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 A 000 Initial Comments

Initial Comments:

 A 000

A COVID-19 Focused Infection Control Survey 
was conducted by the State Agency on 
03/10/2023. 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 census was 87.  

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.

 

 A1297 8:36-18.3(a)(4) 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:

4. Surveillance techniques to minimize 
sources and transmission of infection;

This REQUIREMENT  is not met as evidenced 
by:

 A1297

Based on observations, interviews, document 
reviews, and facility policy review, it was 
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 A1297Continued From page 1 A1297

determined the facility ensure staff wore 
appropriate personal protective equipment when 
they entered the room of 3 (Residents #6, #9, and 
#10) of 6 sampled residents who were suspected 
of or confirmed . 

Findings included: 

The facility policy titled, "Coronavirus 
(COVID-19)," effective 03/16/2020, specified for 
residents with known or suspected COVID-19, 
"Limit room entry to only essential team members 
with appropriate personal protective equipment 
(PPE) and respiratory protection." 

A review of an undated facility document provided 
to the surveyor indicated five (Residents #2, #6, 
#8, #9, and #10)  of six sampled residents were 
suspected of or confirmed  

. 

A review of the facility's line listing revealed 
Resident #6 tested  on 

 and Resident #9 and Resident #10, 
both tested . 

During the survey, Residents #6's, #9's and #10's 
rooms had a bin of personal protective equipment 
(PPE) outside the entrance to the residents' 
room. There was also a sign on each residents' 
room's door that indicated each resident was  

 and PPE (gloves, goggles, gown, and 
foot covers) is required to enter each resident's 
room. 

On 03/10/2023 beginning at 10:50 AM, the 
surveyor observed Nurse Aide (NA) #7 deliver 
meal trays to Residents #6, #9 and #10. NA #7 
knocked on each resident's door and entered the 
room without donning a gown, gloves, goggles, or 
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 A1297Continued From page 2 A1297

foot covers. NA #7 came into direct contact with 
each resident, when she was observed to place 
the resident's meal tray on their table and set the 
meal tray up for each resident.  
  
In an interview on 03/10/2023 at 11:10 AM, NA #7 
stated she did not have to wear PE with residents 

 unless she provided direct care to 
the residents. 

On 03/10/2023 at 2:15 PM, the Infection 
Preventionist/Health Services Director (IP/HSD) 
stated staff were expected to be in full PPE when 
they served meal trays to residents . 
The IP/HSD stated regardless of who went in the 
room, all staff needed to wear full PPE. The 
IP/HSD was made aware of the observations and 
stated she understood the deficient practice.
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