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COMPLETE CARE AT CHESTNUT HILL LLC

F 000 | INITIAL COMMENTS F 000

Survey Date: 10/18/22
Census: 100
Sample: 5

A COVID-19 Focused Infection Control Survey
was conducted by the New Jersey Department of
Health. The facility was found to be not in
compliance with 42 CFR §483.80 infection control
regulations as it relates to the implementation of
the CMS and Centers for Disease Control and
Prevention (CDC) recommended practices for
COVID-19.

F 836 | License/Comply w/ Fed/State/Locl Law/Prof Std F 836 11/11/22
SS=E | CFR(s): 483.70(a)-(c)

§483.70(a) Licensure.
A facility must be licensed under applicable State
and local law.

§483.70(b) Compliance with Federal, State, and
Local Laws and Professional Standards.

The facility must operate and provide services in
compliance with all applicable Federal, State, and
local laws, regulations, and codes, and with
accepted professional standards and principles
that apply to professionals providing services in
such a facility.

§483.70(c) Relationship to Other HHS
Regulations.

In addition to compliance with the regulations set
forth in this subpart, facilities are obliged to meet
the applicable provisions of other HHS
regulations, including but not limited to those
pertaining to nondiscrimination on the basis of
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
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race, color, or national origin (45 CFR part 80);
nondiscrimination on the basis of disability (45
CFR part 84); nondiscrimination on the basis of
age (45 CFR part 91); nondiscrimination on the
basis of race, color, national origin, sex, age, or
disability (45 CFR part 92); protection of human
subjects of research (45 CFR part 46); and fraud
and abuse (42 CFR part 455) and protection of
individually identifiable health information (45
CFR parts 160 and 164). Violations of such other
provisions may result in a finding of
non-compliance with this paragraph.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and review of
pertinent facility documentation, it was
determined that the facility failed to implement
their Staff policy by
ensuring staff were up to date with all EEEEEEEEE

as eligible in accordance with State
and Federal requirements. This deficient practice
was identified for 8 out of 17 staff members
reviewed for IRReZ TPl NEs:3| status (Staff
#1, #2, #3, #4, #5, #6, #7, and #8), and was
evidenced by the following:

Reference: New Jersey Executive Directive 290,
dated 3/2/22: 2. b. All covered workers must
provide adequate proof that they are up to date
with their COVID-19 vaccination by May 11, 2022;
provided however, that as to having received a
booster dose, covered workers must provide
adequate proof that they are up to date with their
COVID-19 vaccinations by May 11, 2022, or
within 3 weeks of becoming eligible for a booster
dose, whichever is later.
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1. No residents were affected by this
alleged deficient practice
Any employee not in compliance was
removed from the schedule until
compliance was attained.
2. All residents haver the potential to be
affected by this alleged deficient practice.
3. The infection preventionist, Human
Resource manager, and the administrator
were re-educated on the New Jersey
Executive Directive 290. All current
Employee records were audited to confirm
compliance.
4. |Infection Preventionist/ designee will
audit all new employee records to ensure
compliance weekly x4 weeks, then
monthly x2 months. Results of the audits
will be reported to QAPI monthly.
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On 10/18/22 at 9:00 AM, the surveyor interviewed
the Infection Preventionist/Licensed Practical
Nurse (IP/LPN) in the presence of LPN #1 who
stated the facility had two staff members who had
religious exemptions and one staff member who
had a medical exemption for the primary series of
Ex Order 26. 4B1 . The IP/LPN stated they
facility had two staff members who had a medical
exemption for the booster, and one with a
temporary delay. The surveyor requested the
IP/LPN to complete the SEEEEEEE Staff

for Providers matrix.

On 10/18/22 at 11:30 AM, the Assistant Director
of Nursing (ADON) provided the surveyor with the
IEWINWEY 2 Order 26. 4B1 Data Collection Tool

- Staff" while the IP/LPN was completing the staff
Ex Order 26. 4B1 Q8

On 10/18/22 at 11:37 AM, the surveyor requested
from the IP/LPN for seventeen staff members, a
copy of their RN EPLIET:Y or
documented exemption, as applicable.

On 10/18/22 at 2:21 PM, the surveyor received
from the IP/LPN a copy of the requested

and Ex Order 26. 4B1
as applicable. The surveyor asked the

IP/LPN how long after a person completed their
Ex Order 26. 4B1 can they

receive their booster shot? The IP/LPN

responded that a person was eligible for their
booster shot two months after their completion of
(QWERINEIWAEx Order 26. 4B1 with the
[name redacted] booster #1 that protected
against the IRXOEEPLIEN Which the facility
provided. At this time, the surveyor with the
IP/LPN reviewed the IR EEpLNET:JE provided
which revealed the following:

F 836
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Staff #1, a Certified Nursing Aide (CNA), recelved
their completed x Order 26. 4B1KeleIY-Relg}™ " **
with no [2SEEEPIaRs received.
Staff #2, a CNA, received their completed primary
series dose on SRR With no EICEERIEE)
received.
Staff #3, an Activity Aide, received thelr

x Order 26. 4B1 .
Ex Order 20. 4B1 recewed

received.
Staff #5, a Dletary Alde (DA) recelvedthelr

received.
Staff #8, a DA,

received.

At this time, the surveyor interviewed the IP/LPN
who stated he was unsure why these staff
members had not received their required

Ex Order 26. 4B1

When asked if Staff #4 worked at
the facility prior to testing gl for EEEEETEy
the IP/LPN respond, "yes." The IP/LPN stated

for ¢ Order 26. -B’
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their Provider Pharmacy informed them at the
beginning of IRXOEEIPLNEEI. they would no
longer offer [name redacted] booster #2 since it
did not protect against the IRS@EgPlErY so
the facility had to wait for the shipment of booster
#1, which the facility currently had. The IP/LPN
acknowledged all staff should have received their
Ex Order 26. 4B1 , and he usually checked
[GERSENIEx Order 26. 4B1 weekly, but
"have been busy". The surveyor requested a
copy of the Provider Pharmacy documentation
(CIENll el Fx Order 26. 4B1

On 10/18/22 at 3:03 PM, the surveyor met with
the Director of Nursing (DON), IP/LPN, ADON,
Regional Director of Clinical, and Regional
Clinical Specialist. The surveyor asked the team
how long after completing your SEEEEEtEes
could a person have received

Ixge Ll ? The Regional Clinical
Specialist responded, five months. The surveyor
informed them their concerns regarding the

On 10/18/22 at 6:36 PM, the DON emailed the
surveyor the following documentation:

Areview of the Provider Pharmacy "Subject:
Memo: New Bivalent COVID-19 Vaccine
UPDATE" dated 9/1/22, included the pharmacy
would no longer provide COVID-19 booster #2
and would only provide booster #1.

A reV|ew of an email from the Provider Pharmacy

Sl | included "based on our schedule
you facmty s next date is jjiiilij however it was
canceled.

F 836
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Areview of an undated email indicated the facility
was scheduled to receive a 'lREQg L NES:]|
Delivery" on ks

Areview of the facility provided "Staff COVID-19
Vaccination Policy and Procedure" dated 4/2022,
included to protect the health and safety of staff
and residents of the facility by requiring staff be
vaccinated against COVID-19 in accordance with
the requirements promulgated by the Centers for
Medicare & Medicaid Services (CMS). The
facility, in compliance with CMS's COVID-19
vaccine requirements for long term care and
skilled nursing facilities, requires that every staff
member be either vaccinated or have received
approval for either a religious or medical
exemption or a temporarily delayed
vaccination...Up to date vaccination refers to staff
for whom have completed their primary
vaccination series for COVID-19 and are also up
to date with all required booster vaccinations (if
eligible and required by state)...

NJAC 8:39-19.4(a)
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This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments
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