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Initial Comments

Initial Comments:
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.

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

A 000

A1299
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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 dustin

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 t!e !lnlng room where residents were seated
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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 ﬂ who
indicated she was not aware that facility staff

could not wear cloth masks in the facility. The
mﬂindicated 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

STATE FORM 6899 VVYN11 If continuation sheet 3 of 4
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serving dinner to residents in the [N

il 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 [N 0"in9
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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This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such
corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC provision number and the
identification prefix code previously shown on the State Survey Report (prefix codes shown to the left of each requirement on the survey report

form).
ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix A1299 Correction ID Prefix Correction ID Prefix Correction
8:36-18.3(a)(5

Reg. # (@)5) Completed |Reg. # Completed | Reg. # Completed
LSC 12/14/2020 LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC

ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC

REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE
STATE AGENCY [] | (INITIALS)

REVIEWED BY REVIEWED BY DATE TITLE DATE
CMS RO 1| (INITIALS)

FOLLOWUP TO SURVEY COMPLETED ON [] CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
11/11/2020 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? [Jvyes [ No
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A 000 Initial Comments " AQ00 Plan of Correction
8:36-18.3 a5
* Initial Comments:
: Census: 87 Identification of at risk staff & residents 11/12/20
i 1. All residents and staff have the to ending
- ACOVID-19 Focused Infection Control Survey potential to be affected by this date of
was conducted by the State Agency on : deficient practice. covio
~ 11/11/2020. The facility was found not to be in ! 2. All staff are required to wear at restrictions
| compliance with the New Jersey Administrative : PIGEAH apgroveFl surgtpal ; per the
' Code 8:36 infection contral regulations standards masks at a_II tmjes.wherj iR pLiBKc DOH
; . . e A areas and in private resident
for L|censure{ of Assisted Living Residences, ! apartments. When entering a
: Corr)prehe.ngwe Personal Care Homes and , quarantined apartment more
. Assisted Living Programs and Centers for appropriate PPE is required and
Disease Control and Prevention (CDC) is accessible with special boxes i
recommended practices ta prepare for that are located outside of ]
COVID-19. resident's apartments. ‘
. The facility must submit a plan of correction, Identification of deficient practice { 12M4/20
" including a completion date for each deficiency 1. Staff will be monitored by to ending
: and ensure that the plan is implemented. Failure perspective supervisors date of
. to correct deficiencies may result in enforcement including but not limited to Covip
action in accordance with provisions of New nursing, dletary: Acimlios restrictions
Jersey Administrative Code Title 8, Chapter 43E, ig?ﬁ::ﬁﬁg?ﬁg';%;;‘rséii ggrl_:he
Enforcement of Licensure Regulations. will be immediately issued
proper PPE. All supervisors
A1299 8:36-18.3(a)(5) Infection Prevention and Control © A1299 will sign off weekly for 4
Services : weeks, then biweekly for 4
: weeks then monthly
| (a) Written policies and procedures shall be thereafter for a total of 1 ‘
i established and implemented regarding infection year since the date of *
| prevention and control, including, but not limited 22:;5;5:”1"5?1[3”{'3'
| to, policies and procedures for the following: e W
5. Technigues to be used during each all PPE was property worn.
* resident contact, including handwashing before
~and after caring for a resident;
¢ This REQUIREMENT is not met as evidenced
" by:
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X&) OATE
: / -
,O‘{lééﬂrﬂ ‘/// )1}-’@—153%2 N dif ¢ i L 1 2380
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! 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
i trays 1o residents in their apartments.

{ 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
hallway of residents' apartmenis.

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 [N urit. The surveyor observed
Activities Alde #6 wearing a cloth mask in the
memory care unit. The activities aide was sitting
in the dining room where residents were seated
at the tables.

The Executive Director will then sign off on
; the supervisors attestation.
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DEFICIENCY) |
A1299 . Continued From page 1 | A1299 _ !
: Systemic Changes [ 11/24/20
' Based on observations, interviews and review of { 1, All staff have been issued surgical masks,  to ending
. the New Jersey Department of Health (NJDOH) i and have been inserviced on the proper  date of
| Executive Directive 20-026-1, dated 10/20/2020, gﬁ:;;fgg zg‘iacxmgug;i‘;ee%‘l‘;zsa g PR
. N p s : ' s ’ 4 I
it was determined that'the facility fa‘nled to ensure ; administrators. See attached in-service sheets | per the
staff wore the app?ropnate mask while working in i with signatures for the building. Staff are to : DOH
a health care setting for 11 out of 22 staff wear all appropriate PPE when indicated .
i observed. This occurred during the COVID-19 throughout building. Surgical masks are to be
! pandemic and had the potential to affect all worn in all public areas and in private resident
residents in the facility. apartments at all times.
i
g e o I
Findings included: ! Mornitoring ! 12/14/20
. . L ! 1, All supervisors once per week for 4 weeks, to ending
Reference: NJDOH issued Executive Directive l then biweekly for 4 weeks, then monthly | date of
20-026-1, dated 10/20/2020, indicated; ! thereafter for a total of 1 year since the date ; COVID
3. Cohorting, PPE and Training Requirements in : of attested substantial compliance, will sign ! restrictions
Every Phase: off on the department compliance log, that all | perthe
i i. "All staff must wear all appropriate PPE when staff were in compliance with the proper PPE. DOH
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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 tro/ENNENEIE - <oring =
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 mwho
indicated she was not aware that Tacility staff
. could not wear cloth masks in the facility. The

I indicated that if she was
e would put on a surgical

assisting a resident, s

mask.

! On 11/11/2020 at 1:37 PM, the surveyor ‘
! interviewed the Director of Nursing (DON). She i
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. }
i
i
i
|
I

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 404 PM, the surveyor observed
CNA #9 wearing a cloth mask while serving

dinner to residents in the (it oo |

room. i

On 11/11/2020 at 4:06 PM, the surveyor observed
Activities Aide #6 wearing a cloth mask while
serving dinner to residents in the

STATE FORM 6559 VAYNTY il continuation sheel 3of4
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: unit dining room,

On 11/11/2020 =t 4:10 PM, the surveyor observed
CNA #10 wearing a cloth mask while serving

dinner to residents in the ||t cining

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.

A1289
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POLICY 4

8:36-18.3 a5

Surgical Mask Wearing during Covid-1!

=1€1a‘1€; to have all staff wear surgical masks

It is the policy of Spring Oak ALF of V
while in the community dmmg the Covid-19 Pandemic, except when a different type of
mask may be indicated. (Such a5 an N95 ;“:i-asi{ when caring for a Covid-19 positive
resident)
PROCEDURE
1. All staff are required to utilize surgical-type masks for daily use when moving
throughout the community. in 61 ng when entez-ng the rooms of residents who
ed) carriers of the virus.

are not known (and not aaisp&, e

Subchapter 18- Infection Contro!



IN-SERVICE TRAINING REPORT

(PERSONNEL ATTENDANCE RECORD ON REVERSE)

Facility gO\/ Department: wd lf)é’.é&
Date H&‘{QO From: _ 1 14Y< Too_ VS

Employee group(s) present: \_J\) eA,.\r\cs Y

/
Topic @Q{, ’Donr\\nb‘r Dom nr»{\5

Contents or summary of training session (if related to OSHA standard bloodborne parhogens,tréining indicate
“See Below” and use the convenient check-off list below): .- . T

Dlsc.o S310N
(o
Nendad
Dg,mms}vzﬁ\ s,

Q L cl grajgojicjiololojolo = ={ialiqle o = - = 2 2 Op DY eren - ors rzijele e ) i

0 Explanation of regs (1910.1030) ] geého_ds o preventt/rrlsdugthg‘)(osuret_ 0 Reporting and responding ttc exposure

r ielarmi O Engineering controls 1 Work practices occurrences, employar post-exposure

3 Eqpliem:c;logy & s.yrr}ptoms Q Protective equipment evaluation and follow-up responsibilities
odes of transmission O Personal protective equipment (must Q Signs & labels and/or color coding used

Q Exposure control plan include types, use, removal, handling, to identify equipment used to store or

0 Recognizing tasks/activities that decontamination, disposal, & selection) transport blood or potentially infectious

pose risk or risk potential £ Hepatitis B vaccine material

Conducted by:b_@@;& AN O Jﬁ—\.. 65”., KN, OO’V\)

~ Namels), Title(s) and Qualification(s)

Evaluation, comments, suggestions:

Signature of person completing report: L \ fane ELA ( - & Title: !55 8] ; él’d

Form 1289R Rev. 5/00 € 1992 BRIGGS, Dss Meines, IA (800) 247-2343 H g
Unautherized copying or use violates copyright law, wavw.BriggsCorp.com PRNTED IHUSA. BRIGGS Heaithcaf@
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When puttmg on & “acamask
Clean your hands and put ch your facemask s¢ it fully covers your mouth and nose.

DO secure the elastic hands arourtd your ears. [0 secure the ties at the rmddle of your head andthe
basa of your head,

BP0 00BpOD000000B0800000000080000N000000000000C0U00000P00000C00DE000CDDNTGC0nCIEE0o0000004000000000000000000000000C008GIEI6DITAS00000

When wearing a facemask, don’t do the following:

DON'T allow a strap to
hang down, DON'T cross
the straps.

DON'T touch or adjust your DON'T wear your facemask DON'T wear your facemask DON'T weéryour facemask
facemask without cleaning on your head. around vour neck. around your arm,
your hands before and after.
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When removing a facemask
Clean your hands and remove your facemask touching only the straps or ties.

*If implementing limited-reuse:
Facemasks should be carefully
folded so that the outer surface

is held inward and against itself
to reduce contact with the outer
surface during storage. Folded
facemasks can be stored between
uses in a clean, sealable paper
bag or breathable container.

DO leave the patient care DO remove your facemask

ares, then clean your hands touching ONLY the straps or
with alcohol-based hand ties, throw it away®, and clean
sanitizer or soap and water. your hands again,

Additional information is avalizbie sbout how to safely put on and remove
personal pro‘-‘.ectwe equipment, ma:uelmg §a¢emasks-

e i  coronavirus
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‘Use Personal Protective Equipment (PPE) When

‘Caring for Patients with Confirmed or Suspected

Before caring for patients with confirmed or suspected COVID-19, healthcare personnel (HCP) must:

- Receive comprehensive training on when and what PPE is necessary, how to don (put on) and doff (take off) PPE, limitations

of PPE, and proper care, maintenance, and disposal of PPE.

- Demonstrate competency in performing appropriate infection control practices and procedures.

Remember:

+ PPE must be donned cérrectly before entering the patient area (e.g., isolation room, unit if cohorting).

. PPE must remain in place and be worn correctly for the duration of work in potentially contaminated areas. PPE should not be

adjusted (e.g., retying gown, adjusting respirator/facemask) during patient care.

. PPE must be removed slowly and deliberately in a sequence that prevents self-contamination. A step-by-step process should be

developed and used during training and patient care.

ﬁmfm@ﬂ‘f%&e N95 or HigherRespirator

Face shield or goggies

N85 or higher respirator
When respirators are not
ilable, use the best

:’., > “.,  alternative, like a facemask.

o
;
One pair of clean, «vesee -
non-sterile gloves
i

{
—_ «Isolation gown

;

(§316124-2 06/0M2020

«+ *Facemiask

NG5 or highe. respirarois are
preferred hu facamasks are an
sccertable slternative,

One pair of clean,
non-sterile gloves

/
firmess «|solation gown

% wwWiwgmv5rus .



* Donning (putting on the gear):

More than one donning method may be acceptable. Training and practice using your healthcare facility's procedure is critical. Below is one
example of donning.

1i.

Identify and gather the proper PPE to don. Ensure choice of gown size is correct (based on training).
Perform hand hygiene using hand sanitizer.
Put on isclation gown. Tie all of the ties on the gown. Assistance may be needed by another HCP.

Put on NIOSH-approved N5 filtering facepiece respirator or higher (use a facemask if a respirator is not
available). If the respirator has a nosepiece, it should be fitted to the nose with both hands, not bent or tented. Do not pinch
the nosepiece with one hand. Respirator/facemask should be extended under chin. Both your mouth and nose should be
protected. Do not wear respiratot/facemask under your chin or store in scrubs pocket between patients.”

» Respirator: Respirator straps should be placed on crown of head (top strap) and base of neck (bottom strap). Perform a
user seal check each time you put on the respirator.

» Bacemask: Mask ties should be secured on crown of head (top tie) and base of neck {bottom tie). If mask has loops, hook
them appropriately around your ears.

Put on face shield or goggles. When wearing an N95 respirator or half facepiece elastomeric respirator, select the proper
eye protection to ensure that the respirator does not interfere with the correct positioning of the eye protection, and the eye
protection does not affect the fit or seal of the respirator. Face shields provide full face coverage. Goggles also provide excellenit
protection for eyes, but fogging is common.

Put on gloves. Gloves should cover the cuff (wrist) of gown.

HCP may now entey patient room.

Doffing (taking off the gear):

More than one doffing method may be acceptable. Training and practice using your healthcare facility's procedure is critical. Below is one
example of doffing.

1.

2.

Remove gloves. Ensure glove removal does not cause additional contamination of hands. Gloves can be removed using more
than one technique (e.g., glove-in-glove or bird beak).

Remove gown. Untie all ties (or unsnap all buttons). Some gown ties can be broken rather than untied. Do so in gentle
manner, avoiding a forceful movement. Reach up to the shoulders and carefully pull gown down and away from the body.
Rolling the gown down is an acceptable approach. Dispose in trash receptacle.

HCP may now exit patient room.
Perform hand hygiene.

Remove face shield or goggles. Carefully remove face shield or goggles by grabbing the strap and pulling upwards and away
from head. Do not touch the front of face shield or goggles.

Remove and discard respirator (or facemask if used instead of respirator).* Do not touch the front of the respirator
or facemask.

» Respirator: Remove the bottom strap by touching only the strap and bring it carefully over the head. Grasp the top strap and
bring it carefully over the head, and then pull the respirator away from the face without touching the front of the respirator.
» Facemask: Carefully untie (or unhook from the ears) and pull away from face without touching the front.

Perform hand hygiene after removing the respirator/facemask and before putting it on again if your workplace is
practicing reuse,

*Facilities implementing reuse or extended use of PPE will need to adjust their donning and doffing procedures to accommodate
those practices.

www.cdc.gov/coronavirus
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