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QAPI Prgm/Plan, Disclosure/Good Faith Attmpt 
 
CFR(s): 483.75(a)(1)-(4)(b)(1)-(4)(f)(1)-(6)(h)(i) 
 
§483.75(a) Quality assurance and performance 
improvement (QAPI) program. 
 
Each LTC facility, including a facility that is part of a 
multiunit chain, must develop, implement, and 
maintain an effective, comprehensive, data-driven 
QAPI program that focuses on indicators of the 
outcomes of care and quality of life. The facility 
must: 
 
 
§483.75(a)(1) Maintain documentation and 
demonstrate evidence of its ongoing QAPI program 
that meets the requirements of this section. This 
may include but is not limited to systems and 
reports demonstrating systematic identification, 
reporting, investigation, analysis, and prevention of 
adverse events; and documentation demonstrating 
the development, implementation, and evaluation of 
corrective actions or performance improvement 
activities; 
 
 
§483.75(a)(2) Present its QAPI plan to the State 
Survey Agency no later than 1 year after the 
promulgation of this regulation; 
 
 
§483.75(a)(3) Present its QAPI plan to a State Survey 
Agency or Federal surveyor at each annual 
recertification survey and upon request during any 
other survey and to CMS upon request; and 
 
 
§483.75(a)(4) Present documentation and evidence of 
its ongoing QAPI program's implementation and the 
facility's compliance with requirements to a State 
Survey Agency, Federal surveyor or CMS upon 
request. 
 
 
§483.75(b) Program design and scope. 
 
A facility must design its QAPI program to be 
ongoing, comprehensive, and to address the full 
range of care and services provided by the facility. It 
must: 
 
 
§483.75(b)(1) Address all systems of care and 
management practices; 
 

F0865 Element 1 
 
 
All QAPI’s identified in the 2567 were reviewed and 
revised to ensure each has a specific problem and 
measurable goal. 
 
 
Element 2 
 
 
All residents have potential to be affected by the 
deficient practice 
 
 
Element 3 
 
 
All QAPIs were audited for proper completion. The 
facility leadership was re-educated on 5/29/2026 by 
the Vice President of Quality and Performance 
Improvement on the QAPI Plan and how to properly 
complete a QAPI. A new QAPI template was 
implemented to capture metrics. 
 
The facility will identify issues through the following 
feedback channels resident council, grievances, staff 
town hall meetings, leadership rounds, and the 
visitor feedback kiosk. 
 
 
Element 4 
 
 
The Vice President of Quality and Performance 
Improvement will audit the QAPI’s monthly for 3 
months. The results of the audits will be discussed 
at the monthly QAPI meeting.
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Continued from page 22 
§483.75(b)(2) Include clinical care, quality of life, and 
resident choice; 
 
 
§483.75(b)(3) Utilize the best available evidence to 
define and measure indicators of quality and facility 
goals that reflect processes of care and facility 
operations that have been shown to be predictive of 
desired outcomes for residents of a SNF or NF. 
 
 
§483.75(b) (4) Reflect the complexities, unique care, 
and services that the facility provides. 
 
 
§483.75(f) Governance and leadership. 
 
The governing body and/or executive leadership (or 
organized group or individual who assumes full legal 
authority and responsibility for operation of the 
facility) is responsible and accountable for ensuring 
that: 
 
 
§483.75(f)(1) An ongoing QAPI program is defined, 
implemented, and maintained and addresses 
identified priorities. 
 
 
§483.75(f)(2) The QAPI program is sustained during 
transitions in leadership and staffing; 
 
§483.75(f)(3) The QAPI program is adequately 
resourced, including ensuring staff time, equipment, 
and technical training as needed; 
 
 
§483.75(f)(4) The QAPI program identifies and 
prioritizes problems and opportunities that reflect 
organizational process, functions, and services 
provided to residents based on performance 
indicator data, and resident and staff input, and 
other information. 
 
 
§483.75(f)(5) Corrective actions address gaps in 
systems, and are evaluated for effectiveness; and 
 
 
§483.75(f)(6) Clear expectations are set around safety, 
quality, rights, choice, and respect. 
 
 
§483.75(h) Disclosure of information. 
 
A State or the Secretary may not require disclosure
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Continued from page 25 
 
13.Director Of Nursing- Medication hold parameters- 
not specific. 
 
14.Lab report. 
 
15.Pharamacy report- not related to expired 
medications found on survey. 
 
16. Annual Education. 
 
17. Nurse Aide Assignments. 
 
18.Trayline accuracy- not related to preferences. 
Specific or measurable. 
 
19.All CNA Tasks 
 
20.GG coding on the Minimum Data Set. 
 
21.Employee Physicals. 
 
22.Admisisons 
 
23.Bed hold 
 
24.Activity assessments were not specific or 
measurable and related to one-to-one visit books 
not being completed. 
 
25.Hoyer lifts-in front of doors 
 
26.In house pressure wounds, the problem statement 
was “in house pressure wounds” not measurable, 
and goal was to reduce by 1%. 
 
27.Air mattress in proper settings 
 
28.Nurse aide not reporting skin breakdown. 
 
29.Facility Assessment. 
 
30.Fire Alarm Education. 
 
31.Nursing report communication. 
 
32.Code/Post all residents. 
 
33.Environmental. 
 
34.Elopement. 
 
35.Wet nesting in kitchen. There was nothing related 
to sanitation, dish machine, new menus, or recipes. 
 
36: Late meals.
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Continued from page 34 
 
physical or chemical restraint not required to treat 
the resident's medical 
 
symptoms. 
 
§483.12(a) The facility must-. . . 
 
§483.12(a)(2) Ensure that the resident is free from . . 
. chemical restraints 
 
imposed for purposes of discipline or convenience 
and that are not required to treat the resident's 
medical symptoms. 
 
. . . . 
 
§483.45(c)(3) A psychotropic drug is any drug that 
affects brain activities associated with mental 
processes and behavior. These drugs include, but 
are not limited to, drugs in the following categories: 
 
(i) Anti-psychotic; 
 
(ii) Anti-depressant; 
 
(iii) Anti-anxiety; and 
 
(iv) Hypnotic. 
 
 
§483.45(d) Unnecessary drugs-General. Each 
resident's drug regimen must be free from 
unnecessary drugs. An unnecessary drug is any 
drug when used- 
 
(1) In excessive dose (including duplicate drug 
therapy); or 
 
(2) For excessive duration; or 
 
(3) Without adequate monitoring; or 
 
(4) Without adequate indications for its use; or 
 
(5) In the presence of adverse consequences which 
indicate the dose should be reduced or 
discontinued; or 
 
(6) Any combinations of the reasons stated in 
paragraphs (d)(1) through (5) of this section. 
 
 
§483.45(e) Psychotropic Drugs. Based on a 
comprehensive assessment of a resident, the facility 
must ensure that--

F0605 Continued from page 34 
medications weekly for 4 weeks, then monthly for 2 
months thereafter. Results of the audits will be 
presented by the Director of Nursing at the monthly 
Quality Assurance and Performance Improvement 
(QAPI) meeting.
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Continued from page 64 
refrigerators, medication rooms) under proper 
temperature controls.” 
 
 
A review of the facility’s policy dated 1/1/24 for 
“Controlled Substances Administration and 
Accountability” provided by the Regional Director of 
Clinical Services, revealed the following: 
 
“ All controlled substances obtained from a 
non-automated medication cart or cabinet are 
recorded on the designated usage form. Written 
documentation must be clearly legible with all 
applicable information provided.” 
 
 
NJAC 8:39-11.2 (b), 29.2 (d) 
 

F0755  06/16/2026

F0761 
SS = E

Label/Store Drugs and Biologicals 
 
CFR(s): 483.45(g)(h)(1)(2) 
 
§483.45(g) Labeling of Drugs and Biologicals 
 
Drugs and biologicals used in the facility must be 
labeled in accordance with currently accepted 
professional principles, and include the appropriate 
accessory and cautionary instructions, and the 
expiration date when applicable. 
 
 
§483.45(h) Storage of Drugs and Biologicals 
 
 
§483.45(h)(1) In accordance with State and Federal 
laws, the facility must store all drugs and biologicals 
in locked compartments under proper temperature 
controls, and permit only authorized personnel to 
have access to the keys. 
 
 
§483.45(h)(2) The facility must provide separately 
locked, permanently affixed compartments for 
storage of controlled drugs listed in Schedule II of 
the Comprehensive Drug Abuse Prevention and 
Control Act of 1976 and other drugs subject to 
abuse, except when the facility uses single unit 
package drug distribution systems in which the 
quantity stored is minimal and a missing dose can 
be readily detected. 
 
This REQUIREMENT is NOT MET as evidenced by: 
 
Based on observation, interview and record review it 
was determined that the facility failed to properly 
label, dispose of and store medications in 2 of 6

F0761 All improperly labeled, expired, or undated 
medications were immediately removed and 
disposed of per facility policy. 
 
 
Any medications missing labels or cautionary 
instructions were returned to the pharmacy for 
proper labeling. 
 
The two affected medication carts were fully 
inspected, cleaned, and reorganized to ensure 
compliance with labeling and storage standards. 
 
Staff assigned were provide 1:1 education and 
remaining nursing staff received education from the 
Director of Nursing on labeling, storage, and security 
requirements. 
 
 
All residents can be affected by the deficient 
practice 
 
 
A facility audit was conducted by the Director of 
Nursing of all medication carts, medication rooms, 
refrigerators storing medications, and controlled 
substance storage compartments. The audit verified 
proper labeling (resident name, drug name, strength, 
route, cautionary instructions, expiration date), 
proper storage (locked, temperature‑controlled, 
clean, organized), controlled substances stored in 
separately locked, permanently affixed 
compartments, and expired or undated medications 
present. Any issues identified were corrected 
immediately 
 
 
The Director of Nursing (DON) or designee will
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Continued from page 65 
medication carts and 1 of 3 medication rooms. 
 
The deficient practices was evidenced by the 
following: 
 
On 5/7/26 at 8:55 AM, the surveyor inspected 
B-Wing medication cart #2 in the presence of a 
Licensed Practical Nurse (LPN#1). The surveyor 
observed 2 unidentifiable tablets that were loose 
inside the medication cart. The surveyor also 
observed a Fluticasone propionate nasal spray with 
a used by date of 2/6/26. 
 
At that time, the surveyor interviewed LPN#1 who 
stated that the medication carts are cleaned daily 
and that any loose pills should have been discarded 
immediately in a pill buster (medication disposal 
system). LPN#1 also stated that any medication that 
is past it’s used by date should be removed from 
the medication cart. 
 
On 5/7/26 at 9:50 AM, the surveyor inspected the 
subacute unit medication room in the presence of 
LPN #2. The surveyor observed a tablet that was in 
a medication package in a bin of normal saline IV 
bags, a resident’s Meropenem IV bag that was label 
with an expiration date of 5/20/26 that was stored 
on top of IV normal saline bags, an opened and 
unused syringe, 4 blood collection sets with an 
expiration date of 12/31/24, 37 blood collection sets 
with an expiration date of 2/28/25, 13 blood 
collection sets with an expiration date of 3/31/25, 1 
blood collection vial with an expiration date of 
8/31/23, 2 blood collection vials with an expiration 
date of 7/31/22, one blood collection vial with an 
expiration date of 8/31/25 and one bag of 10% 
dextrose 1000 ml with an expiration date of 9/2025. 
 
In the presence of surveyor, LPN#2 acknowledged 
that all the above medical supplies were outdated. 
LPN#2 was unsure how often the medication room 
was cleaned and inspected but believed that the 
responsibility of cleaning and maintaining the 
medication room is with the supervisors and the 
managers. She further acknowledges that the loose 
tablet and syringe should have been discarded and 
that the resident Meropenem IV bag should have 
been stored separately from the IV normal saline 
bags. 
 
On 5/7/26 at 10:16 AM, the surveyor interviewed the 
subacute unit LPN#3/Unit Manager (UM) who stated 
that it was the responsibility of the overnight 
supervisor to ensure that the medication room was 
maintained which included being organized and was 
cleaned. She stated that it was her and night

F0761 Continued from page 65 
conduct weekly audits for 10 weeks. 
 
 
All audit results will be presented by the Director of 
Nursing at the monthly Quality Assurance and 
Performance Improvement (QAPI) meeting.
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Continued from page 67 
provision of hospice services when a resident 
requests a transfer. 
 
 
§483.70(n)(2) If hospice care is furnished in an LTC 
facility through an agreement as specified in 
paragraph (o)(1)(i) of this section with a hospice, the 
LTC facility must meet the following requirements: 
 
(i) Ensure that the hospice services meet 
professional standards and principles that apply to 
individuals providing services in the facility, and to 
the timeliness of the services. 
 
(ii) Have a written agreement with the hospice that is 
signed by an authorized representative of the 
hospice and an authorized representative of the LTC 
facility before hospice care is furnished to any 
resident. The written agreement must set out at least 
the following: 
 
(A) The services the hospice will provide. 
 
(B) The hospice's responsibilities for determining 
the appropriate hospice plan of care as specified in 
§418.112 (d) of this chapter. 
 
(C) The services the LTC facility will continue to 
provide based on each resident's plan of care. 
 
(D) A communication process, including how the 
communication will be documented between the LTC 
facility and the hospice provider, to ensure that the 
needs of the resident are addressed and met 24 
hours per day. 
 
(E) A provision that the LTC facility immediately 
notifies the hospice about the following: 
 
(1) A significant change in the resident's physical, 
mental, social, or emotional status. 
 
(2) Clinical complications that suggest a need to 
alter the plan of care. 
 
(3) A need to transfer the resident from the facility 
for any condition. 
 
(4) The resident's death. 
 
(F) A provision stating that the hospice assumes 
responsibility for determining the appropriate course 
of hospice care, including the determination to 
change the level of services provided. 
 
(G) An agreement that it is the LTC facility's

F0849 Continued from page 67 
A complete audit was conducted by the Director of 
Nursing of all current residents receiving hospice 
services to ensure a current hospice plan of care is 
present in the long term care (LTC) record, required 
hospice documents (election form, certifications, 
contact list, orders) are on file, communication logs 
reflect timely, ongoing coordination, and the long 
term care (LTC) plan of care includes hospice 
services and facility‑provided services. Any missing 
documentation was immediately obtained from the 
hospice provider(s), and care coordination meetings 
were completed as needed. Assistant Director of 
Nursing educated staff the requirement of hospice 
documentation. 
 
 
The Director of Nursing (DON) or designee will 
conduct weekly audits for 4 weeks of all hospice 
residents, bi‑weekly audits for 2 months, and 
monthly audits for 3 additional months. Findings will 
be presented by the Director of Nursing in monthly 
QAPI meetings. Any identified issues will result in 
immediate corrective action and staff education.
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Continued from page 68 
responsibility to furnish 24-hour room and board 
care, meet the resident's personal care and nursing 
needs in coordination with the hospice 
representative, and ensure that the level of care 
provided is appropriately based on the individual 
resident's needs. 
 
(H) A delineation of the hospice's responsibilities, 
including but not limited to, providing medical 
direction and management of the patient; nursing; 
counseling (including spiritual, dietary, and 
bereavement); social work; providing medical 
supplies, durable medical equipment, and drugs 
necessary for the palliation of pain and symptoms 
associated with the terminal illness and related 
conditions; and all other hospice services that are 
necessary for the care of the resident's terminal 
illness and related conditions. 
 
(I) A provision that when the LTC facility personnel 
are responsible for the administration of prescribed 
therapies, including those therapies determined 
appropriate by the hospice and delineated in the 
hospice plan of care, the LTC facility personnel may 
administer the therapies where permitted by State 
law and as specified by the LTC facility. 
 
(J) A provision stating that the LTC facility must 
report all alleged violations involving mistreatment, 
neglect, or verbal, mental, sexual, and physical 
abuse, including injuries of unknown source, and 
misappropriation of patient property by hospice 
personnel, to the hospice administrator immediately 
when the LTC facility becomes aware of the alleged 
violation. 
 
(K) A delineation of the responsibilities of the 
hospice and the LTC facility to provide bereavement 
services to LTC facility staff. 
 
 
§483.70(n)(3) Each LTC facility arranging for the 
provision of hospice care under a written agreement 
must designate a member of the facility's 
interdisciplinary team who is responsible for working 
with hospice representatives to coordinate care to 
the resident provided by the LTC facility staff and 
hospice staff. The interdisciplinary team member 
must have a clinical background, function within 
their State scope of practice act, and have the ability 
to assess the resident or have access to someone 
that has the skills and capabilities to assess the 
resident. 
 
The designated interdisciplinary team member is 
responsible for the following:
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Continued from page 69 
 
(i) Collaborating with hospice representatives and 
coordinating LTC facility staff participation in the 
hospice care planning process for those residents 
receiving these services. 
 
(ii) Communicating with hospice representatives and 
other healthcare providers participating in the 
provision of care for the terminal illness, related 
conditions, and other conditions, to ensure quality of 
care for the patient and family. 
 
(iii) Ensuring that the LTC facility communicates with 
the hospice medical director, the patient's attending 
physician, and other practitioners participating in the 
provision of care to the patient as needed to 
coordinate the hospice care with the medical care 
provided by other physicians. 
 
(iv) Obtaining the following information from the 
hospice: 
 
(A) The most recent hospice plan of care specific to 
each patient. 
 
(B) Hospice election form. 
 
(C) Physician certification and recertification of the 
terminal illness specific to each patient. 
 
(D) Names and contact information for hospice 
personnel involved in hospice care of each patient. 
 
(E) Instructions on how to access the hospice's 
24-hour on-call system. 
 
(F) Hospice medication information specific to each 
patient. 
 
(G) Hospice physician and attending physician (if 
any) orders specific to each patient. 
 
(v) Ensuring that the LTC facility staff provides 
orientation in the policies and procedures of the 
facility, including patient rights, appropriate forms, 
and record keeping requirements, to hospice staff 
furnishing care to LTC residents. 
 
 
§483.70(n)(4) Each LTC facility providing hospice care 
under a written agreement must ensure that each 
resident's written plan of care includes both the 
most recent hospice plan of care and a description 
of the services furnished by the LTC facility to attain 
or maintain the resident's highest practicable 
physical, mental, and psychosocial well-being, as
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F0919 Continued from page 80 
Any identified issues will result in immediate 
corrective action, staff re‑education, and root‑cause 
analysis as needed.
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S0000 
 

Initial Comments 
 
 
Complaint #: NJ3005438 
 
Survey Date: 5/8/26 
 
Census: 144 
 
Sample: 29 + 2 Closed Records 
 
The facility is not in compliance with the Standards 
in the New Jersey Administrative Code, Chapter 
8:39, Standards for Licensure of Long Term Care 
Facilities. 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 the 
Provisions of the New Jersey Administrative Code, 
Title 8, Chapter 43E, Enforcement of Licensure 
Regulations. 
 

S0000  
 

06/05/2026

S0560 Mandatory Access to Care 
 
CFR(s): 8:39-5.1(a) 
 
The facility shall comply with applicable Federal, 
State, and local laws, rules, and regulations. 
 
This LICENSURE REQUIREMENT is NOT MET as 
evidenced by: 
 
Based on review of the Nurse Staffing Reports, it 
was determined that the facility failed to maintain the 
required minimum direct care staff-to-resident ratios 
for the day and overnight shifts as mandated by the 
State of New Jersey for: 
 
Reference: New Jersey Department of Health 
(NJDOH) memo, dated 01/28/2021, "Compliance with 
N.J.S.A. (New Jersey Statutes Annotated) 30:13-18, 
new minimum staffing requirements for nursing 
homes," indicated the New Jersey Governor signed 
into law P.L. 2020 c 112, codified at N.J.S.A. 
30:13-18 (the Act), which established minimum 
staffing requirements in nursing homes. The 
following ratio (s) were effective on 02/01/2021: 
 
 
One (1) Certified Nurse Aide (CNA) to every eight (8)

S0560 Residents affected by deficient practice: 
 
The facility failed to comply with applicable Federal, 
State, and local laws, rules, and regulations by not 
ensuring staffing ratios were met. 
 
Identify those individuals who could be affected by 
the deficient practice: 
 
All residents have the potential to be affected by 
this deficient practice. 
 
 
What corrective action will be accomplished for 
those residents affected by the deficient practice: 
 
The Administrator, Director of Nursing, and Staffing 
Coordinator were re-educated by the Regional 
Director of Operations on the minimum staffing 
requirements. 
 
The facility has contracted with multiple staffing 
agencies to supplement their staff for the missing 
shifts in an effort to meet the staffing ratios. 
 
Measures or systemic changes to ensure that the 
deficiencies will not recur: 

06/23/2026
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S0560 Continued from page 1 
residents for the day shift. 
 
 
One (1) direct care staff member to every 10 
residents for the evening shift, provided that no 
fewer than half of all staff members shall be CNAs, 
and each direct staff member shall be signed in to 
work as a CNA and shall perform nurse aide duties: 
and 
 
 
One (1) direct care staff member to every 14 
residents for the night shift, provided that each 
direct care staff member shall sign in to work as a 
CNA and perform CNA duties. 
 
For the 2 weeks of staffing prior to survey from 
04/19/2026 to 05/02/2026, the facility was deficient 
in CNA staffing for residents on 13 of 14 day shifts 
as follows: 
 
 
-04/19/26 had 16 CNAs for 146 residents on the day 
shift, required at least 18 CNAs. 
 
-04/20/26 had 16 CNAs for 140 residents on the day 
shift, required at least 17 CNAs. 
 
-04/21/26 had 16 CNAs for 140 residents on the day 
shift, required at least 17 CNAs. 
 
-04/22/26 had 16 CNAs for 140 residents on the day 
shift, required at least 17 CNAs. 
 
-04/23/26 had 16 CNAs for 140 residents on the day 
shift, required at least 17 CNAs. 
 
-04/24/26 had 16 CNAs for 140 residents on the day 
shift, required at least 17 CNAs. 
 
-04/25/26 had 13 CNAs for 147 residents on the day 
shift, required at least 18 CNAs. 
 
 
-04/27/26 had 17 CNAs for 147 residents on the day 
shift, required at least 18 CNAs. 
 
-04/28/26 had 17 CNAs for 145 residents on the day 
shift, required at least 18 CNAs. 
 
-04/29/26 had 17 CNAs for 145 residents on the day 
shift, required at least 18 CNAs. 
 
-04/30/26 had 16 CNAs for 145 residents on the day 
shift, required at least 18 CNAs. 

S0560 Continued from page 1 
 The administrator/designee will participate in a 
weekly call for 3 months with a recruitment team to 
review open positions and recruitment tactics to 
improve hiring outcomes to meet the required 
staffing ratio. 
 
 The Administrator/designee will review the 
staffing sheets daily to ensure compliance with the 
staffing ratios. 
 
 Results of audit will be shared by administrator or 
designee and reviewed with the IDT team at the 
Monthly Quality Assurance Meetings and any 
recommended actions will be implemented, as 
necessary.
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Continued from page 2 
-05/01/26 had 15 CNAs for 145 residents on the day 
shift, required at least 18 CNAs. 
 
-05/02/26 had 17 CNAs for 144 residents on the day 
shift, required at least 18 CNAs. 
 
 
On 5/06/2026 at 10:51 AM, the surveyor interviewed 
the staffing coordinator who stated she was familiar 
with the CNA staffing ratios and feels that the 
facility maintains sufficient staffing. 
 
On 5/08/2026 at 9:18 AM, the surveyor interviewed 
the Director of Nursing who stated she was familiar 
with the staffing ratios stating, “10 to 1 or 
something”. She further stated that the facility was 
meeting the ratios. 
 
 
The surveyor reviewed the facility provided policy, 
“Staffing" implemented 10/15/25, which included: 
 
Policy: 
 
Facilities will provide qualified and appropriate 
staffing levels to meet the needs of the resident 
population. The staffing plan will include all shifts, 
seven days per week. 
 
 
Policy Explanation and Compliance Guidelines: 
 
The facility meets or exceeds the staffing levels 
mandated by state and federal staffing requirements. 
 
Staffing levels are reviewed on an ongoing basis by 
Facility staff to evaluate compliance and provide 
appropriate levels of care by qualified employees. 
 
A written staffing plan is prepared for each 
department. Time schedules are maintained and 
posted. 
 
The facility maintains appropriate staffing levels, 
with qualified personnel, 24 hours/day, seven 
days/week on each shift to assure that residents are 
safe and their needs are met. 
 

S0560  06/23/2026

S1405

S1405 Mandatory Infection Control and Sanitation 
 
CFR(s): 8:39-19.5(a) 
 
The facility shall require all new employees to 
complete a health history and to receive an 
examination performed by a physician or advanced 
practice nurse, or New Jersey licensed physician

S1405 HOW THE CORRECTIVE ACTION WILL BE 
ACCOMPLISHED FOR THOSE RESIDENTS FOUND 
TO HAVE BEEN AFFECTED BY THE PRACTICE 
 
 
All employees identified as missing required 
pre‑employment health documentation had their files 
immediately reviewed.
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S1405 Continued from page 4 
3/18/25. 
 
On 5/08/2026 at 8:37 AM, the surveyor discussed 
with the Human Resource Director (HRD) the missing 
reference checks, criminal background checks and 
missing license checks. She stated that nursing is 
responsible for the physicals and PPDs 
(Tuberculosis testing). 
 
 
On 5/08/2026 at 8:50 AM, the surveyor interviewed 
the Director of Nursing (DON), who stated that newly 
hired employees go through human resources first, 
then the employee sees the Infection Preventionist. 
She further stated that their physical should be done 
before they start work. 
 
On 5/08/2026 at 10:09 AM, the survey team met 
with the Director of Nursing (DON), LNHA, 
Administrator in Training (AIT), Vice President of 
Clinical Services (VPCS), and the Regional Director 
of Operations (RDOO) and notified of the above 
concerns. 
 
 
On 5/08/2026 at 12:29 PM, the survey team met 
with the LNHA, DON, AIT, VPCS, and the RDOO. The 
DON handed the surveyor a packet stating, “This is 
the employee files - it's all here”. 
 
Review of facility provided policy, "Employee files - 
New Hire - NJ", implemented 1/16/26, which 
included: 
 
 
Policy: 
 
The facility will not ask job applicants to answer 
medical questions, take a medical exam, or identify a 
disability. Current employees may be asked to 
undergo a medical examination under certain 
circumstances. 
 
 
Policy Explanation and Compliance Guidelines: 
 
Employee Health File 
 
Medical Evaluations and Screening- 
 
4. The facility shall require all new employees to 
complete a health history and to receive an 
examination performed by a physician or advanced 
practice nurse, or New Jersey licensed physician 
assistance, within two weeks prior to the first day of 
employment or upon employment. If the new
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S1410 Continued from page 7 
 
Employee Health File 
 
New Staff Tuberculosis Screening 
 
5. At the time of employment, all new staff shall 
undergo pre-placement screening for TB 
(tuberculosis), including an individual risk 
assessment, TB symptom screen, and a TB test. 
 
6. All new staff shall receive two Mantoux TB skin 
tests given one to three weeks apart ("two-step 
testing")
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F0000 INITIAL COMMENTS 
 
An offsite/desk review of the facility's Plan of 
Correction was conducted on 6/23/2026 in relation 
to the 5/8/2026 Recertification survey. The facility 
was found to be in compliance with 42 CFR Part 
483, Requirements for Long Term Care Facilities.

F0000

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 reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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S0000 Initial Comments 
 
 
An offsite/desk review of the facility's Plan of 
Correction was conducted on 6/23/2026 in relation 
to the 5/8/2026 State of New Jersey Re-Licensure 
survey. The facility was found to be in compliance 
with the Standards in the New Jersey Administrative 
Code, Chapter 8:39, Standards for Licensure of 
Long Term Care Facilities

S0000
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K0000 
Bldg. 01

INITIAL COMMENTS 
 
An offsite/desk review of the facility's Plan of 
Correction was conducted on 8/19/2026 in relation 
to the 5/8/2026 Life Safety Code survey. The facility 
was found to be in compliance with the requirements 
for participation in Medicare/Medicaid at 42 CFR 
483.90(a), Life Safety from Fire, and the 2012 Edition 
of the National Fire Protection Association (NFPA) 
101, Life Safety Code (LSC), Chapter 19 EXISTING 
Health Care Occupancy.
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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 
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90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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E0000 Initial Comments 
 
An offsite/desk review of the facility's Plan of 
Correction was conducted on 8/19/2026 in relation 
to the 5/8/2026 Emergency Preparedness survey. 
The facility was found to be in compliance with the 
requirement for participation in Medicare/Medicaid at 
42 CFR, Subpart 483.73, Emergency Preparedness.
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safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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