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Continued from page 9 
§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 review of 
pertinent documents, it was determined that the 
facility failed to ensure that medications were stored 
appropriately, according to manufacturer’s 
guidelines and standards of practice. This deficient 
practice was identified in 2 of 2 medication 
refrigerators inspected. 
 
This deficient practice was evidenced by the 
following: 
 
 
On 4/28/26 at 12:56 PM, the surveyor began 
inspecting the medication (med) storage room 
located on the facility 1st floor in the presence of 
the 1st floor Unit Manager (UM1). The surveyor 
accessed the med refrigerator located in the med 
room. The surveyor observed the thermometer inside 
the med refrigerator that reflected twenty-five (25) 
degrees Fahrenheit (F). The surveyor asked the UM1 
to verify the temperature, and what range the 
temperature should be. UM1 stated that it was 25 
degrees F, was too cold and should be between 36 
degrees F and 46 degrees F. UM1 stated they would 
adjust the refrigerator control.

F0761 Continued from page 9 
rechecked and both noted with temperatures within 
range. 
 
 
All residents receiving medications stored in 
medication refrigerators had the potential to be 
affected. 
 
 
Licensed nursing staff were re-educated by 
DON/Nurse designee on medication refrigerator 
temperature ranges, monitoring requirements and 
any out-of-range findings will be addressed 
immediately and will be brought to the 
maintenance’s attention. 
 
The medication storage policy was reviewed and 
updated to mention required refrigerator temperature 
parameters. 
 
Nursing supervisors will review refrigerator 
temperature logs daily for compliance and will notify 
maintenance for out-of-range temperatures. 
 
 
The Unit Managers, or designee will audit medication 
refrigerator temperature logs daily and report all 
findings monthly to the director of nursing. 
 
All monthly audits will be reported quarterly during 
the QAPI meeting for the next 2 quarters by director 
of nursing or designee to the QAPI committee. 
Evaluation by the committee to determine continuing 
frequency of audits.
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Continued from page 22 
perform certified nurse aide duties, and 
 
 
(3) One 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 
certified nurse aide and perform certified nurse aide 
duties. 
 
 
1.A review of the New Jersey Department of Health 
Long Term Care Assessment and Survey Program 
Nurse Staffing Report for the two weeks of staffing 
from 4/5/26 through 4/18/26 prior to the Standard 
survey of 5/7/26, revealed the facility was deficient 
in staffing hours as evidenced by the following: 
 
 
a. For the 2 weeks of staffing prior to survey from 
04/05/2026 to 04/18/2026, the facility was deficient 
in CNA staffing for residents on 12 of 14 day shifts 
as follows: 
 
 
-04/05/26 had 9 CNAs for 103 residents on the day 
shift, required at least 13 CNAs. 
 
-04/06/26 had 10 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
-04/07/26 had 11 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
-04/08/26 had 11 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
-04/09/26 had 11 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
-04/10/26 had 11 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
-04/11/26 had 11 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
 
-04/12/26 had 11 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
-04/13/26 had 10 CNAs for 100 residents on the day 
shift, required at least 12 CNAs. 
 
-04/14/26 had 10 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
-04/17/26 had 10 CNAs for 99 residents on the day
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Continued from page 23 
shift, required at least 12 CNAs. 
 
-04/18/26 had 11 CNAs for 102 residents on the day 
shift, required at least 13 CNAs. 
 
 
b.. For the 2 weeks of Complaint staffing from 
10/19/2025 to 11/01/2025, the facility was deficient 
in CNA staffing for residents on 12 of 14 day shifts 
as follows: 
 
 
-10/19/25 had 8 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
-10/20/25 had 11 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
-10/21/25 had 11 CNAs for 97 residents on the day 
shift, required at least 12 CNAs. 
 
-10/23/25 had 11 CNAs for 97 residents on the day 
shift, required at least 12 CNAs. 
 
-10/25/25 had 10 CNAs for 97 residents on the day 
shift, required at least 12 CNAs. 
 
 
-10/26/25 had 11 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 
 
-10/27/25 had 11 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 
 
-10/28/25 had 12 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 
 
-10/29/25 had 12 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 
 
-10/30/25 had 12 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 
 
-10/31/25 had 11 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 
 
-11/01/25 had 11 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 
 
 
c. For the 2 weeks of Complaint staffing from 
12/28/2025 to 01/10/2026, the facility was deficient 
in CNA staffing for residents on 14 of 14 day shifts 
as follows: 
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Continued from page 35 
accordance with the orders, including any required 
time frame. Line 10. Medications… must be 
administered within one (1) hour of their prescribed 
time, unless otherwise specified… 
 
 
N.J.A.C 8:39-29.2 (d)
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S0000 
 

Initial Comments 
 
 
The facility was 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  
 

05/19/2026

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 interviews and review of other facility 
documentation, it was determined that the facility 
failed to maintain the required minimum direct care 
staff-to-resident ratios as mandated by the State of 
New Jersey. This deficient practice was evidenced 
by the following: 
 
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. "Direct care 
staff member" means any registered professional 
nurse, licensed practical nurse, or certified nurse 
aide who is acting in accordance with that 
individual's authorized scope of practice and 
pursuant to documented employee time schedules. 
The following ratio(s) were effective on 02/01/2021: 
 
 
1. a. Notwithstanding any other staffing requirements 
as may be established by law, every nursing home 
as defined in section 2 of P.L.1976, c.120 (C.30:13-2)

S0560 The facility respectfully submits that staff to resident 
ratios were reviewed to ensure compliance with New 
Jersey minimal staffing requirements. 
 
 
Staffing coordinator was re in-serviced by the 
Director of Nursing on staffing ratio requirements. 
 
 
The facility respectfully submits that all residents 
may be affected by this practice. 
 
 
Policy and Procedure for Minimal Staffing was 
reviewed by Administrator and Director of Nursing 
and noted to include staffing ratio of Certified 
Nursing Assistant (C.N.A.) of 1:8 for day shift, 1:10 
for evening shift and 1:14 for the night shift. 
 
 
Director of Nursing and Administrator will review 
open positions and applications plus results of any 
interviews weekly to look for opportunities to hire. 
 
 
The Administrator and Director of Nurses will 
continue to utilize all possible means to increase the 
facility staff. This will include continued timely 
interviews, job fairs, reaching out to agencies for 
supplemental staff, setting up booths at nursing 
schools, utilization of all possible avenues to 
increase staffing in the facility. 
 
 
Audits will be completed by the Director of Nursing 
or designee to ensure that all staffing complies with

06/10/2026
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S0560 Continued from page 1 
or licensed pursuant to P.L.1971, c.136 (C.26:2H-1 et 
seq.) shall maintain the following minimum direct 
care staff -to-resident ratios: 
 
 
(1) One certified nurse aide to every eight residents 
for the day shift. 
 
 
(2) One direct care staff member to every 10 
residents for the evening shift, provided that no 
fewer than half of all staff members shall be certified 
nurse aides, and each staff member shall be signed 
in to work as a certified nurse aide and shall 
perform certified nurse aide duties, and 
 
 
(3) One 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 
certified nurse aide and perform certified nurse aide 
duties. 
 
a. A review of the New Jersey Department of Health 
Long Term Care Assessment and Survey Program 
Nurse Staffing Report for the two weeks of staffing 
from 4/5/26 through 4/18/26 prior to the Standard 
survey of 5/7/26, revealed the facility was deficient 
in staffing hours as evidenced by the following: 
 
 
04/05/26 had 9 CNAs for 103 residents on the day 
shift, required at least 13 CNAs. 
 
04/06/26 had 10 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
04/07/26 had 11 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
04/08/26 had 11 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
04/09/26 had 11 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
04/10/26 had 11 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
04/11/26 had 11 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
 
04/12/26 had 11 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 

S0560 Continued from page 1 
staffing ratios. 
 
 
Audits will be done weekly x 4 weeks, monthly x 2 
months and quarterly x 2 quarters. 
 
 
The results of all audits will be brought to the QAPI 
committee quarterly x 2 quarters.
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S0560 Continued from page 2 
04/13/26 had 10 CNAs for 100 residents on the day 
shift, required at least 12 CNAs. 
 
04/14/26 had 10 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
04/17/26 had 10 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
04/18/26 had 11 CNAs for 102 residents on the day 
shift, required at least 13 CNAs. 
 
 
b. For the 2 weeks of Complaint staffing from 
10/19/2025 to 11/01/2025, the facility was deficient 
in CNA staffing for residents on 12 of 14 day shifts 
as follows: 
 
 
10/19/25 had 8 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
10/20/25 had 11 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
10/21/25 had 11 CNAs for 97 residents on the day 
shift, required at least 12 CNAs. 
 
10/23/25 had 11 CNAs for 97 residents on the day 
shift, required at least 12 CNAs. 
 
10/25/25 had 10 CNAs for 97 residents on the day 
shift, required at least 12 CNAs. 
 
10/26/25 had 11 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 
 
10/27/25 had 11 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 
 
10/28/25 had 12 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 
 
10/29/25 had 12 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 
 
10/30/25 had 12 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 
 
10/31/25 had 11 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 
 
11/01/25 had 11 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 
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S0560 Continued from page 3 
c. For the 2 weeks of Complaint staffing from 
12/28/2025 to 01/10/2026, the facility was deficient 
in CNA staffing for residents on 14 of 14 day shifts 
as follows: 
 
12/28/25 had 8 CNAs for 110 residents on the day 
shift, required at least 14 CNAs. 
 
12/29/25 had 12 CNAs for 109 residents on the day 
shift, required at least 14 CNAs. 
 
12/30/25 had 11 CNAs for 109 residents on the day 
shift, required at least 14 CNAs. 
 
12/31/25 had 12 CNAs for 109 residents on the day 
shift, required at least 14 CNAs. 
 
01/01/26 had 8 CNAs for 109 residents on the day 
shift, required at least 14 CNAs. 
 
01/02/26 had 11 CNAs for 105 residents on the day 
shift, required at least 13 CNAs. 
 
01/03/26 had 12 CNAs for 103 residents on the day 
shift, required at least 13 CNAs. 
 
01/04/26 had 8 CNAs for 103 residents on the day 
shift, required at least 13 CNAs. 
 
01/05/26 had 9 CNAs for 103 residents on the day 
shift, required at least 13 CNAs. 
 
01/06/26 had 11 CNAs for 103 residents on the day 
shift, required at least 13 CNAs. 
 
01/07/26 had 11 CNAs for 103 residents on the day 
shift, required at least 13 CNAs. 
 
01/08/26 had 12 CNAs for 103 residents on the day 
shift, required at least 13 CNAs. 
 
01/09/26 had 12 CNAs for 103 residents on the day 
shift, required at least 13 CNAs. 
 
01/10/26 had 12 CNAs for 103 residents on the day 
shift, required at least 13 CNAs.. 
 
 
On 04/27/2026 at 12:05 PM, the surveyor 
interviewed the staffing coordinator (SC), who stated 
she made the staffing schedule according to the 
mandated staffing rations which were 8 residents to 
1 CNA on the day shift (7-3), 10 residents to 1 CNA 
on the evening shift (3-11) and 14 residents to 1 CNA 
on the overnight shift (11-7). 
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S0560 Continued from page 4 
 
On 4/29/26 at 12:25 PM, the survey team met with 
the Licensed Nursing Home Administrator (LNHA) 
and Director of Nursing (DON) to discuss the above 
observations and concerns. 
 
 
On 4/30/26 at 10:58 AM, no further information was 
provided. 
 
 
A review of the facility’s policy, “Staffing,” dated 
01/2026, revealed… Our facility maintains adequate 
staffing on each shift to ensure that our resident’s 
needs and services are met…Certified Nursing 
Assistants are available on each shift to provide the 
needed care and services of each resident as 
outlined on the resident’s comprehensive care plan… 
 
 
NJAC 8:39-27.1 (a), (e), 27.2 (h)
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 06/12/2026 in relation 
to the 05/07/2026 Recertification survey. The facility 
was found to be in compliance with 42 CFR Part 
483, Requirements for Long Term Care Facilities
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 06/12/2026 in relation 
to the 05/07/2026 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
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Office of Primary Care and Health Systems Management
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K0000 
Bldg. 01 
 

INITIAL COMMENTS 
 
A Life Safety Code Survey was conducted by the 
New Jersey Department of Health (NJDOH), Health 
Facility Survey and Field Operations on 05/06/26 
and 05/07/26. Alaris Health at Belgrove was found 
to be in noncompliance 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. 
 
Alaris Health at Belgrove is a five-story building 
constructed in 1994. The facility is classified as Type 
II (222) construction and is divided into six smoke 
compartments. 
 
The building has Lobby Level (the level of egress) 
containing Elevators machine room, Administration 
office, Admission Office, Staff lounge and a 
maintenance shop. 
 
The Main Level contains Boilers room, Dining room, 
Kitchen, laundry service, and storage areas 
designated for the kitchen and central supply. 
 
The First, Second, and Third Floors are occupied by 
residents 
 
The facility has a complete automatic wet sprinkler 
system with an electric fire pump. The exterior diesel 
generator powers 70% of the building. The number of 
beds occupied was 105 out of 120. 
 

K0000  
 

05/22/2026

K0222

K0222 
SS = F 
Bldg. 01

Egress Doors 
 
CFR(s): NFPA 101 
 
Egress Doors 
 
Doors in a required means of egress shall not be 
equipped with a latch or a lock that requires the use 
of a tool or key from the egress side unless using 
one of the following special locking arrangements: 
 
CLINICAL NEEDS OR SECURITY THREAT LOCKING 

K0222 The identified deficient door was inspected and 
repaired by technician to ensure proper delayed 
egress function. 
 
 
The Maintenance Director, or designee, reviewed all 
doors with special locking arrangements serving the 
facility to confirm no additional deficiencies were 
identified. 
 
 
The facility acknowledges all residents could be 
potentially affected.

05/22/2026
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Continued from page 1 
Where special locking arrangements for the clinical 
security needs of the patient are used, only one 
locking device shall be permitted on each door and 
provisions shall be made for the rapid removal of 
occupants by: remote control of locks; keying of all 
locks or keys carried by staff at all times; or other 
such reliable means available to the staff at all 
times. 
 
18.2.2.2.5.1, 18.2.2.2.6, 19.2.2.2.5.1, 19.2.2.2.6 
 
SPECIAL NEEDS LOCKING ARRANGEMENTS 
 
Where special locking arrangements for the safety 
needs of the patient are used, all of the Clinical or 
Security Locking requirements are being met. In 
addition, the locks must be electrical locks that fail 
safely so as to release upon loss of power to the 
device; the building is protected by a supervised 
automatic sprinkler system and the locked space is 
protected by a complete smoke detection system (or 
is constantly monitored at an attended location 
within the locked space); and both the sprinkler and 
detection systems are arranged to unlock the doors 
upon activation. 
 
18.2.2.2.5.2, 19.2.2.2.5.2, TIA 12-4 
 
DELAYED-EGRESS LOCKING ARRANGEMENTS 
 
Approved, listed delayed-egress locking systems 
installed in accordance with 7.2.1.6.1 shall be 
permitted on door assemblies serving low and 
ordinary hazard contents in buildings protected 
throughout by an approved, supervised automatic 
fire detection system or an approved, supervised 
automatic sprinkler system. 
 
18.2.2.2.4, 19.2.2.2.4 
 
ACCESS-CONTROLLED EGRESS LOCKING 
ARRANGEMENTS 
 
Access-Controlled Egress Door assemblies installed 
in accordance with 7.2.1.6.2 shall be permitted. 
 
18.2.2.2.4, 19.2.2.2.4 
 
ELEVATOR LOBBY EXIT ACCESS LOCKING 
ARRANGEMENTS 
 
Elevator lobby exit access door locking in 
accordance with 7.2.1.6.3 shall be permitted on door 
assemblies in buildings protected throughout by an 
approved, supervised automatic fire detection 
system and an approved, supervised automatic

K0222 Continued from page 1 
 
 
Maintenance staff were educated by the 
Administrator regarding requirements related to 
locking systems and emergency egress. 
 
 
The Maintenance Director, or designee, will conduct 
monthly inspection and testing of all special locking 
arrangements and egress doors for three 3 months. 
 
 
Results of the inspections and testing will be 
presented at the quarterly QAPI meetings for the 
next 2 quarters. 
 
If substantial compliance is not met, inspections will 
continue and be brought to QAPI meetings until 
substantial compliance is met.

05/22/2026
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An Emergency Preparedness Survey was conducted 
by the New Jersey Department of Health (NJDOH), 
Health Facility Survey and Field Operations on 
05/06/2026 and 05/07/2026. The facility was found 
to be in compliance with 42 CFR 483.73.

E0000 05/23/2026
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INITIAL COMMENTS 
 
An offsite/desk review of the facility's Plan of 
Correction was conducted on 06/02/2026 in relation 
to the 05/07/2026 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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An offsite/desk review of the facility's Plan of 
Correction was conducted on 06/02/2026 in relation 
to the 05/07/2026 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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