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 A 000 Initial Comments

Initial Comments:

 A 000

Type of Survey:  Covid-19 Focused Infection 
Control 

Census:  66 

Sample size:  5

A COVID-19 Focused Infection Control Survey 
was conducted by the State Agency on 
02/15/2022. The facility was found not to be in 
compliance with the New Jersey Administrative 
Code 8:36 infection control regulations standards 
for Licensure of Assisted Living Residences, 
Comprehensive Personal Care Homes and 
Assisted Living Programs and Centers for 
Disease Control and Prevention (CDC) 
recommended practices to prepare for 
COVID-19. 

The facility must submit a plan of correction, 
including a completion date for each deficiency 
and ensure that the plan is implemented. Failure 
to correct deficiencies may result in enforcement 
action in accordance with provisions of New 
Jersey Administrative Code Title 8, Chapter 43E, 
Enforcement of Licensure Regulations.

 

 A1271 8:36-18.1(a) Infection Prevention and Control 
Services

(a) The facility shall develop and implement an 
infection prevention and control program.

 A1271
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 A1271Continued From page 1 A1271

This REQUIREMENT  is not met as evidenced 
by:
Based on observation, interview, and record 
review, it was determined that the facility failed to 
consistently implements its infection control 
prevention program in accordance with the 
Communicable Disease Control (CDC) and 
Prevention guidelines and facility's "Personal 
Protective Equipment (PPE) and Technique" 
policy to ensure two staff members, Dietary Aide 
(DA) #1 and DA #2 and a resident family 
member, Resident #1's family member, utilized 
face mask and wore them appropriately while at 
the facility.

This deficient practice had the potential to affect 
all residents of the facility and occurred during 
the COVID-19 pandemic. 
 
Findings included:  

Reference:  CDC's Recommendation "Interim 
Infection Prevention and Control 
Recommendations for Healthcare Personnel 
During the Coronavirus Disease 2019 
(COVID-19) Pandemic," last updated 2/2/2022, 
retrieved 3/9/22, revealed, " ...
Wear a mask 
- Everyone ages 2 years and older should 
properly wear a well-fitting mask indoors in public 
in areas where the COVID-19 Community Level 
is high, regardless of vaccination status ...
- If you are in an area with a high COVID-19 
Community Level and are ages 2 or older, wear a 
mask indoors in public  ... 
- If you are at increased risk for  ... or live with or 
spend time with someone at higher risk, speak to 
your healthcare provider about wearing a mask  
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...."
  
1. On 02/15/2022 at 10:23 AM, the surveyor 
conducted a meal preparation observation in the 
facility's main kitchen with the Director of 
Environmental Services (DES) present and 
observed Dietary Aide (DA) #1 and DA #2 not 
wearing a mask at all.   
 
During an interview on 02/15/2022 at 10:25 AM, 
DA #1 and DA #2 both stated that they were not 
wearing masks because they were not in the 
resident care area. During the same interview, 
DA #1 and DA #2 stated that they had been 
educated to always wear their mask while at the 
facility. 
 
2. On 02/15/2022 from 10:35 AM through 10:43 
AM, the surveyor, in the presence of the DES, 
conducted an observation in the facility's living 
unit on  
unit which had residents who  

 in the unit. During the observation, Resident 
#1's family member was observed in the hallway 
with Resident #1. The family member wore the 
mask below his/her jaw. The observation 
indicated that several residents were exposed to 
Resident #1's family member in the hallway due 
to the residents' . The surveyor 
did not observe staff members encouraged 
Resident #1's family member to wear his/her 
mask over the nose and mouth at the time of the 
observation.

On 02/15/2022 at 11:30 AM, the Executive 
Director (ED) stated that the facility had 100% of 
staff and residents vaccinated. According to the 
ED, the facility did two days of orientation with all 
staff on the facility's infection control policies 
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 A1271Continued From page 3 A1271

which included the use of personal protective 
equipment (PPE), hand hygiene, and cough 
etiquette before they worked on the floor. The ED 
stated that it was her expectation that all staff and 
visitors would wear their masks. The ED stated 
the facility constantly reminded staff and visitors 
of the importance of wearing their mask while at 
the facility. The ED stated that a mask mandate 
reminder was posted at the main entrance of the 
facility and was also included in the visitation 
agreement sent to residents' family members. 
The ED reported that it had been an issue with 
the resident's family not obeying the facility's 
mask mandate in the past. The ED stated that in 
accordance with the directive of the New Jersey 
Department of Health, resident's family members 
could have an indoor visit with the resident inside 
their private suite or room and may not be 
required to wear a mask. However, the ED 
clarified that the family member was required to 
wear their mask once they exited the resident's 
room into the hallway. The ED concluded that the 
facility would continue to re-educate staff and 
residents' families on the importance of 
compliance with mask use. 

On 02/15/2022 at 12:10 PM, the surveyor 
interviewed the Director of Health and Wellness 
(DHW) who stated that the facility was still 
considered to be in an outbreak of COVID-19. 
The DHW added that all staff had been trained to 
wear masks, regardless of vaccination status, 
while at the facility and that all staff had to wear 
surgical mask for staff-to-staff and 
staff-to-resident interactions. The DHW reiterated 
the resistance the facility met regarding Resident 
#1's family compliance with the facility's mask 
use policy. The DHW stated that the facility's 
expectation was that all staff and visitors 
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 A1271Continued From page 4 A1271

complied with the facility's policy by wearing a 
mask appropriately at all times, regardless of 
their vaccination status.  
 
According to the facility's policy titled, "Personal 
Protective Equipment (PPE) & Technique During 
COVID-19 Pandemic," dated September 2007, 
"All associates in the community are required to 
utilize appropriate PPE as part of Standard 
Precautions to protect themselves and others 
from the possible transmission of COVID-19 ...."
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