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Initial Comments

Initial Comments:
Type of Survey: Covid-19 Focused Infection
Control Survey

Census: 112
Sample: 3

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.

8:36-3.4(a)(1) Administration

(a) The administrator or designee shall be
responsible for, but not limited to, the following:

1. Ensuring the development,

implementation, and enforcement of all policies
and procedures, including resident rights;

This REQUIREMENT is not met as evidenced
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by:

Based on observation and review of pertinent
facility documents, it was determined that the
facility's administrator failed to implement and
enforce the facility's policy and procedure titled
"Out Break Response Plan." This deficient
practice is evidence by the following:

On 1/12/2024 at 9:45 a.m., while conducting a
Focused Infection Control - COVID 19 survey, the
surveyor interviewed the the Administrator who
indicated that no infection control in-services or
use of personal protective equipment (PPE)
in-services had been conducted since the
COVID-19 outbreak on 1/04/2024. The
Administrator further reported the facility's
Infection Preventionist was hired on |SEEEES

positive COVID-19 residents' families were
notified of the COVID-19 outbreak, but that signs
mandating the use of masks in the facility were
posted.

At 10:45 a.m., the surveyor interviewed a
Licensed Practical Nurse (LPN #1) who stated
that she did not have any infection control related
in-services since her initial orientation in

NJ ex order 26.4b1

At 11:05 a.m., the surveyor interviewed LPN #2
who stated that she received training on proper
hand-wasing technique during her orientation in

NJ ex order 26.4b 1[YENJ ex order 26.4b1]

At 12:00 p.m., the surveyor reviewed the policy
titled, "Out Break Response Plan" which states,
"The Center will inform residents and their
representatives within 12 hours of a single
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confirmed infection of COVID-19, Influenza or

norovirus." The policy further states that the

facility will conduct mandatory staff education

which includes hand hygiene, outbreak disease

symptoms, reporting the occurrence of symptoms

of resident and staff and transmission-based

precautions.
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