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 A 000 Initial Comments

Initial Comments:

 A 000

Census: 89

A COVID-19 Focused Infection Control Survey 
was conducted by the State Agency on 
11/12/2020. 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.

 

 A 473 8:36-5.1(g) General Requirements

(g) The assisted living residence, comprehensive 
personal care home, or assisted living program 
shall adhere to applicable Federal, State, and 
local laws, rules, regulations, and requirements.

This REQUIREMENT  is not met as evidenced 
by:

 A 473

REVISED AFTER SUPERVISORY REVIEW 

Based on observations, interviews, document 
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 A 473Continued From page 1 A 473

review, Centers for Disease Control (CDC) 
publication and New Jersey Department of Health 
(NJDOH) Executive Directive No. 20-026-1, dated 
10/20/2020, it was determined the facility failed to 
ensure N95 masks were fit tested for staff prior to 
being used to care for COVID-19 positive 
residents. The facility currently had five residents 
with a COVID-19 positive status in the facility, five 
residents sent to a local hospital tested 
COVID-19 positive, and two residents in the 
facility were on PUI (Persons Under Investigation) 
quarantine. This deficient practice occurred 
during the COVID-19 pandemic and had the 
potential to affect all residents.

Findings included:

Reference: CDC publication, titled, "Interim 
Infection Prevention and Control 
Recommendations for Healthcare Personnel 
During the Coronavirus Disease 2019 
(COVID-19) Pandemic," last updated 11/04/2020, 
indicated, "Respirator use must be in the context 
of a complete respiratory protection program in 
accordance with OSHA Respiratory Protection 
standard (29 CFR 1910.134). HCP should be 
medically cleared and fit tested if using 
respirators with tight-fitting facepieces (e.g., a 
NIOSH-approved N95 respirator) and trained in 
the proper use of respirators, safe removal and 
disposal, and medical contraindications to 
respirator use.""To work properly, FFRs must be 
worn throughout the period of exposure and be 
specially fitted for each person who wears one. 
This is called "fit testing" and is usually done in a 
workplace where respirators are used."

1. On 11/12/2020 at 1:45 PM, observations were 
made of the facility's supply of PPE (Personal 
Protective Equipment), and boxes of PPE masks 
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 A 473Continued From page 2 A 473

were observed.  An inventory list provided by the 
Assistant Director of Nurses (ADON) indicated as 
of 11/09/2020, the facility had in stock 450 N95 
respirator masks, 953 KN95 respirator masks, 
and 2,750 surgical masks. The ADON was asked 
if the staff had been fit tested for the N95 masks, 
and the ADON replied, "No." The ADON stated 
the corporation planned to install a testing hood at
the facility on 11/16/2020, and planned to train 
staff to perform fit testing. The ADON confirmed 
staff were using the N95 masks despite the fact 
they had not been fit tested.  The ADON stated 
they did what they could to make sure no one 
could feel air escaping around the masks, and 
they had issued small masks to two staff 
members for that reason. 

On 11/12/2020 at 2:00 PM, observations were 
made on the COVID-19 positive unit. The Director 
of Nursing (DON), who was functioning as the 
unit nurse, was observed in full PPE. The DON 
stated they had on an N95 mask covered by a 
surgical mask.  The surgical mask was lifted to 
show the N95 masks.  The DON confirmed that 
the staff had not been fit tested for the N95 
masks.
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