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 A 000 Initial Comments

Initial Comments:

 A 000

Census: 69

Sample Size: 5

TYPE OF SURVEY: Standard Survey of 138 

residential units

The facility is not in substantial compliance with 

all of the standards in the New Jersey 

Administrative Code 8:36, Standards for 

Licensure of Assisted Living Residences, 

Comprehensive Personal Care Homes and 

Assisted Living Programs. 

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.

 

 A 891 8:36-10.5(a) Dining Services

(a) The facility and personnel shall comply with 

the provisions of N.J.A.C. 8:24, Retail Food 

Establishments and Food and Beverage Vending 

Machines Chapter XII of the New Jersey Sanitary 

Code.

 A 891

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

06/02/22
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 A 891Continued From page 1 A 891

This REQUIREMENT  is not met as evidenced 

by:

Based on observation, interview, document 

review and facility policy review, the facility failed 

to comply with the N.J.A.C. 8:24, Retail Food 

Establishments and Food and Beverage Vending 

Machines Chapter XII of the New Jersey Sanitary 

Code.  The facility failed to ensure food items 

were labeled and dated; failed to ensure the 

cleanliness of the kitchen; failed to ensure kitchen 

equipment was maintained; failed to ensure 

facility staff wore hairnets in the kitchen; failed to 

wash vegetables prior to slicing; failed to ensure 

food items were stored off the floor; and failed to 

ensure food temperatures were checked prior to 

serving. This deficient practice had the potential 

to affect all residents, the evidence was as 

follows:

1. Reference: New Jersey Chapter 24, "8:24-4.6 

Cleaning of equipment & utensils (c) Non 

food-contact surfaces of equipment shall be kept 

free of an accumulation of dust, dirt, food residue, 

and other debris."

On 12/6/21 from 10:13 a.m. to 11:20 a.m. the 

surveyor toured the kitchen and observed the 

following: 

a. Four large bins were labeled with flour, sugar, 

breadcrumbs, and rice. All four containers were 

observed to have food particles on the handles 

and the tops of the lids, and the containers were 

not dated.

b. On a shelf, over a preparation (prep) table, 

were three bags of chocolate chip cookies in 

reusable/re-sealable zipper storage bags. The 

bags were opened but not dated when opened to 
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 A 891Continued From page 2 A 891

alert the user when they should be discarded.

c. A  (commercial food processor) 

was on top of a prep table. The table was 

observed to have food debris and the Robot 

Coupe was observed to be sticky with food debris 

on the machine. Next to the  was a 

meat slicer that was covered with a plastic bag. 

The bag had what appeared to be splash marks 

from food particles. The resting plate of the food 

slicer had what appeared to be dried food on the 

plate and near the slicing blade. 

d. There were two shelves above the food prep 

area that were to the right of the hand-washing 

sink. On the left side of the top shelf was an open 

container of chocolate icing that was not dated 

when opened. On the same shelf was a bag of 

vanilla wafers that was not sealed or dated when 

opened, a bag of brown sugar that was not 

sealed or dated when opened, and a bag of 

pancake mix that was not sealed or dated when 

opened.

e. On another prep table was a  

commercial mixer. The machine was observed to 

have food particles stuck to the machine and the 

mixing bowl. The mixing blades were in the 

bottom of the bowl, and the bottom of the bowl 

was observed with crumb-type food particles.  

f. On the shelf above the prep table with the 

" commercial mixer was a bag of 

stuffing mix that was not sealed or labeled when it 

was opened. There was a box of yellow cake mix 

that was open and not dated when opened. 

g. The prep table with the "  

commercial mixer had two drawers side by side. 

The stainless-steel drawer handles were sticky to 
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the touch and rough from dried-on food particles. 

The top, front edge of the drawers had 

brown-colored drip marks and were sticky. Inside 

both drawers were serving scoops, along with 

dried food particles/crumbs.  

h. Located on the top shelf of the walk-in 

refrigerator, next to the box of green peppers, 

was a container that had cooked chicken wings. 

The container was not labeled, dated, or tightly 

wrapped.

On 12/06/2021 at 10:35 a.m., three boxes of 

food, not labeled, were observed on the floor of 

the walk-in freezer. Additionally, 12 cups of ice 

cream were observed to be pre-scooped in a 

monkey dish (a small bowl with a flat bottom). 

The 12 cups were not covered, labeled, or dated. 

Three of the cups appeared to have previously 

melted and were placed back in the freezer. One 

cup was frozen to the bottom side of the platter 

the cups were on.

On 12/06/2021 at 10:37 a.m., the fire door to the 

mop room was observed to be propped open with 

a mop bucket.

On 12/06/2021 at 10:38 a.m., in the back part of 

the kitchen was a drink station for the  

 neighborhood. The area around 

the drink dispensing machine was sticky and 

appeared to have dried sticky substances that 

had dripped and pooled to a shelf below. The 

refrigerator in that room was empty. However, the 

handle and the area around the handle was 

observed to have a white, powdery-looking 

substance on the stainless steel of the outside of 

the refrigerator. 

On 12/06/2021 at 10:45 a.m., green, red, and 
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blue cutting boards were observed to be worn 

and gouged to the point that the color was worn 

off the cutting boards. The white cutting board on 

the food prep table located on the serving line 

was worn and gouged. The plate warmer 

equipment was dirty with drip marks and dried 

food particles.

On 12/07/2021 at 11:08 a.m., in the walk-in 

freezer, the following was observed: A clear bag 

of sausage links, a clear bag of sausage patties, 

a clear bag of breaded chicken wings, a clear bag 

of chicken tenders, and a clear bag of raviolis 

were all wide open and sitting on shelves in the 

freezer. The bags were not labeled with what was 

in them and were not dated. The ice cream cups 

from 12/06/2021 had been removed from the 

freezer. 

At 11:09 a.m. the surveyor interviewed the Cook 

who stated the items should have been labeled 

and dated. He stated that the ice cream cups 

from the day before should never have been 

placed back in the freezer uncovered, and that 

they should have been discarded.

2. Reference: New Jersey Sanitation Code, 

8:24-2.4 Hygienic practices, indicated, (c) The 

following requirements shall apply to hair 

restraints: 1. Except as provided in (c)2 below, 

food employees shall wear hair restraints such as 

hats, hair coverings or nets, beard restraints, and 

clothing that covers body hair, that are designed 

and worn to effectively keep their hair from 

contacting exposed food, clean equipment, 

utensils, linens; and unwrapped single-service 

and single-use articles.

On 12/06/2021 at 10:25 a.m., the Activities 

Director (AD) entered the kitchen to put 
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something in the walk-in refrigerator. He was 

observed walking through the entire kitchen 

without wearing a hair restraint. At 10:27 a.m., the 

surveyor interviewed the AD who stated that he 

thought he  was only required to wear a hair 

restraint if he was working in the kitchen.  

On 12/07/2021 at 8:40 a.m., the surveyor 

observed a Housekeeper walk around the kitchen 

without a hair restraint. The Housekeeper had her 

hair in a ponytail that reached the middle of her 

back. When interviewed by the surveyor 

regarding if she knew that she was supposed to 

wear a hair restraint in the kitchen, she stated 

that she was there because the kitchen requested 

paper towels and she did not usually enter the 

kitchen. 

During surveyor interview with the Cook, she 

stated that the Housekeeper needed to put on a 

hair restraint and the kitchen staff should have 

told the Housekeeper to do so prior to her 

entering the kitchen.  

On 12/07/2021 at 8:48 a.m., during interview with 

the GM she stated that no one should ever enter 

the kitchen without a hair restraint on. 

3. Reference: New Jersey Sanitation Code 

8:24-3.2 (j) Food packages shall be in good 

condition and protect the integrity of the contents 

so that the food is not exposed to adulteration or 

potential contaminants. 

On 12/06/2021 at 10:40 a.m., the door to the 

storage room was propped open with a large can 

of food. In the dry storage room, there were two 

boxes of coffee stored on the floor. Next 

to the  coffee were four boxed containers 

of frying oil that were stored on the floor. One of 
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the boxes had leaked oil, and one side of the box 

was wet with oil. On a top shelving rack was a 

box of 500 hinged-lid containers located less than 

18 inches from a smoke detector. On another 

shelf were bags of pasta. Two bags of spaghetti 

were opened, with no label or date as to when the 

bag had been opened. On that same shelf was a 

large bag of penne pasta, which was open with 

no label or date as to when the bag had been 

opened. There was a large plastic box labeled 

 bread crumbs." The lid of the box 

appeared to be covered in dust and food particles 

and was sticky to touch. The box was not dated 

as to when the box was opened. There was a 

six-quart container of salt which had a 

red-colored top that was covered with dust and 

food particles and was sticky to the touch.  

4. On 12/07/2021 at 8:38 a.m., the Cook was 

observed slicing potatoes. When asked if he had 

washed the potatoes prior to slicing them, he held 

out a potato and stated he thought they were 

clean. This surveyor and the Cook looked at the 

bag of potatoes together. The bag indicated, 

"Wash before use." The Cook stated that he 

would go wash off the pan of potatoes and 

continued to prepare them. The Cook had sliced 

approximately ¾ of the bag and had not washed 

the potatoes.

5. On 12/06/2021 at 10:50 a.m., the Cook during 

surveyor interview, and document review of the 

food temperature log, the surveyor asked the 

Cook to review the temperature logs that were to 

be completed prior to all meals. The last time 

temperatures had been documented was on 

11/23/2021. The Cook stated that he took 

temperatures, but never wrote them down. 

On 12/06/2021 at 10:50 a.m., the Cook stated 
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that he had been the only Cook for quite some 

time since the Food Services Director (FSD) had 

been out. He stated that he had one day off in the 

last month. He stated that the sanitation of the 

kitchen was up to him and the full-time 

Dishwasher, and that he did not have the time to 

do a lot of cleaning. 

Regarding the mop room and the dry storage 

room being propped open, the Cook stated that 

he was not aware of the fire prevention 

regulations and did not know that those doors 

could not be propped open. The Cook stated the 

boxes of coffee and frying oil were not supposed 

to be stored on the floor and that he was not 

aware of the fire protocol when he stored the box 

on the top shelf with the hinged lid containers.  

On 12/06/2021 at 11:07 a.m., the surveyor 

interviewed the General Manager (GM) regarding 

the concerns in the kitchen, the GM confirmed 

awareness of the concerns identified by the 

surveyor and stated that they had been 

short-staffed. At 11:37 a.m., the GM stated that 

the FSD had been out since 10/27/2021 and she 

was not sure when the FSD would return to the 

facility. The GM identified the need to look into 

obtaining additional kitchen help through an 

agency.  

The facility policy, titled, "Menu Planning and 

Modified Diet Policy," dated August 2000 and 

revised January 2019, indicated, in part, that state 

specific considerations for New Jersey included, 

"A current diet manual should be available to staff 

...A designated food service coordinator shall be 

present when meals are prepared."  

The facility policy, titled, "Food Handling Policy," 

dated November 2004 and revised July 2019, 
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indicated, in part, "The General Manager, in 

conjunction with the Chef, will ensure all staff 

responsible for receiving, handling, preparing, 

serving and storing food complete training 

commensurate with their job duties including, but 

not limited to the following areas: Temperature 

controls including storage, hot/cold holding, 

cooling, transferring, and reheating ... Sanitation 

practices including ware washing, kitchen and 

restaurant cleaning."

 A 935 8:36-11.4(b) Pharmaceutical Services

(b) All medications shall be administered by 

qualified personnel in accordance with prescriber 

orders, facility or program policy, manufacturer's 

requirements, cautionary or accessory warnings, 

and all Federal and State laws and regulations.

This REQUIREMENT  is not met as evidenced 

by:

 A 935

Based on observation, interview and review of 

facility policy it was determined that the facility 

failed to administer medications in accordance 

with facility policy, when staff that were not  

qualified pre-pouring medications for 1 of 5 

residents, Resident #5, observed during 

medication pass and failed to administer 

medications in accordance with prescriber orders 

for a medication administered without a 

physician's order for 1 of 5 residents, Resident 
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#3, also observed during medication pass.  This 

deficient practice was evidenced by the following:

1. During surveyor observation on 12/06/2021 at 

10:15 a.m., Licensed Practical Nurse (LPN) #1 

was observed giving Resident #5 a medication 

cup with  medications pre-poured. The 

medication cup was observed to contain 

) milligrams (mg), 

 mg,  

 mg,  

( ), and  mg.  

During surveyor interview on 12/06/2021 at 10:24 

a.m., with the General Manager, she stated that 

the facility policy for administering medications 

was not to pre-pour medications and that the 

Nurse should not have pre-poured any 

medications.

During surveyor interview on 12/06/2021 at 10:30 

a.m., LPN #1 stated that the resident for whom 

she pre-poured the medications did not come 

down to the medication room, and the LPN had 

pre-poured the medications to take to the 

resident's room. LPN #1 further stated that she 

had not been instructed to pre-pour the 

medications and had pre-poured nine other 

residents' medications and placed them in an 

opened caddy.

Surveyor review of the facility policy titled, 

"Medication Services Policy (Excluding Insulin)," 

written in January of 2003 and last revised in 

August of 2020, revealed in part, "Regardless of 

credentials, staff of a Leisure Care managed 

community shall not: Pre-pour-medications 

(transfer medications from one container to 

another for transport to the resident or for later 

assistance)."
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2. On 12/06/2021 at 10:50 a.m., the surveyor 

observed Resident #3 seated in the nurses' 

station and LPN #1 was observed applying a 

) to 

Resident #3's . The resident stated that 

their right knee was also hurting and requested 

the Nurse to apply a  patch to the 

resident's  LPN #1 informed the 

resident that there was no order for the patch for 

the , but was observed placing a 

 patch on Resident #3's . 

On 12/07/2021 at 8:35 a.m., LPN #1 stated that 

she did not get an order for a  patch 

that she had applied to Resident #3's  

and she had not notified the Physician to get an 

order.  

During surveyor interview on 12/07/2021 at 8:40 

a.m., Resident #3 stated that the patch placed on 

the  made no difference with  

On 12/07/2021 at 8:39 a.m. the General Manager 

(GM) stated during surveyor interview that Nurses 

should always get an order before giving any 

medication, but the facility had no related policy. 

The GM further stated that the Physician was 

always available and the Nurse should have 

called the Physician to get an order before 

placing the lidocaine patch on the resident's  

.

 A1035 8:36-14.2(b) Emergency Services and 

Procedures

(b) The emergency plans, including a written 

evacuation diagram specific to the unit that 

includes evacuation procedure, location of fire 

 A1035
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exits, alarm boxes, and fire extinguishers, and all 

emergency procedures shall be conspicuously 

posted throughout the facility. All employees shall 

be trained in procedures to be followed in the 

event of a fire and instructed in the use of 

fire-fighting equipment and resident evacuation 

as part of their initial orientation and at least 

annually thereafter. All residents shall be 

instructed in emergency evacuation procedures.

This REQUIREMENT  is not met as evidenced 

by:

Based on facility policy review, employee file 

review, and interview the facility failed to provide 

documentation of fire drill staff participation for 2 

of 5 employee files reviewed, Employees #1 and 

Employee #5.  This deficient practice was 

evidenced by the following:

1. Surveyor review of the employee file for 

Employee #1, a Certified Medication Aide,  

revealed the facility had no documentation that 

the employee attended a fire drill for the past 12 

months. 

2. Surveyor review of the employee file for 

Employee #5, a Licensed Practical Nurse, 

revealed the facility had no documentation that 

the employee had attended a fire drill for the past 

12 months.

During surveyor interview with the General 

Manager on 12/07/2021 at 12:00 p.m., she stated 

that she could not find the "Fire Drill Reports" for 

Employee #1 and Employee #5 and did not have 

documentation that the employees attended a fire 

drill. 
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Surveyor review of the facility fire drill policy titled, 

"Emergency Procedures Policy," written 

03/19/1985 and revised in December of 2018, 

read in part, "The General Manager shall ensure 

the following ...Each shift must participate in a fire 

drill every quarter ...The drill will be documented 

using the Fire Drill Report."

 A1047 8:36-14.3(d) Emergency Services and 

Procedures

(d) Fire extinguishers shall be conspicuously 

hung, kept easily accessible, shall be visually 

examined monthly and the examination shall be 

recorded on a tag which is attached to the fire 

extinguisher. Fire extinguishers shall also be 

inspected and maintained in accordance with 

manufacturers' and applicable NFPA 

requirements and N.J.A.C. 5:70. Each fire 

extinguisher shall be labeled to show the date of 

such inspection and maintenance.

This REQUIREMENT  is not met as evidenced 

by:

 A1047

Based on observation, interview, record review, 

and facility policy review it was determined that 

the facility failed to perform monthly visual 

inspections of fire extinguishers in November of 

2021, and failed to perform an annual service, 

including inspection, recharging, and 

maintenance of the facility fire extinguishers by 

an approved vendor in October of 2021. This 

deficient practice had the potential to affect all 

residents, at the time of the survey the census 

was .  This deficient practice was evidenced by 

the following:
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 A1047Continued From page 13 A1047

1. On 12/06/2021, at 10:13 a.m. the surveyor 

toured the kitchen and observed one fire 

extinguisher in the kitchen. The tag on the fire 

extinguisher indicated that it was last serviced in 

October of 2020 and last inspected by the facility 

in October of 2021.  As of the time of the survey, 

the annual servicing and monthly inspections of 

the fire extinguishers were out of compliance.

On 12/06/2021, beginning at 12:08 p.m. the 

surveyor started the tour of the building on the 

 floor of the facility and observed (7) seven 

fire extinguishers and the tag on each fire 

extinguisher indicated they were last serviced in 

October of 2020, and last inspected by the facility 

in October of 2021. As of the time of the survey, 

the annual servicing and monthly inspections of 

the fire extinguishers were out of compliance.

On 12/06/2021, at 12:43 p.m. the surveyor 

started the tour of the  floor and observed 

(4) four fire extinguishers. The tag on each fire 

extinguisher indicated that they were last serviced 

in October of 2020 and last inspected by the 

facility in October of 2021. As of the time of the 

survey, the annual servicing and monthly 

inspections of the fire extinguishers were out of 

compliance.

On 12/06/2021, at 1:20 p.m. the surveyor toured 

the  floor of the facility and observed (4) four 

fire extinguishers. The tag on each fire 

extinguisher indicated they were last serviced in 

October of 2020 and last inspected by the facility 

in October of 2021. As of the time of the survey, 

the annual servicing and monthly inspections of 

the fire extinguishers were out of compliance.

On 12/07/2021 at 9:30 a.m., the surveyor 
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 A1047Continued From page 14 A1047

interviewed the Maintenance Director (MD) 

regarding required annual inspections, one of 

which was the annual fire extinguisher inspection. 

The MD stated that he was taking over for the 

former MD, who had recently been relieved of his 

position. The MD stated that he planned to review 

existing records to see if the inspection had been 

completed.

On 12/07/2021 at 12:35 p.m., the MD stated that 

he was unable to find any evidence that the 

annual fire extinguisher inspection had been 

completed.  Based on the tag on each fire 

extinguisher, he was able to establish that the last 

inspection occurred in October of 2020.  On 

12/07/2021 at 2:00 p.m., the MD stated that the 

fire extinguisher inspection had not been 

completed for the year 2021 and the last visual 

inspection occurred in October of 2021. He stated 

that he was aware that the findings put the facility 

out of compliance. 

On 12/07/2021 at 2:45 p.m., the surveyor 

interviewed the General Manager (GM) who 

stated that the MD informed her that the 

November 2021 visual inspection had not 

occurred and the annual servicing had not been 

completed. She stated that that was the reason 

why the previous MD was no longer employed at 

the facility.  

Review of the facility policy titled, "Emergency 

System Policy," dated 03/15/1985 and revised 

06/2018, revealed, in part, "Fire extinguishers will 

be serviced every 12 months or as recommended 

by the manufacturer and will be tagged specifying 

the date of recharging and the name of the 

approved vendor performing the work. If monthly 

inspections are required, community staff will 

document inspections on each extinguisher's 
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 A1047Continued From page 15 A1047

inspection tag."

 A1225 8:36-17.3(b)(8)(i-ii) 

Housekeeping-Sanitation-Safety-Maintenance

(b) The following safety conditions shall be met:

 

8. An electrician licensed in accordance with 

N.J.A.C. 13:31 shall annually inspect and 

provide a written statement that the electrical 

circuits and wiring in the facility are satisfactory 

and in safe condition;

 

i. The written statement shall include the 

date of inspection, and shall 

indicate that circuits are not overloaded, 

that all wiring and permanent

fixtures are in safe condition, and that all 

portable electrical appliances, 

including lamps, are Underwriters 

Laboratories (U.L.) approved; and

 

ii. The written statement shall be 

available for review by the Department 

during survey.

This REQUIREMENT  is not met as evidenced 

by:

 A1225

Based on interview and facility policy review, the 

facility failed to have a licensed Electrician 

perform an annual inspection of the facility 

electrical circuits and wiring, this deficient practice 

had the potential to affect all residents and was 

evidenced by the following:
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 A1225Continued From page 16 A1225

1. On 12/07/2021 at 9:30 AM, the surveyor 

interviewed the Maintenance Director (MD)  

regarding required annual inspections, one of 

which was the annual inspection of the electrical 

system by a licensed Electrician. The MD stated 

he was taking over for the former MD who had 

recently been relieved of his position. The MD 

stated that he needed to review the records that 

remained from the prior MD to see if the 

inspection was completed.  

On 12/07/2021 at 12:35 PM, the MD stated that 

he was unable to find any evidence that the 

annual inspection by an Electrician had been 

completed, noting that he called the vendor to 

see if the vendor had any type of record of the 

inspection being completed. At that time, the MD 

was unable to find an electrician inspection from 

the prior year. 

On 12/07/2021 at 2:00 PM, the MD stated that an 

inspection of the electrical system had not been 

completed for the year 2021. He stated that he 

was aware that it put the facility out of 

compliance. 

On 12/07/2021 at 2:45 PM, the surveyor 

interviewed the General Manager (GM) who 

stated that the MD informed her that the electrical 

system inspection had not been completed. She 

identified this as the reason why the previous MD 

was no longer employed by the facility.  

The facility policy titled, "Equipment Maintenance 

Policy," dated March 1985 with a revision date of 

November 2017, revealed in part, "On an annual 

basis, a licensed electrician shall inspect and 

provide a written statement that the electrical 

circuits and wiring in the facility are satisfactory 
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 A1225Continued From page 17 A1225

and in safe condition, that circuits are not 

overloaded, that all wiring and permanent fixtures 

are in safe condition, and that all portable 

electrical appliances, including lamps, are 

Underwriters Laboratories (U.L.) approved."
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