universal Transmission-Based Precautions using COVID-19 recommended PPE (i.e., N95
respirator or higher [or facemask if unavailable], eye protection, gloves, and isolation gown) for the
care of all patients/residents, regardless of presence of symptoms or COVID-19 status.
Refer to CDC Optimizing Supply of PPE and Other Equipment during Shortages at
https://www.cdc.gov/coronavirus/2019-ncov/hcp/ppe-strategy/index.html.
Consider repurposing unused space such as therapy gyms, activity and dining rooms during this time to
cohort patients/residents.
If there are multiple cases on the wing/unit and when movement would otherwise introduce COVID19 to another occupied wing/unit, do not relocate them. Limit the movement of all patients/residents
and HCP in general.
Ensure appropriate use of engineering controls such as curtains between patients/residents to reduce
or eliminate exposures from infected individuals. This is especially important when semi-private
rooms must be used. Allocate private rooms to maintain separation between patients/residents, based
on test results and clinical presentation. For example:
o COVID-19 positive persons may share a semi-private room to keep them grouped together.
 Patients/residents who are colonized with or infected with multidrug-resistant
organisms (MDROs), including Clostridium difficile, should not be placed in a semiprivate room or group area when possible, unless their potential roommate(s) is/are
colonized or infected with the same organism(s).
o Private rooms may be allocated to isolate symptomatic persons or quarantine asymptomatic
persons, based on availability.
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•

Shift focus to maintaining dedicated HCP to a wing/unit with a heightened focus on infection
prevention and control audits (e.g., hand hygiene and PPE use) and providing feedback to HCP on
performance.

Frequently asked questions
What if space in our facility doesn’t allow us to create a “separate wing/unit” for these cohorts?
Facilities should do their best to designate separate wings/units or floors for cohorts when available; however,
any general physical separation may be acceptable. This may include one side of a wing/unit; a group of rooms
at the end of a wing/hallway; or a repurposed group area such as a gym, cafeteria or other large communal
space. Patients/residents who are colonized with or infected with MDROs, including Clostridium difficile, should
not be placed in a semi-private room or group area when possible, unless their potential roommate(s) is/are
colonized or infected with the same organism(s).
What does it mean to dedicate HCP to these cohorts?
To the extent possible, the same HCP should be responsible for the care and services provided within individual
cohorts. HCP caring for the COVID-19 Positive (cohort 1), should continue to only care for patients/residents in
cohort 1. All efforts should be made to keep HCP working in their assigned cohort. If staffing resources
become strained, every effort should be made to prevent HCP with high- and medium- level exposures to
COVID-19 from working with cohort 3 (and cohort 4, if applicable). When crisis level staffing is in place, ensure
HCP are prioritizing rounding in a “well to ill” flow to minimize risk of cross-contamination (i.e., beginning with
Standard Precaution care areas and working toward Transmission-Based Precaution, then finally outbreak
areas).
Can medical equipment be used across cohorts?
Dedicate medical equipment to the COVID-19 Positive (cohort 1) area. Medical equipment should not be shared
across cohorts. If this is not possible, equipment should be used by rounding in a “well to ill” flow to minimize
risk of cross-contamination. All equipment should be appropriately cleaned and disinfected according the
manufacturer's instructions between patient/resident use.
When can patients/residents be removed from isolation and the COVID-19 Positive (cohort 1) area?
Decisions to extend or remove persons from Transmission-Based Precautions should be made in consultation
with a healthcare provider and/or public health professional and is subject to differences in disease course,
symptoms, living situation, available resources and clinical management. Refer to the NJDOH Quick Reference:
Discontinuation of Transmission-Based Precautions and Home Isolation for Persons Diagnosed with COVID-19 at
https://www.nj.gov/health/cd/topics/covid2019_healthcare.shtml for recommended strategies.
CDC recommends patients/residents diagnosed with COVID-19 who have met criteria for discontinuation of
Transmission-Based Precautions can be removed from the COVID-19 Positive (cohort 1) area. If symptoms are
still present, and they have been moved off of the COVID-19 Positive (cohort 1) area, they should be placed in a
private room until all symptoms resolve or are at their baseline. Once all symptoms have resolved, or returned
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to baseline, they do not require further restrictions, based upon their history of COVID-19. Routine infection
prevention and control measures should remain in place, which may include maintaining Transmission-Based
Precautions when unit or facility wide precautions are in place despite meeting the discontinuation criteria.
How do we determine patient/resident exposures?
The index of suspicion for an exposure should be low, as COVID-19 has been seen to rapidly progress throughout
the post-acute care setting. Exposures may include shared HCP; shared equipment; or being housed on the same
wing/unit with a COVID-19 positive person. Facilities should identify patients/residents who were cared for by
HCP who are COVID-19 positive and staff suspected of having COVID-19. Exposures should be traced back to 48
hours prior to symptom onset or positive test for asymptomatic positive HCP, as the exposed patient/resident
may later develop symptoms of COVID-19 or test positive. Patients/residents who are identified as a close
contact (e.g., cared for by these HCP should be restricted to their room and be cared for using all recommended
COVID-19 PPE until results of the HCP COVID-19 testing are known. If the HCP is diagnosed with COVID-19,
patients/residents should be cared for using all recommended COVID-19 PPE until 14 days after last exposure
and prioritized for testing if they develop symptoms. Lab confirmed COVID-19 positive patients/residents
should be relocated to the COVID-19 Positive (cohort 1) area.
Rapid isolation is key. Once there are multiple cases or exposures on a wing/unit, transition the wing/unit to
the appropriate cohort and focus efforts on rapid implementation of control measures for unaffected
wings/units (i.e., containment efforts). If there are multiple cases on the wing/unit and when movement
would otherwise introduce COVID-19 to another occupied wing/unit, do not relocate them. Ensure
appropriate use of engineering controls such as curtains to reduce or eliminate exposures from infected
individuals.
Do patients/residents who routinely leave the facility need to be quarantined?
The facility should defer to the established policy and procedures based on their population and assessment of
risk to determine if quarantine is indicated (e.g., spending at least 15 cumulative minutes of exposure at a
distance of less than 6 feet to an infected person during a 24-hour period). Exposure risk may vary based on the
local community transmission. The risk assessment should include factors such as community transmission;
infection prevention and control compliance from transport personnel, the resident, and receiving facility HCP;
and the presence of COVID-19 positive cases(s) at the sending and/or receiving facility. In general, the focus
should be adherence to recommended infection prevention and control measures (e.g., audits of process
monitoring) with routine monitoring for any development of symptoms. If available, these residents may be
prioritized for a private room or cohorted with others who frequently leave the facility.
What should we do about roommates of patients/residents who are symptomatic or COVID-19 positive?
Roommates may already be exposed; it is generally not recommended to separate them given spatial
limitations. Ensure appropriate use of engineering controls such as curtains to reduce or eliminate exposures
between roommates.
Roommates of a laboratory confirmed COVID-19 positive case should be considered exposed but may be kept
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isolated in their room after the COVID-19 positive is transitioned to the COVID-19 Positive area (cohort 1).
Note: When movement would otherwise introduce COVID-19 to another occupied wing/unit, do not relocate
them. The exposed roommate should be cared for using all COVID-19 recommended PPE and monitored for 14
days from last exposure to the known COVID-19 case, for development of symptoms. Testing should be
performed, if available.
What types of precautions should be used in each cohort?
Regardless of cohort, all HCP should adhere to Standard Precautions and any necessary Transmission-Based
Precautions according to clinical presentation and diagnosis, when caring for any patients/residents.1 Full
Transmission-Based Precautions and all recommended COVID-19 PPE should be used for all patients/residents
who are:
•
•
•
•
•

COVID-19 positive
Suspected of having COVID-19
New and re-admissions
Exposed to any COVID-19 positive person (e.g., HCP, visitor, roommate)
On a wing/unit (or facility wide), regardless of presence of symptoms, when transmission is
suspected or identified2

Facilities should Implement protocols for extended use of PPE, if resources are limited. HCP should wear eye
protection and an N95 respirator or higher (or facemask if unavailable) at all times while in the COVID-19
Positive (cohort 1) area with gown and gloves added when entering patient/resident rooms. Facilities should
consider this same approach for designated patient/resident care areas of persons who are exposed (and
potentially incubating). As part of source control efforts, staff should wear a facemask at all times while they
are in the healthcare facility. There should be emphasis on patients/residents practicing basic infection
prevention and control measures including source control, especially during direct care.

Resources
CDC, Core Infection Prevention and Control Practices for Safe Healthcare Delivery in All Settings –
Recommendations of the Healthcare Infection Control Practices Advisory Committee
https://www.cdc.gov/hicpac/pdf/core-practices.pdf
1

CDC, Interim Infection Prevention and Control Recommendations for Patients with Suspected or Confirmed
Coronavirus Disease 2019 (COVID-19) in Healthcare Settings https://www.cdc.gov/coronavirus/2019ncov/hcp/infection-control-recommendations.html
2

CDC Strategies to Optimize the Supply of PPE and Equipment
https://www.cdc.gov/coronavirus/2019-ncov/hcp/ppe-strategy/index.html
CDC Responding to Coronavirus (COVID-19) in Nursing Homes
https://www.cdc.gov/coronavirus/2019-ncov/hcp/nursing-homes-responding.html
NJDOH, COVID-19: Information for Healthcare Professionals
https://www.nj.gov/health/cd/topics/covid2019_healthcare.shtml
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Choose an item.

Coronavirus Disease (COVID-19) – Reporting Facility Data to
the Centers for Disease Control and Prevention
Policy Statement
Data related to suspected and confirmed cases of COVID-19 among residents and staff are reported to the
Centers for Disease Control and Prevention electronically and in the standardized format specified per
federal regulations.
Policy Interpretation and Implementation
1. Suspected and confirmed cases of COVID-19 among residents and staff are reported to the Centers
for Disease Control and Prevention (CDC) National Health Safety Network (NHSN), including the
following:
a. Suspected and confirmed COVID-19 infections among residents and staff, including residents
previously treated for COVID-19;
b. Total deaths and COVID-19 deaths among residents and staff;
c. Personal protective equipment and hand hygiene supplies in the facility;
d. Ventilator capacity and supplies in the facility;
e. Resident beds and census;
f. Access to COVID-19 testing while the resident is in the facility; and
g. Staffing shortages.
2. Data is reported to the CDC as specified in 483.80(g)(2), but no less than weekly.
3. The Infection Preventionist (or a designee) is responsible for enrollment, collection and submission
of data and serving as the NHSN Facility Administrator.
4. Collection periods and submission of data are to remain consistent and reported at least twice each
week.
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Policy 2.5

Emergency Staffing Protocol for COVID-19

Policy
It is the policy of this facility to establish procedures for handling staffing challenges in the case of an
emergency or disaster. Emergency staff may include volunteers with varying levels of skill and
training, to include medical and non-medical expertise.

Procedure
1. The number of staff required for meeting resident needs on a daily basis is determined through
2.

3.

4.

5.

the facility assessment. Schedules shall reflect sufficient staff with minimum use of scheduled
overtime.
In an emergency situation, the Administrator and key staff (as designated by the facility’s
Incident Command System) shall meet for briefing on staffing needs and develop an action
plan. This process will include being in communication with local healthcare coalitions,
federal, state and local public health partners to identify additional employee resources when
needed. Review of state-specific emergency waivers or changes to licensure requirements or
renewals for select categories of employees will be reviewed at this time.
In preparation for COVID-19 related emergencies, cross-training staff in the facility such as for
food service, environmental, laundry services and non-clinical patient care activities is one
example of extending current staffing to cover deficits. Also, having written standard operating
procedures that can be used by interim staff in emergencies in key non-clinical areas of the
facility is an important part of the emergency plan.
Staffing needs will be fulfilled in a step-wise fashion:
a. On-duty staff and scheduled staff.
b. Off-duty staff and on-call staff, including department managers.
c. Staff from sister facilities (i.e. owned by same company), and non-medical volunteers
who are already on file with the facility.
d. Staff from other facilities with which the facility has a Memorandum of Understanding on
file to provide staff in the event of an emergency or disaster.
e. Staff from receiving facilities who intend to stay and assist with providing care.
f. Employees will be expected to work with HR staff in regards to any concerns to address social
factors that might prevent employee from reporting to work such as transportation or housing
if employee lives with vulnerable individuals.
Facility staff are expected to adhere to the emergency staffing plan when there is an identified
emergency or disaster in the facility or community:
a. During an emergency, staff currently on duty will be required to stay on duty until they are
relieved by other staff.
b. All staff is advised to develop an emergency plan with their family in the event they are
required to remain at work during an emergency.
c. Staff is expected to make every effort to arrive to work for their regularly scheduled shift.
Staff will contact his/her supervisor prior to their scheduled shift to inform of their current
location and status. Transportation may be arranged, if possible, to assist with getting the
staff to work.

6. The Administrator, or designee, shall notify the authority having jurisdiction (i.e. Incident
Command Center) of any staffing or assistance needs.
7. The Regional Director of Nursing will be responsible for notifying sister facilities and/or other
facilities of any staffing needs (as determined by meeting with the Administrator and key staff
regarding staffing).
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Emergency Staffing Protocol for COVID-19
8. Emergency staff will report to a single person (i.e. Logistics Section Chief) for allocation of roles
and duties based on their credentials and expertise.
a. Verify that a public health emergency has been declared in order to utilize state or federal
emergency health care professionals and/or staff from receiving facilities. The facility shall
follow established procedures by the State Board of Nursing, etc. for use of emergency staff
from other states.
b. Staff from sister facilities shall present a current picture identification card that clearly
identifies the individual’s professional designation. (Licensure verification is available on file
at sister facility.)
c. Staff from receiving facilities shall present:
i. A current identification card (maybe staff name badge) that clearly identifies the
individual’s professional designation,
ii. A government-issued photo identification and last 4 SSN, and
iii. License, certification, or registration number, specifying the state in which the
license was issued. (The facility is responsible for verifying current licensure.)
d. The administrator or designee shall maintain documentation of each emergency
volunteer to include name, professional designation, identification, and licensure
verification. Primary source verification shall be completed within 72 hours, or as
specified by state regulations.
9. Non-medical staff will only be assigned to and perform non-medical tasks.
10. Emergency staff from outside the facility will be identifiable with a red sticker on their badge
indicating that they are temporary.
11. Job orientation shall be provided for all emergency staff to acquaint them with the immediate needs
of residents, the physical facility, infection control requirements, disaster plan, and specific duties
and responsibilities.
12. When there are no longer enough staff to provide safe resident care:
a. Implement regional plans to transfer residents with COVID-19 to designated healthcare
facilities or alternate care sites with adequate staffing
b. If not already done, allow asymptomatic employees who have had an unprotected exposure
to the virus to continue to work. These employees should practice Universal Source
Control with face mask and eye protection.
c. If shortages continue despite other mitigation strategies, follow public health current
recommendations including PPE precautions for using staff who are recovering from
COVID-19 infections to work.
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Policy 3.0

COVID-19 Daily and Emergency Supply Management: PPE,
Hand Hygiene Products and Cleaning/Disinfectant Products
Policy Statement
This guidance is provided to assist the center in the procurement, storage and management of daily and
emergency supply of critical items including personal protective equipment (PPE), hand hygiene
products and facility approved EPA registered hospital disinfectant product(s).
Policy Interpretation and Implementation

PPE:
1. PPE Equipment and Supplies
a. Isolation gowns, gloves, N-95 disposable respirators, surgical masks, face shields and eye
protection.
2. Facility management of daily PPE needs
a. PPE selection and substitution is under the management of the Infection Prevention and
Control Program for the facility. The purchasing department works closely with the
Infection Preventionist (IP) when new products are being evaluated due to COVID-19
procurement issues. Moving from the “Conventional, Contingency, and Crisis” modes for
usage, rationing and substitutions is upon the approval of the IP in collaboration with
facility leadership.
3. Facility Requirements for Total amount of emergency supply of PPE
a. The facility will ensure that there is at a minimum of one (1) month of PPE in stock
above and beyond the usual daily par level needed as per the Executive Directive No.
20-026, dated August 10, 2020
b. Inventory of PPE is managed systematically, based on the facility calculations for PPE
Burn Rate utilizing the tool from the CDC.
c. The facility will use the PPE Burn Rate Calculator in order to estimate the amount of PPE
needed for the required 1 month supply.
d. The inventory and supply chain for PPE are established and managed by the
Administrator or designee and monitored daily during times of COVID-19 activity in the
community.
e. The facility maintains ongoing communication with local, state and federal public health,
disaster preparedness agencies, and healthcare coalitions during surge situations
regarding identification of additional supplies.
f. The facility will optimize the daily PPE supply according to the CDC recommendation
based on the Capacity Strategies i.e. Conventional, Contingency or Crisis
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i. Contingency and/or crisis capacity measures are implemented after administrative
and engineering measures are employed
ii. Ensure 1 month of emergency supply of PPE is stored separately and not utilized
for daily use.
4. Determining the quantity of a 1-month PPE supply
a. Facility will calculate the quantity of PPE for a 1-month supply at a burn rate based on
the highest use of PPE during the COVID-19 surge in their facility.
b. The emergency supply of PPE in stock is only to be used in the event of an emergency
and not for daily use.
c. If at any time the facility is forced to use their stockpiled supply of PPE due to an
emergency, the facility will re-stock and resubmit an attestation indicating the restocking
of PPE.
5. Refer to the document linked from CDC for the most current recommendations regarding PPE use
during the -19 pandemic situations: https://www.cdc.gov/coronavirus/2019-ncov/hcp/ppestrategy/index.html

Hand Hygiene and Cleaning/Disinfection Products:
6. Products and related Supplies
a. Alcohol based hand gel and foam products (for wall mounted dispensers, table top and
pocket sizes), hand soap refills, paper towels, facility approved EPA registered hospital
disinfectant from EPA List “N” as COVID-19 approved, disposable towels/cloths,
dispenser bottles for mixing and storing diluted product, facility approved EPA registered
hospital disinfectant wipes from EPA LIST “N”.
7. Facility management of these products and supplies:
a. In consultation with Infection Preventionist and Administrator, a par level for amount
of needed product should be established with a minimum of 1 month supply on-hand
or more of product is available due to shortage issues.
b. Substitutions: as part of the preparedness program, review of products and available
substitutions should be considered and when necessary ordered with approval of
Infection Preventionist.
c. Training, education and safety risk assessment should be conducted prior to
implementation of new products or related procedures when substitutions are
warranted.
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Definitions:
•

Conventional Capacity: measures consist of providing patient care without any change in daily
contemporary practices. This set of measures, consisting of engineering, administrative and
personal protective equipment controls should already be implemented in general infection
prevention and control plans in healthcare settings

•

Contingency capacity: measures may change daily standard practices but may not have any
significant impact on the care delivered to the patient or the safety of healthcare personnel. These
practices may be used temporarily during periods of expected PPE shortages

•

Crisis Capacity: strategies that are not correspond with U.S. standards of care. These measures
or a combination of these measures, may need to be considered during periods of known PPE
shortages
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Policy 5.0

COVID-19 Outbreak Plan for Atrium/Spring Hills Facilities

Upon the declaration of an Outbreak related to COVID-19 after conferring with the local
health department, the following information taken from the Spring Hills “Outbreak of
Communicable Disease Policy” should be applied in conjunction with implementation of the New Jersey
Department of Health Outbreak Checklist located at:
https://www.nj.gov/health/cd/documents/topics/NCOV/COVID_Outbreak_Management_Checklist.pdf

Note: The Infection Preventionist serves as the coordinator and key contact person for the health
department communication during COVID-19 pandemic. Due to the complexity of the COVID-19
pandemic, the collaboration of the IP, Administrator and Director of Nursing and sharing of some of the
infection Preventionist related responsibilities may be necessary until community positivity rates return to
lower levels. Upon identification of a suspected outbreak situation, the facility should be in contact with
their local health department and with the corporate regional nursing director as well for additional
support and guidance.
1. The Administrator will be responsible for:
a. Assuring that the Infection Preventionist or designee telephones/emails required report(s) to
the health department;
b. Restricting admissions to the facility as indicated or as authorized by the health department or
Medical Director;
c. Collaborating with the Infection Preventionist in the submitting periodic progress reports to
the health department, as requested;
d. Calling emergency meetings of the Infection Control Committee;
e. Discontinuing group activities, as indicated;
f. Limiting visitors if indicated (i.e., influenza in the community); and
g. Forwarding Communicable Disease Report Cards to the health department, as required.
2. The Infection surveillance information and Preventionist and Director of Nursing Services will be
responsible for:
a. Receiving tabulating data;
b. Maintaining a line listing of identified cases on the appropriate Line Listing Report;
c. Notifying the Medical Director and the Attending Physicians;
d. Assigning nursing personnel, if appropriate, to same residents group for the duration of the
outbreak; and
e. Completing the Infection Treatment/Tracking Report form, if required.
3. The nursing staff will be responsible for:
a. Notifying the Director of Nursing Services of symptomatic residents;
b. Providing infection surveillance data in a timely manner;
c. Obtaining laboratory specimens as directed;
d. Initiating isolation precautions as directed or as necessary; and
e. Confining symptomatic residents to their rooms as much as feasible, when indicated.
4. All employees should:
a. Practice good hygiene and handwashing technique; and
b. Report any symptoms relating to the current disease outbreak to their supervisor.
c. Stay home from work when ill.
The COVID-19 Policy Manual should be utilized for the processes to follow for managing the outbreak
including policies for mitigation, screening, testing, cohorting, isolation, emergency staffing strategies
and additional policies in the manual and current references included from public health.
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COVID-19 Outbreak Plan for Atrium/Spring Hills Facilities
OUTBREAK MANAGEMENT:
Special plans are in place at each facility in case of an outbreak due to COVID-19. An outbreak for
COVID-19 has been defined by CMS as a new COVID-19 infection in any healthcare personnel or any
nursing home-onset COVID-19 infection in a resident. The IP works with the DNS and local department
of health contact to confirm a suspected outbreak. Confirmed outbreaks for COVID-19 are managed in
accordance with the New Jersey Department of Health: “Outbreak Management Checklist for COVID-19
in Nursing Homes and other Post-Acute Care Setting”.
https://www.nj.gov/health/cd/documents/topics/NCOV/COVID_Outbreak_Management_Checklist.pdf
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Policy 5.1
COVID-19 OVERVIEW of the Outbreak Plan for Spring Hills Facilities
INFECTION PREVENTION AND CONTROL PROGRAMS AT ATRIUM FACILITIES:
The overall infection prevention and control programs (IPCPs) that are in place at each facility were
established and in place prior to the development of the COVID-19 pandemic and have been enhanced
to manage the current pandemic. The IPCP is managed at each facility by the Infection Preventionist
(IP) who is a nurse by training that is dedicated to the role and has received specialized infection
prevention and control training. The facility’s “Infection Control Committee” has oversight of the IPCP
and serves as the approving group the Infection Preventionist’s requests or recommendations including
policies, procedures, protocols and products related to infection control. The Administrator and Director
of Nursing Service (DNS) at each location work closely with the facility Infection Preventionist for
management of all infection control related issues, including COVID-19.
LESSONS LEARNED FROM COVID-19 MANAGEMENT EXPERIENCES:
There have been many lessons learned over the past several months regarding the management of this
novel virus. In regards to the management program for COVID-19 prevention, the following lessons are
considered key as the pandemic continues:
1. Rapid testing programs now available at the facilities for COVID-19 detection and daily COVID19 signs and symptoms screening has helped in reducing the risk of facility spread by identifying
early any staff and/or residents who may be asymptomatic but infectious.
2. Communication of frequently changing information and situations has been challenging to keep
up with for staff as well as residents and families. Using electronic communication measures
including social media sites and internet based websites and emails has become more commonly
used as the pandemic presses on.
3. Over time, the directions and messages from different external regulatory agencies including
CMS as well as federal, state and local public health has become more aligned together as time
has passed. With fewer required changes it allows more time more time to be devoted to the
resident’s experience of care and on monitoring overall compliance with the Covid-19 prevention
and control program.
4. The process of placing new admissions into a quarantined “observation” precaution status upon
arrival at the facility in a designated area of the building has played an important role in reducing
the risk of the COVID-19 virus into the population.
5. The mandatory requirement for all staff to wear masks and eye protection upon entry into the
building and continue wearing for the duration of their shift has become easier to adjust to as time
has passed.
6. Long term maintenance of restricting and at times prohibiting resident visitation with family and
friends has been heartbreaking for all. Use of physician telehealth visits has become common.
Becoming creative and comfortable with visitation alternatives including cell phone calls and
texts, face time, window visits, outdoor visitation and telehealth visits has become part of the
staff’s daily routine.
COMMUNICATION:
The transferring of important information from the facility leadership to all who need to know can be a
complicated process when information is changing often and coming from many outside sources as well
as from within the facility and corporate organization. To assist in this process, the following
communication plan is in place at each facility for staff, residents, families and representatives.
1. The facility website will post the emergency phone number or method of communication for
urgent calls or complaints,
2. The facility website will post and update weekly any changes in COVID-19 at the facility. This
is to include posting by 5 pm the next calendar day following the occurrence of either a single
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confirmed case of COVID-19 in a resident or staff, or whenever three or more residents or staff
experience new-onset of respiratory symptoms within 72 hours of each other.
3. In addition to posting on the facility website, residents will be informed in a timely fashion of any
changes in the COVID-19 status at the facility. This may be done verbally by the facility or by a
written communication that they provide to the resident.
4. Staff communication at a minimum should include a dedicated COVID-19 “communication
board” located at the facility entry point that includes COVID-19 specific information including
staff testing dates and locations, number of days since last COVID-19 positive case in the facility,
current “Universal Source Control” PPE requirements and any significant updates.
WHAT WE ARE DOING TO REDUCE THE RISK OF COVID-19 INFECTIONS AT EACH
FACILITY:
Residents: Each resident is provided with COVID-19 written information upon admission and at least
monthly that describes the basic infection control and prevention aspects of COVID-19 management.
When outside of their rooms, residents are practicing social distancing, wearing face masks and practicing
hand hygiene with the assistance of the nursing staff. Each shift, they are screened for signs and
symptoms of COVID-19 infection including temperature and oxygenation measurements. Any resident
with symptoms of COVID-19 are tested upon obtaining permission of the resident, family and an order
from the physician for testing. Those with symptoms as well as those confirmed by testing are managed
with Contact and Droplet precautions as recommended by the CDC and limited in their movement and
activities in the facility until no longer deemed an infection risk to others. New admissions are
quarantined for the period of time recommended by the CDC to monitor for onset of COVID-19
symptoms before moving into the general population areas of the facility.
Staff: All staff, contractors, clinicians, vendors and visitors must enter through the main door upon initial
arrival, where they are logged in and screened for signs and symptoms of COVID-19 including their
travel or COVID-19 exposure history and temperature. Only those that meet CDC recommendations are
permitted entry and only after they perform hand hygiene and are wearing face covering (i.e. surgical
mask and eye protection). This is known as “Universal Source Control” and is in accordance with the
latest recommendations from the CDC.
Staff members are tested on a regular basis for COVID-19 by the facility and are permitted to work when
cleared. The frequency is based upon the government’s requirement for each county depending on
number of positive test results and may vary from monthly to two times per week.
Staff has received specialized training for COVID-19 prevention and management which is also on-going
during the pandemic. Infection Prevention and Control staff are monitoring compliance of staff with hand
hygiene, PPE use and proper practicing of Isolation precautions.
Facility: Each facility has a nurse dedicated to the role of coordinating and overseeing the “Infection
Control Program”. This individual has received specialized training in infection prevention and control
and is usually referred to as the “IP” or “Infection Preventionist”. Their role is to coordinate and oversee
the program and they work with the health department to conduct assessments for COVID-19 readiness.
Known as “COVID-19 Infection Prevention and Control Assessment Tool (Tele-ICAR) for Long Term
Care and Assisted Living Facilities”, these assessments help identify areas of opportunity for the IPCP
(https://www.nj.gov/health/cd/documents/topics/NCOV/COVID_Tele_ICAR_Assess_Tool.pdf).
Each facility’s “Infection Control Committee” reviews and approves the IP’s recommended changes
included those in policies, protocols, disinfectants and infection control related supplies.
The facility is using the CDC recommended “Transmission Based Precautions” for known, suspected or
potentially exposed residents. By using the categories of Contact and Droplet precautions, a high level of
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care is used by all who enter and exit the rooms of residents placed into these precautions. Also, by
following these recommendations, once the resident is no long considered infectious they can have the
precautions removed as soon as they meet the criteria for discontinuation. Individuals with the same
infectious organism such as COVID-19 may be housed in a general area in the facility to limit the
potential spread to those who are not infected. This is known as “cohorting” and may involve an area of
the facility (i.e. wing or hall) as well as when semi-private rooms or other locations are used for keeping
those infected cared for in an area
VISITATION DURING COVID-19 PANDEMIC:
During the COVID-19 pandemic, the resident visitation programs at the facilities have been impacted by
the public health mandates. Although certain circumstances for visitation remain in place for indoor
purposes on a case by case review by the facility administration (i.e. end of life, compassionate care, and
specialized caregiver needs), the general in-person visits have often been altered, on hold or often not
allowed by Public Health departments during the Covid-19 pandemic. Each facility’s in-person visitation
program is limited by the current COVID-19 activity in the facility as well as surrounding communities
and may differ at times from other facilities located nearby due to these reasons. The following visitation
options should be used to supplement in-person visitation programs:
1. Outdoor visitation (weather permitting and with clearance from local health department to the
facility)
2. Computer assisted visits such as “facetime” or “zoom” using technology such as smart phones,
tablets or computers with camera/microphone capabilities
3. Telephone calls or texting
4. Window or door visits using telephone assistance
5. Postal mail
6. Email
Questions regarding the current visitation program options should be directed to the facility’s main phone
line number listed on their website. Assistance is available at each location for the residents who need
help with the technology or other aspects of the alternative visitation choices.
OUTBREAK MANAGEMENT:
Special plans are in place at each facility in case of an outbreak due to COVID-19. An outbreak for
COVID-19 has been defined by CMS as a new COVID-19 infection in any healthcare personnel or any
nursing home-onset COVID-19 infection in a resident. The IP works with the DNS and local department
of health contact to confirm a suspected outbreak. Confirmed outbreaks for COVID-19 are managed in
accordance with the New Jersey Department of Health: “Outbreak Management Checklist for COVID-19
in Nursing Homes and other Post-Acute Care Setting”.
https://www.nj.gov/health/cd/documents/topics/NCOV/COVID_Outbreak_Management_Checklist.pdf
Special plans are in place at each facility as well for managing staffing shortages due to COVID-19. This
allows the utilization of available staff in the most efficient manner possible. For example, during an
outbreak, those staff who have had COVID-19 and have been cleared to return to work would be the first
assigned to working in the area designated to care for COVID-19 infected residents. Additionally, some
staff members may be cross-trained to assist with support staff such as food services or environmental
services in times of staffing reduction due to illness. The Directors of Nursing have written plans in place
for staffing needs that includes emergency plans in the event staffing levels become critical.
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Outbreak Management Checklist for
COVID-19 in Nursing Homes and other
Post-Acute Care Settings
Facility Name:
Address/City/Zip Code:
E-number (Investigation Number):
Telephone #:

Fax #:

Contact Name:

Email:

The following recommendations and reporting requirements are being provided to you to assist in the control of the current
outbreak at your facility. Please review these basic guidelines with key staff members. Highlight reflects content revisions.
Date
Date
Date
Instituted Reinforced Suspended

Outbreak Intervention

Communication
Notify facility Administration.
Notify facility Medical Director and Infectious Disease Physician (if available).
Notify facility Infection Preventionist.
Report any suspect or confirmed outbreak to your local health department (LHD).
• Identify LHD contacts using the NJDOH – Local Public Health Directory at
http://www.localhealth.nj.gov/.
• Review “how to report” at http://www.nj.gov/health/cd/reporting/.
• Review NJDOH Quick Reference Reporting Requirements for
Communicable Diseases and Work-related Conditions at
https://www.nj.gov/health/cd/documents/reportable_disease_magnet.pdf.
Notify staff of the presence of a COVID-19 case and/or outbreak in the facility.
Notify patients/residents and their families, as appropriate, of the presence of a COVID19 case and/or outbreak in the facility.
General Facility Control Measures
Review pandemic influenza and disaster preparedness plans to support containment
and response efforts.
Review testing capacity to identify SARS-CoV-2 in the facility.
• Identify commercial or public health laboratories who will conduct the test(s),
turnaround time, personnel who will collect the specimen(s), and appropriate
specimen collection materials.
Implement use of universal source control measures (e.g., cloth facial coverings) for
persons (e.g., clergy, vendors, visitors) while in the facility.
Increase accessibility of hand hygiene resources in the facility.
• Put alcohol-based hand sanitizer with 60–95% alcohol in every patient/resident
room (ideally both inside and outside of the room) and other patient/resident
care and common areas (e.g., outside dining hall, in therapy gym).
• Make sure that sinks are well-stocked with soap and paper towels.
• Review NJDOH Hand Hygiene in Healthcare Settings at
https://www.nj.gov/health/cd/topics/covid2019_healthcare.shtml#4.
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Date
Date
Date
Instituted Reinforced Suspended

Outbreak Intervention

Evaluate personal protective equipment (PPE) and report levels to
https://report.covid19.nj.gov or any successor reporting mechanism required by
NJDOH or NJ Office of Emergency Management until registered and entering data to
the CDC National Healthcare Safety Network (NHSN) COVID-19 Module.
Daily Reporting
Complete line list for patients/residents.
For more information refer to LHD for COVID-19 specific line list.
Complete line list for staff.
(Refer to LHD for COVID-19 specific line list).
Note: Line list should include all confirmed (i.e., COVID-19 positive, both symptomatic and asymptomatic) and
probable (i.e., symptomatic, epi linked) cases. Refer to the COVID-19 Communicable Disease Chapter at
https://www.nj.gov/health/cd/documents/topics/NCOV/NCOV_chapter.pdf, for definitions. NHSN Long-term Care
Facility COVID-19 Module is required by NJDOH and CMS Nursing Homes. While assisted living facilities do not
have the same federal requirement to report to NSHN as nursing homes, their participation is encouraged and
required by the NJDOH per Executive Directive NO. 20-026.
Complete NJDOH NoviSurvey questionnaire for outbreak updates.
Send completed line lists and facility floor plan to LHD.
Admissions, Transfers, and Re-Admissions
Identify area or unit to receive new and readmissions for 14-day quarantine.
Consider closing to new admissions if you are unable to appropriately cohort. This may
not include readmissions back to the facility.
When transferring any patient/resident, notify the transporting agency and receiving
facility of outbreak status at the facility and the patient/residents COVID-19 status.
Note: COVID-19 diagnostic test results should be provided (in addition to other pertinent clinical information) to
the receiving facility for any transferred patients/residents upon receipt of lab results. Upon identification of a
case of COVID-19 in a patient/resident who was recently admitted (within 14 days), the admitting facility should
provide these results back to the sending facility to allow for the appropriate response and investigation.
Facilities should admit any individuals that they would normally admit to their facility, including individuals from
hospitals where a case of COVID-19 was/is present. Refer to NJDOH Considerations for Cohorting COVID-19
Patients in Post-Acute Care Facilities at https://www.nj.gov/health/cd/topics/covid2019_healthcare.shtml for
information on cohorting including management of new and re-admissions. Re-testing individuals who previously
tested positive should be done in accordance with CDC and CDS guidance (e.g., >3 months after the date of onset
of the prior infection).
Infection Prevention and Control
Educate on infection prevention practices, including control measures for COVID-19.
Restrict visitors, in general. Refer to NJDOH COVID-19 Temporary Operational
Waivers and Guidelines for state specific COVID-19 legal and regulatory compliance
information at https://www.nj.gov/health/legal/covid19/.
Restrict entry of non-essential personnel, such as those providing elective
consultations, personnel providing non-essential services (e.g., barber, hair stylist), and
volunteers, from entering the building in accordance with applicable NJDOH COVID-19
Temporary Operational Waivers and Guidelines at
https://www.nj.gov/health/legal/covid19/.
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Date
Date
Instituted Reinforced Suspended

Outbreak Intervention

Infection Prevention and Control (cont’d)
Evaluate all persons who enter the facility for signs and symptoms of communicable
diseases, including fever (temperature checks including subjective and/or objective
fever equal to or greater than 100.4 F or as further restricted by facility) and other
symptoms of COVID-19 (e.g., gastrointestinal upset, fatigue, sore throat, dry cough,
shortness of breath). Refer to CDC Symptoms of Coronavirus for updated symptoms at
https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html.
Note: Any persons who enters the facility should be advised to monitor for fever and other COVID-19 symptoms
for at least 14 days after exiting the facility. If symptoms occur advise them to self-isolate at home, contact their
healthcare provider, and immediately notify the facility of the date they were in the facility, the persons they were
in contact with, and the locations within the facility they visited
Implement active screening of patients/residents for fever and other COVID-19
symptoms, at minimum, each shift.
Note: Older adults may manifest symptoms of infection differently, especially at illness onset. Check for
patients/residents with malaise, confusion, falling, diarrhea, or vomiting in addition to traditional respiratory
symptoms such as coughing, shortness of breath, and fever. Vital signs should include heart rate, blood
pressure, temperature, pain and pulse oximetry. The facility staff should increase the frequency of wellness
checks in all patients/residents and have a heightened awareness for any changes in their baseline.
Stop current communal dining and all group activities such as internal and external
group activities (e.g., beauty shop, physical therapy gym sessions, activities).
Encourage patients/residents to stay in their room and/or cohort.
Identify unused space such as therapy gyms, activity, and dining rooms to cohort
patients/residents.
Make necessary PPE available in areas where patient/resident care is provided.
Make adequate waste receptacles available for used PPE. Position these near the
exit inside the room to make it easy for staff to discard PPE prior to exiting, or before
providing care for another patient/resident in the same room.
Implement Standard and Transmission-Based Precautions including use of a N95
respirator or higher (or facemask if unavailable), gown, gloves, and eye protection for
new and re-admissions, confirmed and suspected COVID-19 case(s), and any
patient/resident cared for by a confirmed or suspected COVID-19 positive HCP. Refer
to NJDOH Considerations for Cohorting COVID-19 Patients in Post-Acute Care
Facilities at https://www.nj.gov/health/cd/topics/covid2019_healthcare.shtml for
information on PPE use in each cohort.
Note: HCP should use all recommended COVID-19 PPE for the care of all patients/residents on affected units (or
facility-wide if cases are widespread); this includes both symptomatic and asymptomatic patients/residents.
Universal use of appropriate PPE for eyes, nose, and mouth may protect HCP from exposure. Refer to the NJDOH
HCP Exposure to Confirmed COVID-19 Case Risk Algorithm at
https://www.nj.gov/health/cd/topics/covid2019_healthcare.shtml.
Place appropriate isolation signage outside of patient/resident(s) room.
Dedicate equipment in isolation rooms, when able. If not possible, clean and disinfect
equipment before use with another patient/resident within that cohort.
Evaluate internal environmental cleaning protocols to ensure appropriate measures
are being taken to clean and disinfect throughout the facility.
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Date
Date
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Outbreak Intervention

Infection Prevention and Control (cont’d)
Conduct routine cleaning and disinfection of high touch surfaces and shared
medical equipment using an EPA-registered, hospital-grade disinfectant on List N
(https://www.epa.gov/pesticide-registration/list-n-disinfectants-use-against-sars-cov-2).
Consider increasing the frequency of routine cleaning and disinfection.
Prioritize rounding in a “well to ill” flow to minimize risk of cross-contamination (i.e.,
beginning with standard precaution care areas and working toward transmission-based
precaution, then finally outbreak rooms).
Identify Airborne Infection Isolation Rooms or AIIRs (e.g., negative pressure
rooms). If available, AIIRs should be prioritized for patients/residents undergoing
aerosol generating procedures (e.g., cardiopulmonary resuscitation, open suctioning of
airways, nebulizer therapy, sputum induction).
Patient/Resident Management
Test all previously negative patients/residents weekly until no new facilityonset cases of COVID-19 are identified among patients/residents and positive
cases in staff and at least 14 days have elapsed since the most recent positive
result and during this 14-day period at least two weekly tests have been conducted
with all individuals having tested negative.
• Test any resident showing new signs or symptoms consistent with COVID-19.
• Re-testing individuals who previously tested positive should be done in
accordance with CDC and CDS guidance (e.g., >3 months after the date of
onset of the prior infection).
Implement cohorting plan that allows for separation of patients/residents, dedicating
staff and medical equipment to each of these cohorts and allowing for necessary space
to do so at the onset of an outbreak. Refer to the NJDOH COVID-19 Cohorting in
Nursing Homes and other Post-Acute Care Settings document at
https://www.nj.gov/health/cd/topics/covid2019_healthcare.shtml.
Identify the COVID-19 positive cohort and place signage that instructs HCP they must
wear eye protection and an N95 or higher-level respirator (or facemask, if unavailable)
at all times while in that area. Gowns and gloves should be added when entering
patient/resident rooms.
Relocate laboratory confirmed COVID-19 positive patients/residents to the
designated cohort, in a private room with their own bathroom. If there is no
designated area, the person should be in a private room with their own bathroom with
the door closed.
Note: Ensure appropriate use of engineering controls such as curtains to reduce or eliminate exposures between
roommates. Roommates of COVID-19 cases(s) should be considered exposed and potentially infected and, if at
all possible, should not share rooms with others unless they remain asymptomatic and/or have tested negative
for COVID-19 14 days after their last exposure. Refer to CDC Responding to COVID-19 in Nursing Homes at
https://www.cdc.gov/coronavirus/2019-ncov/hcp/nursing-homes-responding.html for additional information.
Staff Management
Test all COVID-19 negative staff weekly or as otherwise required. Prioritize testing of
staff showing new signs or symptoms consistent with COVID-19. Re-testing staff who
previously tested positive should be done in accordance with CDC and CDS guidance
(e.g., >3 months after the date of onset of the prior infection). Refer to NJDOH COVID19 Temporary Operational Waivers and Guidelines for state specific COVID-19 legal
and regulatory compliance information at https://www.nj.gov/health/legal/covid19/.
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Outbreak Intervention

Staff Management (cont’d)

Date
Date
Date
Instituted Reinforced Suspended

Provide source control for all patients/residents when providing direct care.
Note: All patients/residents, whether they have COVID-19 symptoms or not, should cover their nose and mouth
(i.e., source control) when around others, as tolerated. Source control may be provided with tissue, facemasks, or
cloth face coverings.
Implement use of universal source control (e.g., cloth face coverings or facemasks)
for staff while in the facility, in addition to active screening for symptomatic staff.
Note: Cloth face coverings are not PPE. They are not appropriate substitutes for PPE (e.g., N95 respirator,
surgical mask) when PPE are recommended or required to protect the wearer. Staff who work in multiple
locations may pose higher risk and should be asked about exposures to facilities with recognized COVID-19
cases. If staff develop even mild symptoms consistent with COVID-19, they must cease patient/resident care
activities, keep their mask on, and notify their supervisor or occupational health services prior to leaving work.
Identify staff who may be at higher risk for severe COVID-19 disease and attempt to
assign to unaffected wings/units.
Educate and train staff on sick leave policies, including not to report to work when ill.
Assess staff competency on infection prevention and control measures including
demonstration of putting on and taking off PPE.
Bundle tasks to limit exposures and optimize the supply of PPE.
Note: Review CDC’s Optimizing Supply of PPE and Other Equipment during Shortages at
https://www.cdc.gov/coronavirus/2019-ncov/hcp/ppe-strategy/index.html. Contingency and then crisis capacity
measures augment conventional capacity measures and are meant to be considered and implemented
sequentially. As PPE availability returns to normal, healthcare facilities should promptly resume standard
practices.
Consider cross-training staff to conserve resources.
Review or develop staff contingency plans to mitigate anticipated shortages.
Note: Review NJDOH COVID-19 Temporary Operational Waivers and Guidelines page at
https://www.nj.gov/health/legal/covid19/ and NJDOH Guidance for COVID-19 Diagnosed and/or Exposed Healthcare
Personnel at https://www.nj.gov/health/cd/topics/covid2019_healthcare.shtml.

Resources
NJDOH COVID-19: Information for Healthcare Professionals
https://www.nj.gov/health/cd/topics/covid2019_healthcare.shtml
CDC Coronavirus (COVID-19)
https://www.cdc.gov/coronavirus/2019-ncov/index.html
CDC Responding to Coronavirus (COVID-19) in Nursing Homes
https://www.cdc.gov/coronavirus/2019-ncov/hcp/nursing-homes-responding.html
CMS Coronavirus (COVID-19) Partner Toolkit
https://www.cms.gov/outreach-education/partner-resources/coronavirus-covid-19-partner-toolkit
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