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Initial Comments

Initial Comments:
Type: Focused Infection Control

Census: 76
Sample: 3

A Covid-19 Focused Infection Control Survey was
conducted by the State Agency on 8/5/24. 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.

8:36-15.6(b) Resident Records

(b) All assessments and treatments by health
care and service providers shall be entered
according to the standards of professional
practice. Documentation and/or notes from all
health care and service providers shall be
entered according to the standards of
professional practice.

This REQUIREMENT is not met as evidenced
by:

Based on interview, and record review, it was
determined that the facility failed to document in
accordance with the standards of professional
practice for 3 of 3 residents reviewed that were

NRESYCIREFLRIOIN Resident #'s 1, 2, and 3. This
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deficient practice was evidenced by the following:

1. On 8/5/2024, the surveyor reviewed Resident
#1's medical record (MR) which revealed a move
in date o \RISICICEIPIRENI \\ith diagnoses which
. The

surveyor also reviewed a document titled,
"Progress Note" (PN) dated |[HEEEEEEE ot 2:14
p.m., with a "late entry" notification that indicated
RESLEERINJ ex order 26.4b1

his/her family and physician were made aware.

2. Resident #2's MR revealed a move in date of
NJ BEEEEEREE Wwith diagnoses that included

NJ ex order 26.4b1 . Review of
Resident #2's MR revealed a PN dated |HEESESS

at 2:15 p.m., documented by the Director of
Nursing (DON), which indicated that Rident #2

surveyor's entrance and after the surveyor's
request for documents.

At 2:15 p.m., the surveyor reviewed a facility

3. Resident #3's MR revealed a move in date of
NRSCICEERE  \vith diagnoses that [
Review of
Resident #3's MR revealed a PN created by the
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Continued From page 2

DON dated e § at 2:11 p.m., which
indicated that Resident #3
. The note also revealed
that Resident #3 [NNEY QI I@ARZ1 oK}

he/she [NNEYX QeI [I@AS R AN and
the family was notified of the ARSI

Further review of thcllMERRERE PN for Resident
#3 revealed that it was created on i at
2:14 p.m., after the surveyor's entrance and after
the surveyor's request for documents.

At 1:13 p.m., the surveyor interviewed the
Director of Nursing (DON), who stated that he
should have documented in the residents' PNs
when SRR started or when the residents
NN SOl [T @l RI(EB]. when the and

families were made aware of the test results.

The surveyor reviewed a 10/1/2017 policy titled,
"Initiating Isolation Precautions" which indicated
the following: "D. Documentation procedures
include: a. Recording in the progress notes and
care plan the need for isolation, types of isolation,
duration of isolation, and resident and family
education ..."

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

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

This REQUIREMENT is not met as evidenced
by:
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Based on observation, interview, and review of
pertinent facility documents, it was determined
that the facility failed to implement and enforce its
Infection Prevention and Control Program in
accordance with Communicable Disease Control
(CDC) and Prevention guidelines to prevent
cross-contamination between residents and to
ensure an updated line list was maintained. This
deficient practice was evidenced by the following:

On 8/5/2024 at 10:09 a.m., the surveyor observed
the facility's second-floor isolation cart, which
contained face shields, booties, and gloves. The
surveyor did not observe face masks, gowns or
an alcohol-based hand rub (hand sanitizer).

The surveyor toured the second floor and
observed a total of eleven rooms, which were in
three separate hallways, with signs on the doors
that indicated Personal Protective Equipment
(PPE) was needed to be donned prior to entering
the room. The surveyor observed that none of the
rooms with isolation signs on the doors had an
isolation bin with PPE supplies immediately
outside the resident rooms.

At 10:30 a.m., the surveyor interviewed a
Licensed Practical Nurse (LPN) who stated that
one isolation cart per floor was centrally located in
the middle of the floor.

At 10:41 a.m., the surveyor interviewed the
Director of Nursing (DON), who confirmed that
the isolation carts were kept in a central location
and not outside each resident's room.

At 1:13 p.m., the surveyor interviewed the DON
who stated that the LPN's, and other nursing staff
members were responsible to restock the
isolation carts with PPE, however it was not
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officially delegated to a specific staff member.

At 2:15 p.m., the surveyor reviewed the line list
and observed an unsampled resident and
Resident #1 was not on the line list. The surveyor
requested an updated facility line list, which
included the unsampled resident; however,
Resident #1 was not identified/listed.

The surveyor reviewed a 10/1/2017 facility policy
titled, "Initiating Isolation Precautions" which
indicated the following: "C. Isolation precautions
are initiated, which include: a. Maintaining an
adequate supply of isolation supplies (plastic
container, gloves, gowns, masks, etc., as
needed) near the isolation room so that
appropriate protective clothing can be easily put
on before entering the isolation room."

The surveyor reviewed a 9/3/2020 facility policy
titled, "Covid-19 Infection Control Mitigation Plan"
indicated the following: "3. Personal Protective
Equipment (PPE) "Necessary PPE is immediately
available outside of the resident room when there
are units with separate cohort spaces for both
COVID-19 units and in other areas where
resident care is provided ..."
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