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 A 000 Initial Comments

Initial Comments:

 A 000

Census: 87

A COVID-19 Focused Infection Control Survey 
was conducted by the State Agency on 
11/11/2020. 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.

 

 A1299 8:36-18.3(a)(5) Infection Prevention and Control 
Services

(a) Written policies and procedures shall be 
established and implemented regarding infection 
prevention and control, including, but not limited 
to, policies and procedures for the following:

5. Techniques to be used during each 
resident contact, including handwashing before 
and after caring for a resident;

This REQUIREMENT  is not met as evidenced 

 A1299
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 A1299Continued From page 1 A1299

by:
Based on observations, interviews and review of 
the New Jersey Department of Health (NJDOH) 
Executive Directive 20-026-1, dated 10/20/2020, 
it was determined that the facility failed to ensure 
staff wore the appropriate mask while working in 
a health care setting for 11 out of 22 staff 
observed. This occurred during the COVID-19 
pandemic and had the potential to affect all 
residents in the facility. 

Findings included: 

Reference: NJDOH issued Executive Directive 
20-026-1, dated 10/20/2020, indicated;
3. Cohorting, PPE and Training Requirements in 
Every Phase:
i. "All staff must wear all appropriate PPE when 
indicated. Staff may wear cloth face coverings if 
facemask is not indicated, such as for 
administrative staff or while in non-patient care 
areas (e.g. breakroom)."

1. On 11/11/2020 at 12:05 PM, the surveyor 
observed Certified Nursing Assistant (CNA #1) 
wearing a cloth mask while passing lunch meal 
trays to . 

On 11/11/2020 at 12:20 PM, the surveyor 
observed Housekeeping Aides #2 and #3 wearing 
a cloth mask while dusting light fixtures in the 

. 

On 11/11/2020 at 12:30 PM - 12:33 PM, the 
surveyor observed Certified Medication Aide 
(CMA #4) and CNA #5 wearing a cloth mask in 
the  unit. The surveyor observed 
Activities Aide #6 wearing a cloth mask in the 

 unit. The activities aide was sitting 
in the dining room where residents were seated 
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 A1299Continued From page 2 A1299

at the tables. 

On 11/11/2020 at 12:35 PM, the surveyor 
observed the Activities Director wearing a cloth 
mask while walking throughout the facility. 

On 11/11/2020 at 12:30 PM, the surveyor 
observed the  wearing a 
cloth mask while walking throughout the facility. 

On 11/11/2020 at 1:04 PM, the surveyor observed 
CMA #7 wearing a cloth mask while walking 
throughout through the facility. 

On 11/11/2020 at 1:24 PM, the surveyor 
interviewed the , who 
indicated she was not aware that facility staff 
could not wear cloth masks in the facility. The 

 indicated that if she was 
assisting a resident, she would put on a surgical 
mask. 

On 11/11/2020 at 1:37 PM, the surveyor 
interviewed the Director of Nursing (DON). She 
indicated she was not aware that facility staff 
could not wear cloth masks in the facility. The 
DON further indicated that she would take care it. 

On 11/11/2020 at 3:54 PM, the surveyor observed 
Activities Aide #8 in the activity room wearing a 
cloth mask. No residents were observed in the 
activity room. 

On 11/11/2020 at 4:04 PM, the surveyor observed 
CNA #9 wearing a cloth mask while serving 
dinner to residents in the  unit dining 
room. 

On 11/11/2020 at 4:06 PM, the surveyor observed 
Activities Aide #6 wearing a cloth mask while 
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 A1299Continued From page 3 A1299

serving dinner to residents in the  
 dining room. 

On 11/11/2020 at 4:10 PM, the surveyor observed 
CNA #10 wearing a cloth mask while serving 
dinner to residents in the  dining 
room. 

On 11/11/2020 at 4:15 PM, the surveyor observed 
Maintenance Assistant #11 wearing a cloth mask 
while walking in the hallway where residents 
reside. 

On 11/11/2020 at 5:21 PM, the surveyor 
interviewed the Executive Director (ED), who 
indicated she was not aware that nursing staff 
could not wear the cloth mask. The ED further 
indicated that early on during the COVID-19 
pandemic, the nursing staff could wear cloth 
mask. The ED indicated that the facility had 
plenty of surgical masks on hand.
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