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Hazard Annex K: Infectious Disease
Infectious diseases are caused by pathogenic microorganisms, such as bacteria, viruses,
parasites or fungi. The circumstances of infectious disease emergencies, including ones that
rise to the level of a pandemic, vary by multiple factors, including type of biological agent,
scale of exposure, mode of transmission and intentionality.

The facility follows effective strategies for preventing infectious diseases. Each county Local
Health Department-(LHD) has prevention agenda priorities compiled from community health
assessments that can be reviewed and utilized by the facility in fully developing your CEMP
Annex E, planning and response checklist for infectious disease and pandemic situations.
The information within this Annex includes the identified priorities and focus areas.

Under the Pandemic Emergency Plan (PEP) requirements of Chapter 114 of the Laws of
2020, special focus is required for pandemics. Please use the template’s Appendix E and
this Hazard Annex, with prompts for the PEP requirements, to ensure that the plans
developed meet all requirements.

Chapter 114 of the Laws of 2020 (full text):
Section 2803 of the public health law is amended by adding a new subdivision 12 to read as
follows:

12. (a) each residential health care facility shall, no later than Ninety days after the effective
date of this subdivision and annually thereafter, or more frequently as may be directed by
the commissioner, prepare and make available to the public on the facility's website, and
immediately upon request, in a form acceptable to the commissioner, a pandemic
emergency plan which shall include but not be limited to:

(i) a communication plan:

(a) to update authorized family members and guardians of infected residents at least once
per day and upon a change in a resident’s condition and at least once a week to update all
residents and authorized families and guardians on the number of infections and deaths at
the facility, by electronic or such other means as may be selected by each authorized family
member or guardian; and

(b) that includes a method to provide all residents with daily access,

At no cost, to remote videoconference or equivalent communication methods with family
members and guardians; and

(ii) protection plans against infection for staff, residents and families, including:
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(a) a plan for hospitalized residents to be readmitted to such residential health care facility
after treatment, in accordance with all applicable laws and regulations; and

(b) a plan for such residential health care facility to maintain or contract to have at least a
two-month supply of personal protective equipment; and

(iii) a plan for preserving a resident's place in a residential healthcare facility if such resident
is hospitalized, in accordance with all applicable laws and regulations.

(b) the residential health care facility shall prepare and comply with the pandemic
emergency plan. Failure to do so shall be a violation of this subdivision and may be subject to
civil penalties pursuant to section twelve and twelve-b of this chapter.

The commissioner shall review each residential healthcare facility for compliance with its plan
and the applicable regulations in accordance with paragraphs (a) and (b) of subdivision one
of this section.

(c) within thirty days after the residential health care facility's receipt of written notice of
noncompliance such residential healthcare facility shall submit a plan of correction in such
form and manner as specified by the commissioner for achieving compliance with its plan and
with the applicable regulations. The commissioner shall ensure each such residential
healthcare facility complies with its plan of correction and the applicable regulations.

(d) the commissioner shall promulgate any rules and regulations necessary to implement the
provisions of this subdivision.

§ 2. This act shall take effect immediately.

1. Communicable Disease Reporting:

1.1. Importance of Reporting

NYSDOH is charged with the responsibility of protecting public health and ensuring the
safety of health care facilities.
Reporting is required to detect intra-facility outbreaks, geographic trends, and identify
emerging infectious diseases.

The collection of outbreak data enables the NYSDOH to inform health care facilities of
potential risks and preventive actions.
Reporting facilities can obtain consultation, laboratory support and on-site assistance in
outbreak investigations, as needed.
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1.2. What must be reported?

NYSDOH Regulated Article 28 nursing homes:

Reporting of suspected or confirmed communicable diseases is mandated under the New
York State Sanitary Code (10 NYCRR 2.10), as well as by 10 NYCRR 415.19.®

Any outbreak or significant increase in nosocomial infections above the norm or baseline
in nursing home residents or employees must be reported to NYSDOH. This can be
done electronically via the Nosocomial Outbreak Reporting Application (NORA). NORA
is a NYSDOH Health Commerce System Application. Alternately, facilities may fax an
Infection Control Nosocomial Report Form (DOH 40181 on the DOH public website.
- Facilities are expected to conduct surveillance that is adequate to identify

background rates and detect significant increases above those rates. Healthcare
associated infection outbreaks may also be reported to the LHD.

A single case of a reportable communicable disease or any unusual disease (defined as
a newly apparent or emerging disease or syndrome that could possibly be caused by a
transmissible infectious agent or microbial toxin) must be reported to the local health
department (LHD) where the patient/resident resides. In addition, if the reportable
communicable disease is suspected or confirmed to be acquired at the NYSDOH
regulated Article 28 nursing home, it must also be reported to the NYSDOH. This can be
done electronically via the NORA, or, by faxing an Infection Control Nosocomial Report
Form (DOH 40181.

Reports must be made to the local health department in the county in which the facility is
located (as the resident’s place of residence) and need to be submitted within 24 hours of
diagnosis. However, some diseases warrant prompt action and should be reported
immediately by phone.

Categories and examples of reportable healthcare-associated infections include:
- An outbreak or increased incidence of disease due to any infectious agent (e.g.

staphylococci, vancomycin resistant enterococci, Pseudomonas, Clostridioides
difficile, Klebsiella, Acinetobacter) occurring in residents or in persons working in the
facility.

- Intra-facility outbreaks of influenza, gastroenteritis, pneumonia, or respiratory
syncytial virus.

- Foodborne outbreaks.

- Infections associated with contaminated medications, replacement fluids, or
commercial products.

8 A list of diseases and information on properly reporting them can be found below.
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- Single cases of healthcare-associated infection due to any of the diseases on the
Communicable Disease Reporting list. For example, single cases of nosocomial
acquired Legionella, measles virus, invasive group A beta hemolytic Streptococcus.

- A single case involving Staphylococcus aureus showing reduced susceptibility to
vancomycin.

- Clusters of tuberculin skin test conversions.
- A single case of active pulmonary or laryngeal tuberculosis in a nursing home

resident or employee.
- Increased or unexpected morbidity or mortality associated with medical devices,

practices or procedures resulting in significant infections and/or hospital admissions.
- Closure of a unit or service due to infections.
Additional information for making a communicable disease report:
- Facilities should contact their NYSDOH regional epidemiologist or the NYSDOH

Central Office Healthcare Epidemiology and Infection Control Program for general
questions and infection control guidance or if additional information is needed about
reporting to NORA. Contact information for NYSDOH regional epidemiologists and
the Central Office Healthcare Epidemiology and Infection Control Program is located
here:
https://www.health.nv.qov/professionals/diseases/reportinq/communicable/infection/r
egional epi staff.htm. For assistance after hours, nights and weekends, call New
York State Watch Center (Warning Point) at 518-292-2200.

- Call your local health department or the New York State Department of Health's
Bureau of Communicable Disease Control at (518) 473-4439 or, after hours, at 1
(866) 881-2809; to obtain reporting forms (DOH-389), call (518) 474-0548.

- For facilities in New York City:
o Call 1 (866) NYC-DOH1 (1-866-692-3641) for additional information,

o Use the downloadable Universal Reporting Form (PD-16); those belonging to
NYC MED can complete and submit the form online.

2.0. PEP Communication Requirements
As per the requirements of the PEP, a facility must develop external notification procedures
directed toward authorized family members and guardians of residents.
To adequately address this requirement, the facility will need to develop a record of all
authorized family members and guardians, which should include secondary (back-up)
authorized contacts, as applicable.
Under the PEP, facilities must include plans and/or procedures that would enable them to (1)
provide a daily update to authorized family members and guardians and upon a change in a
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resident's condition; and (2) update all residents and authorized families and guardians at least
once per week on the number of pandemic-related infections and deaths, including residents
with a pandemic-related infection who pass away for reasons other than such infection (e.g.,
COVID positive residents who pass away for reasons other than COVID-19).
Such updates must be provided electronically or by such other means as may be selected by
each authorized family member or guardian. This includes a method to provide all residents with
daily access, at no cost, to remote videoconference or equivalent communication methods with
family members and guardians.

3.0 PEP Infection Control Requirements

In addition to communication-related PEP requirements address above, the facility must
develop pandemic infection control plans for staff, residents, and families, including plans for (1)
developing supply stores and specific plans to maintain, or contract to maintain, at least a two-
month (60 day) supply of personal protective equipment based on facility census, including
consideration of space for storage; and (2) hospitalized residents to be admitted or readmitted
to such residential health care facility or alternate care site after treatment, in accordance with
all applicable laws and regulations, including but not limited to 10 NYCRR 415.3(i)(3)(iii),
415.19, and 415.26(i); 42 CFR 483.15(e) and 42 CFR § 483.80. .

Additional infection control planning and response efforts and that should be addressed include:

Incorporating lessons learned from previous pandemic responses into planning efforts to
assist with the development of policies and procedures related to such elements as the
management of supplies and PPE, as well as implementation of infection control
protocols to assist with proper use and conservation of PPE.
All personal protective equipment necessary for both residents and staff in order to
continue to provide services and supports to residents. COVID-specific guidance on
optimizing PPE and other supply strategies is available on CDC’s website:
https://www.cdc.gov/coronavirus/2019-ncov/hcp/DPe-strateqv/index.html. Supplies to be
maintained include, but are not limited to:
- N95 respirators;
- Face shield;
- Eye protection;
- Gowns/isolation gowns;
- gloves;
- masks; and
- sanitizers and disinfectants (EPA Guidance for Cleaning and Disinfecting):

Other considerations to be included in a facility’s plans to reduce transmission regard when
there are only one or a few residents with the pandemic disease in a facility:

Plans for cohorting, including:
- Use of a part of a unit, dedicated floor, or wing in the facility or a group of rooms at

the end of the unit, such as at the end of a hallway.
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- Discontinue any sharing of a bathroom with residents outside the cohort
Proper identification of the area for residents with COVID-19, including demarcating
reminders for healthcare personnel; and
Procedures for preventing other residents from entering the area.

4.0 Other PEP Requirements

PEP further requires that facilities include a plan for preserving a resident’s place at the facility
when the resident is hospitalized. Such plan must comply with all applicable State and federal
laws and regulations, including but not limited to 18 NYCRR 505.9(d)(6) and 42 CFR 483.15(e).

Hazard Annex L: IT/Communications
Failure

IT/Communications systems failure can impact the following critical systems: computer
network; telephone network; on-site data storage; medical devices; medication
replenishment; and HVAC system.
An IT/communications failure incident may hinder standard notification methods. Alternate
forms of notification with staff, residents and external agencies include: pagers, hand-held
radios, runners, personal cell phones, and social media.

Preparedness

|— i Utilize cloud-based or off-site servers to store data that also meet residentu confidentiality requirements.

i— i Provide staff with training on use of facility computers and potential risks of personalu use (e.g., opening attachments from unknown senders).

Ensure redundant communications mechanisms:

j— j Consider procurement of handheld radios or walkie-talkies.
Store paper-based versions of critical forms and documentation, including contact
lists.
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NY Pandemic Protection Plan Policy 
 
 

Purpose: 
 
To ensure facilities implement the appropriate protocols to keep residents and staff safe and 
informed during an infectious disease event/pandemic.  This includes the maintenance of an 
adequate supply of personal protective equipment (PPE); appropriate cohorting guidelines; and, 
procedures to readmit residents hospitalized with the infectious disease. 
 
Moreover, this Plan ensures that facilities effectively communicate with residents, authorized 
family members and guardians of residents in the manner they choose (e.g. electronic, telephonic, 
etc.) during a pandemic.  This Policy shall work in conjunction with the Family Notification Policy 
(effective June 3, 2020) related to COVID-19 communication. 
 
Facilities shall review the below policies on an as-needed basis in order to remain compliant with 
standards issued by the State and federal government, but no less frequent than annually. 
 
 

Plan: 
 
INFECTION CONTROL 
 
Personal Protective Equipment 
 
At all times, Facility shall maintain (or have a contract to maintain) a 60-day supply of PPE, 
including N95 respirators, face shields, eye protection, isolation gowns, gloves, facemasks, and 
EPA-approved disinfectants and hand sanitizer, in order to maintain an adequate supply for both 
resident and staff use. 
 
Facility staff shall adhere to transmission based protocols when determining use of appropriate 
PPE.  See Precautions to Prevent Infection Policy enclosed herein.  
 
Cohorting 
 
When appropriate and necessary, the Facility shall follow the Cohorting Guidelines (enclosed 
herein) in order to reduce transmission of the disease.  The Cohorting Guidelines addresses the 
use of a part of a unit or floor as a dedicated wing for care and treatment of residents with the 
disease. 
 

 Plans for cohorting, including:  

 Use of a part of a unit, dedicated floor, or wing in the facility or a group of rooms at the 
end of the unit, such as at the end of a hallway.   

 Discontinue any sharing of a bathroom with residents outside the cohort 
 

 Proper identification of the area for residents with COVID-19, including demarcating 
reminders for healthcare personnel; and   
 

 Procedures for preventing other residents from entering the area 
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Readmission of Hospitalized Residents 
 
Facility shall readmit residents who have been hospitalized by a pandemic infectious disease in 
accordance with all applicable state and federal regulations. 
 
 
 
REPORTING 
 
New York State requires nursing homes to report suspected or confirmed communicable 
diseases.  Facilities are expected to conduct surveillance that is adequate to identify background 
rates and detect significant increases above those rates. 
 
Facilities must report any outbreak or significant increase in nosocomial infections above the norm 
or baseline in residents or staff to NYSDOH.  Facilities may report electronically through 
Nosocomial Outbreak Reporting Application (NORA).  Facilities may also fax an Infection Control 
Nosocomial Report Form (DOH 4018).  Facilities may further report outbreaks to the local health 
department. 
 
Facilities must report a single case of a reportable communicable disease or any unusual disease 
(newly apparent or emerging disease or syndrome that could possibly be caused by a 
transmissible infectious agent or microbial toxin) in a resident to the local health department within 
24 hours of diagnosis.  Some diseases may warrant prompt action and immediate reporting by 
phone.  If the Facility suspects or confirms that the resident acquired the disease in the facility, 
then the Facility must report the disease to NYSDOH through NORA or by faxing the Infection 
Control Nosocomial Report Form (DOH 4018).   
 
Examples of reportable healthcare-associated infections include: 
 

 An outbreak or increased incidence of disease due to any infectious agent (e.g. 
staphylococci, vancomycin resistant enterococci, Pseudomonas, Clostridioides 
difficile, Klebsiella, Acinetobacter) occurring in residents or in persons working in the 
facility. 
 

 Intra-facility outbreaks of influenza, gastroenteritis, pneumonia, or respiratory 
syncytial virus. 

 

 Foodborne outbreaks. 
 

 Infections associated with contaminated medications, replacement fluids, or 
commercial products.  

 

 Single cases of healthcare-associated infection due to any of the diseases on the 
Communicable Disease Reporting list. For example, single cases of nosocomial 
acquired Legionella, measles virus, invasive group A beta hemolytic Streptococcus. 

 

 A single case involving Staphylococcus aureus showing reduced susceptibility to 
vancomycin. 

 

 Clusters of tuberculin skin test conversions. 
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 A single case of active pulmonary or laryngeal tuberculosis in a nursing home 
resident or employee. 

 

 Increased or unexpected morbidity or mortality associated with medical devices, 
practices or procedures resulting in significant infections and/or hospital admissions. 

 

 Closure of a unit or service due to infections. 

 

Additional information for making a communicable disease report: 
 

 Facilities should contact their NYSDOH regional epidemiologist or the NYSDOH 
Central Office Healthcare Epidemiology and Infection Control Program for general 
questions and infection control guidance or if additional information is needed about 
reporting to NORA. Contact information for NYSDOH regional epidemiologists and the 
Central Office Healthcare Epidemiology and Infection Control Program is located here: 
https://www.health.ny.gov/professionals/diseases/reporting/communicable/infection/r
egional_epi_staff.htm. For assistance after hours, nights and weekends, call New York 
State Watch Center (Warning Point) at 518-292-2200.  
 

 Call your local health department or the NYSDOH's Bureau of Communicable Disease 
Control at (518) 473-4439 or, after hours, at 1 (866) 881-2809; to obtain reporting 
forms (DOH-389), call (518) 474-0548.  
 

 For facilities in New York City: 
o Call 1 (866) NYC-DOH1 (1-866-692-3641) for additional information.  
o Use the downloadable Universal Reporting Form (PD-16); those belonging to NYC 

MED can complete and submit the form online. 
 
 
 
COMMUNICATION 
 
During an infectious disease event, Facility shall remain transparent and communicate with 
residents, their families and guardians, as well as with staff, vendors and stakeholders.   
 
Resident Family/Guardian Communication 
 
Facility shall develop and maintain a current record of all authorized family members and 
guardians of residents.  This record should also include secondary (back up) authorized contacts, 
if possible.  Facility shall record how such family members and guardians seek to receive 
communication (e.g. electronically or otherwise). 
 
Daily Communication 
 
Facility shall communicate with and update authorized family members and/or a guardian of a 
resident infected with the pandemic infectious disease on at least on a daily basis and upon a 
change in the resident’s condition. 
 

https://www.health.ny.gov/professionals/diseases/reporting/communicable/infection/regional_epi_staff.htm
https://www.health.ny.gov/professionals/diseases/reporting/communicable/infection/regional_epi_staff.htm
https://www1.nyc.gov/assets/doh/downloads/pdf/hcp/urf-0803.pdf
http://www.nyc.gov/health/nycmed
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Facility shall provide all residents with access to free remote videoconferencing, or similar 
communication methods, in order for residents to communicate with authorized family members 
and guardians on a daily basis.   Facility shall adhere to the following procedure: 
 

1. Interview resident and family to determine preference for communication. 

2. Document preference in the Clinical Record. (personal preference care plan) 

3. Schedule 15-20-minute video call appointments at 30-minute intervals during specified 

hours. 

4. Record visits in clinical record using POC or progress note. 

5. Clean and disinfect equipment once virtual visit has been completed. Refer to Cleaning 

Procedures for Chromebooks and iPads 

6. Outside items are accepted from families (i.e. food clothing) 

a. Items must be delivered in a bag 

b. Bag is labeled with name and date of delivery 

c. Item are only accepted at designated times 

d. Food items must meet current dietary restriction 

 
Weekly Communication 
 
On a weekly basis, Facility shall communicate with and update all residents, authorized family 
members of residents, and guardians on the number of pandemic-related infections and deaths 
at the facility, including resident with a pandemic-related infection who pass away for reasons 
other than such infection. 
 
 
Communication about Infectious Disease 
 
Facility shall provide education to residents, relatives, and friends with education about the 
specific infectious disease through phone calls, website, recordings, or electronic communication.  
Such education shall include steps Facility is taking to prevent spread of infectious disease and 
protect residents. 
 
 
Staff/Vendor/Stakeholder Communication 
 
When there is an infectious disease event which has affected the Facility (e.g. positive resident 
or staff member), Facility Administrator or DON (or his/her designees) shall contact and notify 
necessary staff and vendors/stakeholders and be available to answer any questions. 
 
Facility can find list of vendors/stakeholders to be contacted in the Emergency Preparedness Plan 
(Safety Manual). 
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During an infectious disease event/pandemic, it may be necessary to conduct testing of staff and 
residents in order to monitor the spread of an infectious disease.  Facility shall adhere to all state 
and federal guidance and directives as to testing whether on a routine basis or otherwise.  In 
order to adequately administer such testing, Facility shall follow the below: 
 

1) Facility shall maintain a contractual agreement with a laboratory or testing service for 
access to testing and results as required by state and federal directive.  Facility shall 
review contract annually to ensure it meets facility’s testing needs. 
 

2) Upon the declaration of an infectious disease event/pandemic, and subject to New York 
State Executive Orders or NYSDOH guidance, Facility shall test staff, including agency 
and contractual staff, on a routine basis as recommended by state authorities (e.g. once 
or twice per week).  Facility shall seek a standing physician Order for testing from Medical 
Director.  

 
3) Facility shall have each employee execute a consent for the Facility to conduct testing 

AND a HIPAA-compliant authorization to permit the laboratory to share testing results 
directly with Facility.   
 

4) Facility shall administer test and submit to laboratory without delay. 
 

5) Facility shall ensure that laboratory notifies Facility as soon as possible of any positive test 
result.  Facility shall immediately remove any positive employee from the work schedule 
and advise the employee that he/she must isolate for the period of time recommended by 
state and/or federal authorities. 

 
6) Should an employee refuse testing, Facility shall not schedule the employee for work shifts 

until the infectious disease event/pandemic has subsided.  Employee may refuse testing 
but remain working if Employee is tested at an outside provider and provides Facility with 
proof of negative result at the frequency required by the Facility. 
 

7) Facility shall test residents who exhibit signs and symptoms of the infection.  If a 
symptomatic resident refuses testing, Facility shall place the resident on transmission 
based precautions pursuant to Precautions to Prevent Infection policy.  Facility shall 
document refusal in the resident’s medical record. 
 

8) Facility may also need to test residents when the Facility has a new staff member or 
resident test positive for the infectious disease.  If an asymptomatic resident refuses such 
testing, the facility will implement additional monitoring to ensure the resident maintains 
appropriate distance from other residents, wears a face covering, and practices effective 
hand hygiene until the procedures for outbreak testing have been completed.  Facility shall 
document refusal in the resident’s medical record. 
 

9) Facility may not involuntarily discharge a resident for refusing testing, unless the resident 
also refuses to follow infection prevention practices (remain in room, use facemask for 
source control etc.).  Facility shall first confer with the State LTC Ombudsman and state 
survey agency prior to taking such action. 
 



10) Facility shall document date of test, test result, as well as any symptoms when testing staff 
and residents. 
 

11) Facility shall report results pursuant to Reportable Disease Policy and NY Pandemic 
Protection Plan Policy. 
 

12) Facility shall initiate contract tracing as necessary when there is a positive case(s). 
 



Clinical Services 
Subject: NY Infectious Disease Cohort Guidelines 

________________________________________________________________________ 

 

National Health Care Associates/Clinical Services 
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Cohorting is the practice of grouping together patients who are infected with the same organism to confine their care to one area and prevent 
contact with other patients. Cohorts are created based on clinical diagnosis, microbiologic confirmation when available, epidemiology, and mode 
of transmission of the infectious agent. Cohorting has been used extensively for managing outbreaks. When single patient rooms are not 
available, patients with similar organisms may be placed in the same room.  

Cohort 

Classification 

Gloves Face Mask N 95 

Respirator 

Eye 

Protection 

Gown Comments- Group1 

Positive 

Residents 

Designated 

area or unit 

(wear full 

PPE for all 

Residents) 

YES 

 

Gloves must 

be changed 

between 

residents 

YES 

 

NOTE: KN95 

masks can 

be used the 

same as a tie 

or ear loop 

face mask, 

but not as 

respirators 

YES, if 

properly fit 

tested.  

 

N95s should 

always be fit-

checked with 

each donning 

 

 

YES YES 

 

GOOD HAND HYGIENE 
MUST BE PRACTICED 

 

Roommates of recently identified 

positive residents should remain in the 

room and be tested for the pandemic-

related infectious disease as soon as 

possible. If test is negative with no 

symptoms, they should be moved to the 

Exposed area. If tested and positive or if 

they developed symptoms they should 

be placed on positive unit/area.  

Newly admitted and readmitted 
residents with confirmed disease who 
are symptomatic, or have not met time-
based discontinuation of Transmission 
Based Precautions  

 

Display Confirmed Precaution sign 

outside room entry  

 

Cohort 

Classification 

Gloves Face Mask N95 

Respirator 

Eye 

Protection 

Gown Comments- Group 2 

Exposed 

Residents  

(Observation) 

Unknown 

Status 

(wear full 

PPE for all 

residents. 

Residents 

and HCP may 

have 

unknown 

infection) 

YES 

 

Gloves must 

be changed 

between 

residents 

 

YES 

 

NOTE: KN95 

masks can 

be used the 

same as a tie 

or ear loop 

face mask, 

but not as 

respirators  

ALL HCP 

wear ear 

loop, tie 

back or 

KN95 mask 

 

YES, if 

properly fit 

tested and 

substantial 

community 

transmission 

exists.  

 

N95s should 

always be fit-

checked with 

each donning 

N95 must be 

worn for all 

aerosolized 

generating 

procedures 

(AGP) 

YES  

 

 

 

YES 

Gowns must be doffed 
upon exiting room 
and a new gown 
donned before 
entering another 
Exposed/Unknown 
Resident room.   

During Crisis Capacity 
Cloth gown can be 

hung for reuse  

Paper gown must be 
discarded after each 

use 

 

GOOD HAND HYGIENE 
MUST BE PRACTICED 

 

Upon admission or re-admission from 

the hospital/community the resident 

will be placed in a designated area for 

fourteen days on Contact and Droplet 

Transmission based precautions to 

ensure that they are not carrying the 

infectious agent. 

 

Current residents exposed to a newly 

confirmed person will be placed in this 

group.  

 

 

 

 

 

 

 

 

 

Display Unknown Precaution sign 

outside room entry  



 

Cohort 

Classification 

Gloves Facemask N95 

Respirator 

Eye 

protection 

Gown Comments- Group 3 

Negative 

Status 

Recovered 

Status 

Yes, 

standard 

precautions 

Yes, 

universal 

source 

control 

ALL HCP 

wear ear 

loop, tie 

back or 

KN95 mask 

 

NO NO 

add as part 

of universal 

source 

control if 

Confirmed 

positive in 

building 

 

No, as part of 

standard precautions 

 

 

GOOD HAND HYGIENE 
MUST BE PRACTICED 

 

Only transmission-based precautions as 

indicated 

 

 

 

 

 

 

 

 

No Sign Required 

- Facility shall discontinue Transmission Based Precautions on current state and federal guidance 

 

Substantial community transmission: Large scale community transmission, including communal settings (e.g., schools, workplaces) 

Minimal to moderate community transmission: Sustained transmission with high likelihood or confirmed exposure within communal 

settings and potential for rapid increase in cases 

No to minimal community transmission: Evidence of isolated cases or limited community transmission, case investigations underway; 

no evidence of exposure in large communal setting 

 

Conventional Capacity- normal everyday practice 

Contingency Capacity- used during expected shortages 

Crisis Capacity-used during known shortages 



NY Infectious Disease Event/Pandemic Recovery Policy 
 
 
After facing an infectious disease event/pandemic, Facility shall return to normal operations as 
quickly as possible, within the limits and confines of local, state and federal regulation.  Facility 
shall follow direction from the State of New York and NYSDOH as to when to return to normal; 
how to return to normal; and, which restrictions may be eliminated 
 

The facility will maintain communication with the local NYS DOH and CMS and follow guidelines 
for returning to normal operations. The decision for outside consultants will be made on a case 
by case basis taking into account medical necessity and infection levels in the community. During 
the recovery period residents and staff will continue to be monitored daily in order to identify any 
symptoms that could be related to the infectious agent. 



NY Infectious Disease Social Distancing Policy 
 
During an infectious disease event or pandemic, Facility may need to implement social distancing 
measures in order to prevent the spread of the infectious disease.  These measures should work 
in conjunction with other infection prevention and control measures such as cohorting, donning of 
personal protective equipment (PPE), and restricted resident visitation.   
 
Social distancing is defined the separation between individuals in order to prevent the spread of 
an infectious disease.  The length of the space may depend upon the infectious strain, however 
in the absence of guidance from local, state and/or federal authorities, Facilities shall interpret the 
separation to be at least 3 feet apart. 
 
When social distancing becomes necessary, Facility shall do the following: 
 

1) Cancel indoor group recreation activities.  Facility shall use alternative methods for 
continuing activities with residents in order for residents to attain or maintain their highest 
practical physical, mental and psychosocial well-being.  Such alternative methods may 
include, but are not limited to hallway activities, online recreation, and outdoor socially 
distanced activities. 
 

2) Cancel communal dining.  Facility shall serve meals in resident rooms.  If resident requires 
assistance with feeding, staff must wear appropriate PPE and maintain distance as much 
as possible. 
 

3) Limit staff to their respective units.  Staff on the same unit should share the same bathroom 
and break rooms and social distance as much as possible.  Facility should make every 
effort to ensure that staff from different units do not converge in a common bathroom or 
break room if feasible.  
 

4) Other measures may include, but are not limited to, the following: 
 

a. Altering the frequency and type of face-to-face encounters that occur between 
employees (substitution of teleconferences or telehealth for face-to-face meetings, 
staggered breaks, posting of infection control guidelines in prominent locations); 
 

b. Policies establishing flexible work hours or worksite, including telecommuting; and, 
  

c. Minimize transmission through environmental surfaces by increased frequency of 
cleaning high touch surfaces (sinks, handles, railings, counters). 
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INFECTIOUS DISEASE/PANDEMIC VISITATION POLICY 

 
During an infectious disease event or a pandemic, Facility shall assess whether to limit 
or restrict visitation for the protection of our residents.  Any limitation should be subject to 
New York State Executive Orders or NYSDOH guidance. 
 
No Positive Infectious Disease in Facility 
 
If the Facility has no positive infections and there is no state order against visitation, 
Facility may implement limited visitation with the following conditions: 
 

1. Visits may only occur if safe for the resident and the visitor (i.e. family member, 
personal representative, etc.).  Residents and visitors who have tested positive for 
the infectious disease, or are currently experiencing symptoms consistent with the 
disease, may not visit.  Staff shall screen each visitor prior to meeting with a 
resident.  If the visitor fails the screening, then the visitor may not visit a resident. 
 

2. Facilities should allocate certain hours during the day which are best suited to 
permit such visits.  When determining such hours, facilities must consider resident 
mealtimes, medication administration, and any periods of the day which require 
additional engagement from staff.   
 

3. Facilities must ensure that both the resident and visitor each wear appropriate 
personal protective equipment (PPE) and are socially distanced. 
 

4. If state or federal guidance directs that visits may only occur outside, the visitor 
may not enter the Facility. Visits must be supervised by a staff member and should 
be limited in time to accommodate other visitors.  A staff member may supervise 
no more than four visits at one time.  Visitors must schedule visits with a facility in 
advance of the visit.  When scheduling outdoor visits, the facility and visitor must 
keep weather in mind and understand that visits may have to be re-scheduled due 
to wind, precipitation, and/or extreme heat/cold. 

 
5. The Facility should instruct visitors that following a visit, if a visitor subsequently 

tests positive for the pandemic-related disease, or experiences symptoms 
consistent with the pandemic-related disease, the visitor should contact the Facility 
to advise accordingly.  
 

6. All visitors will sign in and provide the following information on facility visitor log 
name, contact information including address, phone number, email address (if 
available) and date. An entry indicates the visitor passed the screening process, 
and has verbal understanding of the potential risks associated with the visit to the 
visitor(s) and/or resident. 
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Positive Infection in Facility 
 
Subject to New York State Executive Orders or NYSDOH guidance, Facility may restrict 
visitation when a resident or staff has become infected with an infectious disease.  If 
restriction is implemented, visitation must remain restricted until the passage of the 
mandated time requirement by NYSDOH. When visitation is restricted, Facility shall 
maintain regular communication with residents, their authorized family members and 
guardians pursuant to the NY Infectious Disease/Pandemic Protection Plan Policy.  
Facility shall further provide residents daily access to remote videoconferencing or other 
communication as set forth in the NY Infectious Disease/Pandemic Protection Plan 
Policy.  Compassionate Care Visits (discussed below) may be permitted on a case by 
case basis. 
 
 
Compassionate Care Visits 
 
When visitation is restricted, individual care plans may permit visitation under the 
guidelines of a compassionate visit for any resident experiencing a significant change in 
his or her physical, mental or psychosocial status that would include, but not be limited 
to, (1) weight loss; (2) increased sleeping, confusion or agitation; (3) delirium or other 
decline in cognition; or (4) new onset or increase of symptoms of mental illness.  Such 
significant change of condition shall be determined by an assessment of such resident by 
the nursing home facility in consultation with the resident’s licensed physician, physician 
assistant or advanced practice registered nurse. 
 
Decisions about visitation for compassionate care situations should be made on a case 
by case basis, which includes careful screening of the visitor for symptoms consistent 
with the infectious disease or exposure to the disease. Those who fail the screening 
should not be permitted to enter the facility. Any visitors that are permitted must wear 
appropriate PPE while in the building and restrict their visit to the resident’s room or other 
location designated by the facility. They should also be reminded to frequently perform 
hand hygiene 
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Policy 

It is the policy of the facility to maintain an infection prevention and control program for the 

purpose of protecting residents/patients, healthcare workers, visitors, volunteers, contracted 

workers and the community from infection whenever possible.  The facility will maintain an 

Antibiotic Stewardship Program in order to promote the appropriate use of antibiotics to treat 

infections and reduce possible adverse events associated with antibiotic use (see Antibiotic 

Stewardship Policy).  The facility will refer to the accepted Infection Prevention Manual as a 

reference guide for In-service Training, Policies and Procedures and documentation forms as 

related to the LTC environment. 

 

Purpose 

To comply with all Federal, State and local health requirements as well as appropriate Infection 

Prevention Standards. 

 

Procedure 

A. Administration 

1. Shall designate a Registered Nurse as the Infection Preventionist for the facility. 

2. The Administrator will organize and chair the Infection Prevention Committee. 

3. The Committee members shall consist of the Administrator, Director of Nurses, 

Infection Preventionist, Housekeeping Director, Environmental/Maintenance 

Director, the Food Service Director and the Medical Director. 

4. The Committee will meet monthly and as needed. 

B. Medical Director: 

1. Shall confer, when necessary, with attending physicians when residents and or staff 

have an infectious process. 

2. Reviews and implements precautions concerning resident, visitors and employees 

who are exposed to a communicable disease. 

3. Shall implement procedures to control the spread of the infection. 

4. Shall provide oversight of the Antibiotic Stewardship Program. 

C. Nursing 

1. Shall have written policies and procedures related to asepsis and isolation. 

2. Reviews policies and procedures at least annually and revises as necessary. 

3. Compiles and maintain statistics of all nosocomial infections. 

4. Periodically assess staff adherence to Infection Prevention Guidelines. 

5. Collaborate with all departments regarding Infection Prevention Education. 

6. Oversight and monitoring of antibiotic use and outcomes. 

D. Dietary 

1. Shall be responsible for developing purchasing, cleaning and storing specifics that 

meet accepted standards of safety and sanitation for food, equipment and cleaning 

supplies. 

2. Shall comply with local health department regulations for storage, handling, and 

disposal of garbage. 
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3. Conduct educational and on-site programs for Dietary personnel concerning food 

preparation and personal hygiene as they affect transmission of food-borne disease. 

E. Housekeeping 

1. Shall have written policies and procedures for maintenance of sanitary conditions in 

resident care, treatment and support areas. 

2. Shall have policies and procedures for waste disposal.  This includes storage, 

collection and transport of infectious waste. 

3. Assist in the control of insects and rodents. 

F. Maintenance 

1. Plan for protection of residents and staff during construction and/or renovation 

projects. 

2. Provides environmental support for Infection Prevention Control procedures, such as 

maintaining sinks to facilitate handwashing, providing storage for supplies and 

maintain air handling systems for control of air borne spread agents. 

3. Assist in the program to control infectious waste. 

G. Laundry 

1. Ensures safe storage, transport and handling of both clean and soiled linen. 

2. Shall have written policies and procedures regarding cautions to be used when 

handling contaminated linen. 

H. Rehabilitation Therapy 

1. Shall have policies and procedures concerning the cleaning of equipment and non-

disposable items that come in direct contact with the resident’s skin. 

I. Recreation 

1. Shall be aware of precaution requirements in relation to resident individual/group 

participation. 

J. Beauty/Barber Services 

1. Shall maintain sanitizing and disinfection procedures for the cleaning and storage of 

equipment and reusable items. 

2. Shall dispose of all soiled items/linen according to facility protocol. 

K. Social Service 

1. Assists in the process of resident/family notification of an infectious outbreak and/or 

need of post exposure prophylaxis. 

L. Pharmacy Consultant 

1. Shall conduct ongoing monitoring of storage of drugs and biological and the 

preparation of medications.  Provides oversight of Antibiotic Stewardship Program. 

Note: See specific department manuals for actual policies and procedures. 
 

 

Infection Prevention and Control Program 

The Program will: 

 Develop prevention, surveillance and control measures to protect residents 

and personnel from healthcare-associated infections. 
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 Conduct surveillance rounds to monitor and investigate potential causes of 

infection in order to prevent infections occurring in the facility. 

 Maintain a record of infection for each resident that an infection has occurred. 

 Analyze trends or clusters of infection and an increase in the rate of infection. 

 Monitors community acquired infections in newly admitted residents and 

develops control measures to prevent other residents from transmission of the 

infection. 

 Shall maintain infection prevention and control procedures that provide a 

safe/sanitary environment to help prevent the development and transmission 

of infection. 

 Maintains surveillance to monitor newly identified MDRO and those admitted 

with current MDRO assisting in room placement 

 Cohorting is the practice of grouping together patients who are infected with 

the same organism to confine their care to one area and prevent contact with 

other patients. Cohorts are created based on clinical diagnosis, microbiologic 

confirmation when available, epidemiology, and mode of transmission of the 

infectious agent. Cohorting has been used extensively for managing 

outbreaks. When single patient rooms are not available, patients with similar 

organisms may be placed in the same room.  

 Incorporate seven core elements of the Antibiotic Stewardship Program. 

 

 

Infection Prevention and Control Orientation for New Employees 

It is the policy of the facility to orient new employees to the infection prevention and control 

program.  The orientation will be conducted by the infection preventionist or by a designated 

person.   

                   The orientation will include but may not be limited to: 

 OSHA standards for bloodborne pathogens 

 The exposure control plan and its location 

 Standard precautions/transmission precautions 

 Personal protective equipment (PPE) available to all staff and its location 

 Hepatitis B vaccine availability 

 Housekeeping procedures for blood/body fluid spills 

 CDC tuberculosis prevention guidelines including epidemiology, transmission 

and prevention 

 Other infection control information specific to individual departments will be 

presented by the infection preventionist or by the individual department head. 

 

                    

Employee Health Immunizations 

TST (PPD) 
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All employees will have an initial two step TST (PPD) on hire and a single-step annually if 

indicated per TB Risk Assessment. All employees that have a positive TST (PPD) will initially 

be evaluated by their physician and or hospital of their choice and will not be permitted to return 

to work until treatment is instituted and or the individual is no longer considered infectious. 

 

Hepatitis B. 

All newly hired employees will be offered the Hepatitis B vaccination free of charge.  The 

vaccine is to be given after the employee has been given information regarding blood borne 

disease, including hepatitis B and about the benefits and risks of the vaccine within 10 days of 

employment.  Employees that choose not to have the vaccine must sign a declination form to 

attest that the vaccine has been offered. 

 

 

 

Influenza Vaccination of Employees 

In order to prevent the transmission of Influenza it is mandatory for all facility personnel to 

receive the flu vaccine annually.  The vaccine will be offered in October thru December 1st to all 

employees. 

 

Procedure 

 Obtain written consent, informed consent from each employee. 

 Give the vaccine as per facility administration policy. 

 The infection prevention/control nurse will complete the vaccination form with date and 

lot# for each employee. 

 

 

Immunizations/tests for Residents: 

Tuberculosis: 

All residents will have a two-step TST (PPD) upon admission and will be evaluated for 

symptoms of TB, including cough, fever, night sweats, weight loss, etc.   The initial dose will be 

given as soon as possible and the second booster dose given 7-14 days after the first, if the first is 

negative.   

 If the TST is positive, a chest x-ray will be done and the attending physician and or medical 

director will determine if further laboratory studies are indicated. 

Residents who have previously had a positive TST will be monitored and will have chest x-rays 

and evaluation as necessary by their own physician or the medical director to determine their risk 

of developing active tuberculosis. 

Any residents suspected of having TB will be transferred to an alternate care setting for 

treatment and until laboratory testing is found to be negative.  This facility does not have 

negative pressure rooms or the ventilation required to maintain air exchanges necessary to 

prevent the transmission of TB.  If active TB is identified, the resident will be readmitted only 
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after appropriate therapy has begun, clinical improvement has been noted and three negative 

sputum specimens have been obtained. 

 

Influenza 

It is the policy of the facility that annually, in the fall, residents will be offered immunization 

against influenza.  The time for the immunization will follow the recommendations of the CDC 

and the state department of health. 

Residents or their responsible party will be educated about the risk/benefit of the vaccine.  A 

written informed consent will be obtained from the resident and or responsible party.  The 

facility may obtain a verbal consent pending signature of responsible party/guardian. 

Pneumococcal 

On admission the facility will ask the resident/responsible party if and at what age they received 

the pneumococcal vaccine.  If there is no evidence of the vaccination the vaccine will be offered 

to the resident. The PCV13 vaccine and the PPSV23 will be offered per the ACIP/Center for 

Disease Control and Prevention (CDC) guidelines as indicated.  

 

Candidates for Pneumococcal vaccine. 

The following adults aged ≥65 years are potentially at increased risk for exposure to PCV13 

serotypes and might attain higher than average benefit from PCV13 vaccination, and providers 

caring for many patients in these groups may consider regularly offering PCV13 to their patients 

aged ≥65 years who have not previously received PCV13:  

o Persons residing in nursing homes or other long-term care facilities 

o Persons with chronic illnesses (heart, liver, lung, cigarette smoking, kidney 

diseases, diabetes or alcoholism) 

 

 

The Infection Prevention/Control Manual that is used as the facility’s guide to provides 

policies, procedures, education and forms regarding: 

 Infection Prevention and Control Program 

 Employee Health 

 Exposure Control Plan  

 Transmission Based Precautions 

 Outbreak Management 

 Nursing Policies 

 Infection Prevention for other departments within the facility 
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POLICY: This facility complies with all state requirements for the reporting of communicable diseases.  

PURPOSE:  The facility has ongoing surveillance of infections and laboratory testing to identify possible 
communicable diseases or infections before they can spread to other persons in the facility.  The facility 
Infection Preventionist or designee reports all communicable disease to the Department of Health 
Infectious Disease Division per State specific guidelines.  

PROCEDURE:  

 The Infection Preventionist or designee is responsible for reporting to the State Department of Health 
Infectious Disease Division, within one working day of knowledge of a case, suspected case, carrier, or 
death from any of the diseases and syndromes listed below, 

 DISEASE AND REPORTS  

Cases, suspect cases, carriers, and deaths due to the following diseases and infectious agents shall be 
reported. The diseases followed by an asterisk (*) shall be reported immediately by telephone to the 
Department of Health Infectious Disease Division. Refer to State Specific Information. The following 
diseases are only an example of reportable diseases.  

Anaplasmosis 
Amebiasis 

Animal bites for which 
rabies* prophylaxis is 

given 
Anthrax* 

Arboviral infection* 
Babesiosis  
Botulism*  
Brucellosis 

Campylobacteriosis 
Chancroid Chlamydia 
trachomatis infection 

Cholera*  
Coronavirus (severe or 

novel) *  
2019 Novel 
Coronavirus  

(COVID-19) * 
Severe Acute 

Respiratory Syndrome 
(SARS) * 

Middle East 
Respiratory Syndrome 

(SARS)*  

Cryptosporidiosis 
Cyclosporiasis 

Diptheria* 
E.coli 0157:h7 

infection 
Encephalitis* 

Foodborne Illness* 
Giardiasis 
Glanders* 

Gonococcal 
infection 

Haemophilus 
influenzae 

(invasive disease) 
Hantavirus 

disease* 
Hemolytic uremic 

syndrome 
Hepatitis A 

Hepatitis A in a 
food handler* 

Hepatitis B 
(specify acute or 

chronic)   

Hepatitis C (specify 
acute or chronic) 

Pregnant Hepatits B  
carrier 

Herpes infection, 
infants aged 60 days 

or younger 
Influenza, laboratory 

confirmed 
Legionellosis 

Listeriosis 
Lyme disease 

Lymphogranuloma 
venereum  
Malaria  

Measles* 
Melioidosis* 

Meningitis Aseptic or 
viral Haemophilus* 

Meningococcal* 
Other (specify type) 
Meningococcemia* 

Monkeypox* Mumps 
Pertussis  

Plague* 
Poliomyelitis* 

Psittacosis  
Q Fever*  
Rabies* 

Rocky Mountain 
spotted fever 

Rubella* 
Salmonellosis 

Shigatoxin-
producing E.coli 

(STEC) 
Shigellosis 
Smallpox* 

Staphylococcus 
aureus 

(due to strains 
showing reduced 
susceptibility or 

resistance to 
vancomycin) 

Staphylococcal 
enterotoxin B 

poisoning* 
Streptococcal 

infection (invasive 
disease)  

Group A beta-
hemolytic strep 
Group B strep 
Streptococcus 
pneumoniae 

Syphilis, specify 
stage* 

Tetanus 
Toxic shock 
syndrome 

Transmissible 
spongiform 

encephalopathies 
(TSE) 

Trichinosis 
Tuberculosis current 
disease (specify site) 

* Tularemia* 
Typhoid* 

Vaccinia disease* 
Vibriosis 

Viral hemorrhagic 
fever* 

Yersiniosis 
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UNUSUAL CASE INCIDENCE  
Any pattern of cases, suspected cases, or increased incidence of any illness beyond the expected 
number of cases in a given period, which may indicate a newly recognized infectious agent, an outbreak, 
epidemic, or related public health hazard, including suspected or confirmed outbreaks of food or 
waterborne disease, epidemic viral gastroenteritis, and any disease known or presumed to be 
transmitted by transfusion of blood or blood products, will be reported immediately by telephone, by 
the person having knowledge, to the Department of Health Infectious Disease Division. 
 
Any unexplained death, which may be caused by an infectious agent, must be reported by the attending 
physician, medical examiner or coroner, or by the person having knowledge of the death to the 
Department of Health Infectious Disease Division, within one day.  
 
CASES, SUSPECTED CASES, CARRIERS, AND DEATHS DUE TO DISEASE ACQUIRED OUTSIDE THE STATE 
Cases, suspected cases, and deaths due to any infectious disease that a physician determines may have 
been acquired outside the state, and which are considered rare or unusual I, or a public health problem 
in the geographic area of presumed acquisition, must be reported to the commissioner.  
 
OTHER REPORTS 
It shall be the duty of this facility's Medical Director, Infection Preventionist or any other person having 
knowledge of any disease that may threaten the public health, to report immediately the name and 
address of any persons suspected of having the disease to the Department of Health Infectious Disease 
Division.  
 
Tuberculosis; Special Reporting  
The Medical Director, Infection Preventionist, or designee must immediately report to the Department 
of Health the name, address, and essential facts of the case if there is a reason to believe that a person 
with active pulmonary tuberculosis refuses treatment for tuberculosis; or has not complied with 
prescribed therapy for tuberculosis.  
 
Emerging Infectious Diseases (EID) And Syndromes Once notified by the public health authorities at 
either the federal, state and/or local level that the EID is likely to or already has spread to the facility 
community, the facility will activate specific surveillance and screening as instructed by Centers for 
Disease Control and Prevention (CDC), state agency and/or the local public authorities.  
 
Disease Report Information Reports that are required shall contain as much of the following 
information as is known:  

A. Disease (whether a case, suspected case, carrier, or death); 
B. Date of first symptoms; 
C. Primary signs and symptoms; 
D. Patient; 

(1) name; 
(2) birth date; 
(3) ethnic or racial origin; 
(4) residence address, city, county, and zip code; 
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(5) phone number; and 
(6) place of work, school, or childcare. 

E. Date of report; 
F. Physician name, address, and phone number; 
G. Name of SNF/Hospital; 
H. Name of person reporting (if not physician); 
I. Diagnostic laboratory findings and dates of test; 
J. Name and locating information of contacts (if any); and 
K. Other information pertinent to the case. 



Management of job-related illnesses and exposures 

Primary functions of the personnel health service are to arrange for prompt diagnosis and man agreement 
of job-related illnesses and to provide appropriate postexposure prophylaxis after job- related exposures. 

It is the responsibility of the health care organization to implement measures to prevent further 
transmission of infection, which some times warrants exclusion of personnel from work or patient contact.25 

Decisions on work restrictions are based on the mode of transmission and the epidemiology of the disease 
(Table 3). The term exclude from duty in this document should be interpreted as exclusion from the health 
care facility and from health care activities    outside   the    facility.    Personnel   who are excluded should 
avoid contact with susceptible persons both in the facility and in the community. Exclusion policies should 
include a statement of authority defining who may exclude personnel. The policies also need to be designed 
to encourage personnel to report their illnesses or exposures and not to penalize them with loss of wages, 
benefits, or job status. Workers’ compensation laws do not cover exclusion from duty for exposures to 
infectious diseases; policies therefore should include a method for pro viding wages during the period that 
personnel are not able to work. In addition, exclusion policies must be enforceable and all personnel, 
especially department heads, supervisors, and nurse managers, should know which infections may warrant 
exclusion and where to report the illnesses 24 hours a day. Health care personnel who have contact with 
infectious patients out side of hospitals also need to be included in the post exposure program and 
encouraged to report any suspected or known exposures promptly. Notification of emergency-response 
personnel possibly exposed to selected infectious disease is mandatory (1990 Ryan White Act, Subtitle B, 42 
USC   300ff-80). 
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Table 3.  Summary of suggested work restrictions for health care personnel exposed to or infected with infectious diseases    

of importance in health care settings, in the absence of state and local regulations (modified from ACIP recommendations9) 

Disease/problem Work Restriction Duration  
 

 

Conjunctivitis 

 
 

Cytomegalovirus infections 

Diarrheal diseases 

Acute stage (diarrhea 

with other symptoms 

such as fever, cramps 

and/or bloody stool) 

 
Convalescent stage, 

Salmonella spp. 

 

 
Diphtheria 

 
 

Enteroviral infections 

 

 
 

Hepatitis A 

 
 

Hepatitis B 

 
Personnel with acute or 

chronic hepatitis B sur 

face antigemia who do 

not perform exposure- 

prone procedures 

 
Personnel with acute or 

chronic hepatitis B e anti 

genemia who perform 

exposure-prone 

procedures 

 
 

Hepatitis C 

 
 

Herpes simplex 

Genital 

Hands (herpetic whitlow) 

 

 
Orofacial 

 
Human immunodeficiency 

virus 

Restrict from patient contact and contact with the 

patient’s environment 

 
No restriction 

 
 
 

Restrict from patient contact, contact with the 

patient’s environment, or food handling 

 

 
 

Restrict from care of high-risk patients 

 
 
Exclude from duty 

 
 
 

Restrict from care of infants, neonates, and immuno 

compromised patients and their environments 

 
 

Restrict from patient contact, contact with patient’s 

environment, and food handling 

 
 
 

No restriction*;  

refer to state regulations; *standard precautions 

should always be observed 

 
 
 

Do not perform exposure-prone invasive proce 

dures until counsel from an expert review panel 

has been sought; panel should review and recom 

mend procedures the worker can perform, taking 

into account specific procedure as well as skill 

and technique of worker; refer to state regulations 

 
No recommendation* standard precautions should 

always be observed 

 
 
 

No restriction 

 
Restrict from patient contact and contact with the 

patient’s environment 

 
Evaluate for need to restrict from care of high-risk patients 

 
Do not perform exposure-prone invasive procedures 

until counsel from an expert review panel has been 

sought; panel should review and recommend proce 

dures the worker can perform, taking into account 

specific procedure as well as skill and technique of 

the worker; standard precautions should always be 

observed; refer to state regulations 

Until discharge ceases 

 
 
 
 
 
 

Until symptoms resolve 

 
 

Until symptoms resolve; consult with local 

and state health authorities regarding 

need for negative stool cultures 

 
 

Until antimicrobial therapy completed 

and 2 cultures obtained 24 hours 

apart are negative 

 
Until symptoms resolve 

 
 

 
Until 7 days after onset of jaundice 

 
 
 
 
 
 
 

Until hepatitis B e antigen is negative 

 
 
 
 
 
 
 
 
 
 
 
 
 

 

Until lesions heal 

 

 
 
 
 
 

 

 
 

*Unless epidemiologically linked to transmission of infection 

†Those susceptible to varicella and who are at increased risk of complications of varicella, such as neonates and immunocompromised persons of any age. 

‡ High-risk patients as defined by the ACIP for complications of influenza. 
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Table 3. Continued 

  

Disease/problem Work restriction Duration 

Measles 
  

Active Exclude from duty Until 7 days after the rash appears 

Post exposure (susceptible Exclude from duty From 5th day after 1st exposure 
personnel)  through 21st day after last exposure 

  and/or 4 days after rash appears 

Meningococcal infections Exclude from duty Until 24 hours after start of effective 
  therapy 

Mumps   

Active Exclude from duty Until 9 days after onset of parotitis 

Post exposure (susceptible Exclude from duty From 12th day after 1st exposure 
personnel)  through 26th day after last exposure 

  or until 9 days after onset of parotitis 

Norovirus Restrict from patient care and patient environment 
or food handling, as well as contact with utensils, 
equipment, and linens used in food service 

Exclude ill personnel from work for a      
minimum of 48 hours after the resolution 
of symptoms 

Pediculosis Restrict from patient contact Until treated and observed to be free 
  of adult and immature lice 

Pertussis   

Active Exclude from duty From beginning of catarrhal stage 
  through 3rd wk after onset of parox 
  ysms or until 5 days after start of 
  effective antimicrobial therapy 

Post exposure (asympto- No restriction, prophylaxis recommended 
 

matic personnel)   

Post exposure (sympto- Exclude from duty Until 5 days after start of effective 

matic personnel)  antimicrobial therapy 

Rubella 
  

Active Exclude from duty Until 5 days after rash appears 

Post exposure (suscepti- Exclude from duty From 7th day after 1st exposure 

ble personnel)  through 21st day after last exposure 

Salmonella Typhi 

Current or within the 
past three months 

Restrict from food handling, as well as contact with 
utensils, equipment or linens used in food service 

Written medical documentation that 
specifies the person is free of the 
infectious agent 

Scabies Restrict from patient contact Until cleared by medical evaluation 

Shigella 

Current or within 
the past month 

Restrict from food handling, as well as contact with 
utensils, equipment or linens used in food service 

Written medical documentation that 
specifies the person is free of the 
infectious agent 

Staphylococcus aureus 
  

Infection   

Active, draining skin Restrict from contact with patients and patient’s Until lesions have resolved 

Lesions environment or food handling  

Carrier state No restriction, unless personnel are epidemiologi- 
 

 cally linked to transmission of the organism  

Streptococcal infection, Restrict from patient care, contact with patient’s Until 24 hours after adequate treat- 

group A environment, or food handling ment started 

 
  



 
Table 3. Continued 

 

Disease/problem Work restriction Duration 

Tuberculosis 

Active disease 

Exclude from duty Until proved noninfectious 

TST converter No restriction 
 

 

 

Exclude from duty 
 
No restriction 

Until proven non-

infectious 

Varicella   

Active Exclude from duty Until all lesions dry and crust 

Post exposure (susceptible Exclude from duty From 10th day after 1st exposure 
personnel)  through 21st day (28th day if VZIG 

  given) after last exposure 

Zoster 
  

Localized, in healthy Cover lesions; restrict from care of high-risk Until all lesions dry and crust 

person patients†  

Generalized or localized Restrict from patient contact Until all lesions dry and crust 

in immunosuppressed   

person   

Postexposure Restrict from patient contact From 10th day after 1st exposure 

(Susceptible personnel)  through 21st day (28th day if VZIG 
  la occurs, until all lesions dry and 
  crust 

Viral respiratory infections, Consider excluding from the care of high risk  

acute febrile patients‡ or contact with their environment dur- 
ing community outbreak of RSV and influenza 

Until acute symptoms resolve 

   

Febrile Illness Restrict from food handling, as well as contact 
with utensils, equipment or linens used in food 
service 

Afebrile without antipyretics for 24 

hours in the absence of other 

associated symptoms 

Sore Throat Restrict from food handling, as well as contact 
with utensils, equipment or linens used in food 
service 

Has received antibiotic therapy for 

Streptococcus. 

 

Has at least one negative throat 

specimen culture for Streptococcus 

pyogenes infection; or  

 

Is otherwise determined by a health 

practitioner to be free of a 

Streptococcus pyogenes infection. 

Vomiting Restrict from patient care and patient environment 

or food handling, as well as contact with utensils, 
equipment, and linens used in food service 

Asymptomatic for 24 hours 
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Policy: 
Outbreak measures will be instituted whenever there is evidence of an outbreak to protect residents, 
staff and visitors from the acquisition of healthcare associated infections. 

 
The Infection Preventionist, or designee, will conduct the outbreak investigation and has the authority 
to implement outbreak measures to control possible transmission. These actions will be carried out in 
coordination with the Medical Director, administration, and medical staff as well as state and local 
health agencies. In the absence of the Infection Preventionist, the Director of Nursing or the Assistant 
Director of Nursing will conduct the investigation. 

 
Appropriate notifications to the Medical Director, Administrator, all departments, attending physicians, 
state and local agencies, and family members will take place as soon as possible after and the 
outbreak has been identified. 

 
Outbreak monitoring and reporting (in accordance with State and Federal requirements) will continue 
until a resolution has occurred. When the outbreak has resolved, appropriate follow-up reports will be 
sent to state and local agencies. 

 
Control measures may include resident or unit isolation or quarantine measures for the entire facility. 

 
An interdisciplinary evaluation of the outbreak will be completed, and recommendations for preventive 
measures will be presented at the quarterly Quality Assurance Committee meeting. 

Definitions: 
For any given circumstance, the facilities Medical Director and Infection Preventionist, and/or State 
Guidelines will determine the threshold for determining whether or not an “outbreak” exists. 

 
An Outbreak is defined as: 

1. Three (3) or more cases of clinically significant, facility acquired infections caused by the same 
organism occurring in the same general area within a period of seven (7) days. OR 

2. Twice the average number of these infections per month observed for three (3) consecutive 
months. OR 

3. Two (2) or more with nosocomial cases of non-aspiration pneumonia within a 10-day period 
will be reviewed as a potential outbreak, consider testing for Legionnaires.  

4. The identification of a single unusual or a highly contagious infection (e.g., Tuberculosis, E. 
Coli 0157, Salmonella, Influenza (CDC=” If there is one laboratory-confirmed influenza 
positive case along with other cases of respiratory infection in a unit of a long-term care 
facility, an outbreak might be occurring”) 

Overview 
1. Outbreak (epidemic) of the disease can occur at any level of care as well as in the community. 
2. Outbreaks can cause significant morbidity and in some cases mortality, making expedient 

identification and prevention strategies a primary goal. 

Goals of Outbreak Investigation and Management 
1. To establish than an outbreak exists 
2. To provide timely, appropriate monitoring of ill residents 
3. To prevent transmission of infection to residents, staff, visitors, and family members. 
4. To provide facility employees, medical and administrative staff, and state/local agencies with 
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accurate, organized, and objective information. 
5. To prevent future outbreaks of similar illness 
6. Prepare: Part of routine education of staff should include a description of what an “outbreak” 

is, their role in an outbreak and methods of prevention such as: 
• Hand hygiene 
• Following appropriate precautions as directed during an event. 
• Remaining home if they are ill. 
• Reporting infectious diseases, diarrheal illness, or respiratory illness to the 

Infection Preventionist. 
• Having appropriate vaccines, including an annual Influenza vaccine. 
• Control measures that may be implemented during an outbreak such as isolation 

or quarantine. 
• The need to maintain line lists of symptomatic residents, staff restrictions if they are 

ill, the possible need for more specimen collection, more frequent vital signs, and 
enhanced monitoring. 

• The need for nursing staff to monitor for clusters of infection and to report suspected 
clusters of infection to Infection Preventionist or their manager. 

 
7. Monitor 

• Routine surveillance and trending of infection types and sites provides a benchmark 
that can be used to measure possibly significant increases in new cases of a given 
infection 

• Routine surveillance will also prepare the facility to identify a new or unusual organism. 
• The facility has established a method to communicate with state and local agencies 

to obtain information regarding infections or outbreaks identified in the community 
(e.g., influenza, and other seasonal infections) 

8. Identify 
• When a commonality of symptoms is evident among residents or staff, who have 

other factors in common such as a person, place, time, or event, suspect an 
outbreak. 

• Develop a case definition to identify other similar cases. Identify site(s), 
pathogen(s), the pattern of the syndrome, and affected population (e.g., 
all residents and staff who ate hot dogs at the community fair last 
Tuesday and have an acute diarrheal illness). 

• Verify the diagnosis; review each possible case to determine if it meets 
the definition or if definition should be changed. 

• Confirm that an outbreak exists. Compare the rate of the potential 
outbreak to the usual rate of infection for the facility. 

• Notify and involve appropriate departments and personnel (e.g., 
administration, nursing, dietary) as necessary. 

• Search for additional cases. Ask nursing supervisors to tell you if any 
resident reports similar symptoms; review lab data, examine the record 
of ill calls from staff. 

• Develop a line listing of cases. Include name, common factors with other 
infected residents. 

• Evaluate the data gathered to try to identify the source and connection 
between cases. This may help determine control measures to focus on. 

• Develop a hypothesis (best guess) regarding possible organism 
associated, source, and a possible method of transmission. 
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9. Contain, Control and Prevent More Cases 

• Controls measures to take will be determined by the type of illness and a possible 
method of communication. 

• Initiate extensive Center-wide testing of residents and staff to limit exposure and 
control the spread of these contagious diseases.  

• Symptomatic Residents that refuse testing will be placed on transmission-based 
precautions. 

• If the organism is identified, determine if prophylaxis may be appropriate for 
exposed individuals who are asymptomatic. 

• Define definition of exposure and identify those who are possibly exposed. 
• Other measures to include isolating individuals who are ill from those who are not, 

discontinuing group activities, restrict communal dining, cohort residents, and staff, 
limiting visitors (especially if they are sick), and using personal protective equipment 
such as masks, respirators, gowns, gloves, etc. 

• Restrict visitation 
• Increased housekeeping, intensive environmental cleaning with frequent cleaning of 

high touch areas 
• Staff Coordinator will implement staffing contingency plan for possible change in 

staffing levels 
• Increase screening and monitoring frequency of symptomatic residents. 
• Post signs as needed with instructions about control measures 

 
10. Educate Staff, Residents, and Visitors 

• Notify all staff about the existence of an outbreak, their responsibilities and 
potential risk for them, and methods to prevent transmission. 

• Reinforce education on Transmission-based precautions, PPE required and on 
donning and doffing. 

• Repeat information as appropriate for residents and visitors. 
• Reinforce and monitor compliance with hand hygiene and compliance with control 

measures. 
• Advise staff who are exhibiting symptoms to stay at home 
•   

 
11. Enforce Controls 

• It is the responsibility of all employees to enforce proper precautions in each 
other, residents and visitors. 

• Supervisors and managers will be accountable for assuring staff, resident and 
visitor compliance. 

• If there is non-compliance, further actions may be taken by infection control or 
administration. 

 
12. Notify State and Local Health Officials 

• As required by Public Health Codes or Ordinances, report excess illnesses, and 
new or unusual infections to public health agencies as soon as possible. 

• Report data as required to CDC’s National Health Safety Network (NHSN) 
system. 
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• Report measures taken to prevent further spread within the facility and to (or from) 
the community. 

• Seek assistance from them if needed. 
 

13. Resident and Resident Representative Reporting 
• Facility to inform residents and their representatives within 12 hours of the 

occurrence of a single confirmed infection of COVID-19, or three or more residents or 
staff with new-onset of respiratory and/or gastrointestinal symptoms that occur within 
72 hours. 

• Communication to continue weekly, or each subsequent time a confirmed infection of 
COVID-19 is identified and/or whenever three or more residents or staff with new-
onset of respiratory symptoms occurs within 72 hours. 

• Communication to include information on mitigating actions implemented to prevent 
or reduce the risk of transmission, including if normal operations in the facility will be 
altered. 

• All communication reported is in accordance to existing privacy regulation and 
statute.  

 
14. Continue to Monitor 

• Determine if there are any new cases despite control measures. 
• Determine if there are additional lab results or new information that would assist to 

identify common causes. 
 

15. Adjust 
• If control measures are followed but remain ineffective, re-evaluate and modify as 

needed including possible closure of a unit or the facility to new admissions or 
transfers out (except in a medical emergency), restrict movement of staff between 
units, limit visitors, vendors, and non-essential staff. 

 
16. Resolve 

• When there have been no new cases for at least 72 hours, you may consider the 
outbreak resolved. 

• Resolution of an outbreak depends on incubation period of identified organism 
• Strict quarantine and control measures may be lifted. 
• Any resident or staff who is still recuperating may need to remain off work or in 

isolation precautions. 
• Report resolution to appropriate public health agencies 

 
17. Analyze Data and Plan for the Future 

• Compile data gathered during the outbreak and examine for possible improvement 
opportunities in identification and management of the disease. 

• Determine actions that were effective and those that were ineffective and possible 
reasons for the difference. 

• Develop a written report of the outbreak details including an epidemiologic curve, 
attack rates, risk factors identified, actions that were taken, and control measures 
that were effective or ineffective. 

• Identify possible strategies that could be implemented to prevent future outbreaks 
or improve the process. 
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18. Report 
• Report these findings to the Quality Assurance Committee and determine actions 

to take that may assist prevent or control future outbreaks. 
• Develop a plan to implement process improvement activities. 
• Report the findings to all department managers and staff. Feedback is a critical 

factor in staff satisfaction and performance improvement. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Resources: 

CDC, Testing for Coronavirus (COVID-19} in nursing homes https://www.cdc.gov/coronovirus/2019-
ncov/hcp/nursing-homes-testing.html https://www.cdc.gov/coronavirus/2019-ncov/hcp/infection-control- 
recommendations.html 

CMS, April 19, 2020 (QSO-20-26-NH) Communicable Disease Reporting Requirements/Transparency 

https://text.apic.org/toc/epidemiology-surveillance-performance-and-patient-safety-measures/outbreak-
investigations  

https://www.nj.gov/health/cd/reporting/when/  

https://text.apic.org/toc/epidemiology-surveillance-performance-and-patient-safety-measures/outbreak-investigations
https://text.apic.org/toc/epidemiology-surveillance-performance-and-patient-safety-measures/outbreak-investigations
https://www.nj.gov/health/cd/reporting/when/
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POLICY:  

Hand hygiene continues to be the primary precaution for preventing the transmission of 

infection. Soap, water, Alcohol-based hand rub-ABHR, and a sink are readily available in 

appropriate locations including but not limited to resident care areas and food and medication 

preparation areas. Antimicrobial gel (hand hygiene agent that does not require water) cannot be 

used in place of proper hand washing techniques in a food service setting. Staff must perform 

hand hygiene even if gloves are utilized. It is recommended direct care staff to avoid artificial 

nails and keep natural nail tips less than ½ inch long. 

PURPOSE:  

To prevent the transmission of potentially infectious organisms; Hand hygiene is essential in 

preventing the exposure of residents to pathogens that have colonized or infected other residents.  

Hand hygiene keeps you from transferring contamination from your hands to other areas of your 

body or other surfaces you may contact later.  The sooner you wash infectious material off your 

hands, the less likely your chance of infection.    

PROCEDURE: 

The following is a list of some situations that require hand hygiene: (hand washing and/or 
Alcohol based Hand Sanitizer or Rub) (HH/ABHS/ABHR) 
 

1. Before having direct contact with patients.  

2. After contact with blood, body fluids or excretions, mucous membranes, nonintact 

skin, or wound dressings.  

3. After contact with a patient’s intact skin (e.g., when taking a pulse or blood pressure or 

lifting a patient).  

4. If hands will be moving from a contaminated-body site to a clean-body site during 

patient care.  

5. After contact with inanimate objects (including medical equipment) in the immediate 

vicinity of the patient.  

6. After coughing or sneezing. 

7. After removing gloves. 

8. Wash hands with non-antimicrobial soap and water or with antimicrobial soap 
and water when:  

a. hands are visibly soiled or  

b. after caring for a resident with known or suspected Clostridioides difficile (C. 
diff), Bacillus anthracis or norovirus infection during an outbreak. 

c. Before eating and  

d. After using the restroom.  

http://www.cdc.gov/handhygiene/providers/index.html
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Washing hands with soap and water: 

 Wetting hands under warm running water, 

 Applying enough soap to cover hand surfaces 

 Rubbing hands together vigorously for at least 20 seconds covering all surfaces of 

the hands and fingers;  

 Rub hands palm to palm 

 Rub back of each hand with palm of the other hand with fingers interlaced 

 Rub palm to palm with fingers interlaced 

 Rub with back of fingers to opposing palms with fingers interlaced 

 Rub each thumb clasped with opposing hand using a rotating motion 

 Rub tips of fingers in opposite palm in a circular motion 

 Rub each wrist with opposite hand 
 Rinse hands with water  

 Dry thoroughly with a disposable towel 

 Turn off the faucet on the hand sink with the disposable paper towel 

 

When using alcohol-based hand sanitizer: (with 60-95% alcohol) 

 Apply product in sufficient quantity (dime size ) in the cup of one hand and rub hands 

together 

 Cover all surfaces of hands and fingers, until hands feel dry 

 Rub hands palm to palm 

 Rub back of each hand with palm of the other hand with fingers interlaced 

 Rub palm to palm with fingers interlaced 

 Rub with back of fingers to opposing palms with fingers interlaced 

 Rub each thumb clasped with opposing hand using a rotating motion 

 Rub tips of fingers in opposite palm in a circular motion 

 This should take around 20 seconds 

 

http://www.cdc.gov/handhygiene/providers/index.html
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POLICY: An infection control measure, as part of standard precautions and source control to prevent the 

transmission of respiratory secretions. The strategy is targeted at patients and accompanying family 

members and friends with undiagnosed transmissible respiratory infections and applies to any person with 

signs of illness including a cough, congestion, rhinorrhea, or increased production of respiratory secretions 

when entering a healthcare facility. 

PURPOSE: To prevent transmission of potentially infectious respiratory secretions. The strategy proposed 

has been termed Respiratory Hygiene/Cough Etiquette and is intended to be incorporated into infection 

control practices as a component of Standard Precautions. 

PROCEDURE: 

The elements of Respiratory Hygiene/Cough Etiquette include: 
 

1. Education of healthcare facility staff, patients, and visitors; 
 

2. Post visual alerts, in language(s) appropriate to the population served, at entrance and 
throughout facility, instructing patients and accompanying family members or friends to 
practice Respiratory Hygiene/Cough Etiquette. (Cover Your Cough) 

 

3. Cover your mouth and nose with a tissue when coughing or sneezing; 
 
4. Use in the nearest waste receptacle to dispose of the tissue after use; 
 
5. Perform hand hygiene (e.g., hand washing with soap and water, or alcohol-based hand rub) 

after having contact with respiratory secretions and contaminated objects/materials. 
 
6. During periods of increased respiratory infection activity in the community, offer masks to 

persons who are coughing. Surgical masks may be used to contain respiratory secretions  
 

 

7. Spatial separation, ideally >3 feet, of persons with respiratory infections in common areas 
when possible. The physical proximity of <3 feet has been associated with an increased risk 
for transmission of infections via the droplet route.  

 

8. Although fever will be present in many respiratory infections, patients with pertussis and mild 
upper respiratory tract infections are often afebrile. Therefore, the absence of fever does not 
always exclude a respiratory infection. Patients who have asthma, allergic rhinitis, or chronic 
obstructive lung disease also may be coughing and sneezing. While these patients often are 
not infectious, cough etiquette measures are prudent. 

 

9. Healthcare personnel is advised to observe Droplet Precautions (i.e., wear a mask) and 
hand hygiene in addition to Standard Precautions, when examining and caring for patients 
with signs and symptoms of a respiratory infection.  

 

10. Healthcare personnel who have a respiratory infection are advised to avoid direct patient 
contact, especially with high-risk patients. If this is not possible, then a mask should be worn 
while providing patient care. 

https://www.cdc.gov/flu/professionals/infectioncontrol/resphygiene.htm
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