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F0000 
 

INITIAL COMMENTS  
 
Survey Date: 02/09/2026  
 
Census: 64  
 
Sample: 16 +2  
 
The facility was not in substantial compliance with  
the requirements of 42 CFR Part 483, Subpart B, for 
Long Term Care Facilities. Deficiencies were cited  
for this survey.  
 

F0000  
 

02/24/2026

F0645 
SS = D

PASARR Screening for MD & ID  
 
CFR(s): 483.20(k)(1)-(3)  
 
§483.20(k) Preadmission Screening for individuals  
with a mental disorder and individuals with  
intellectual disability.  
 
 
§483.20(k)(1) A nursing facility must not admit, on or 
after January 1, 1989, any new residents with:  
 
(i) Mental disorder as defined in paragraph (k)(3)(i) of 
this section, unless the State mental health authority 
has determined, based on an independent physical  
and mental evaluation performed by a person or  
entity other than the State mental health authority,  
prior to admission,  
 
(A) That, because of the physical and mental  
condition of the individual, the individual requires  
the level of services provided by a nursing facility;  
and  
 
(B) If the individual requires such level of services,  
whether the individual requires specialized services; 
or  
 
(ii) Intellectual disability, as defined in paragraph  
(k)(3)(ii) of this section, unless the State intellectual  
disability or developmental disability authority has  
determined prior to admission-  
 
(A) That, because of the physical and mental  
condition of the individual, the individual requires

F0645 F645 The following corrective actions have been  
 
implemented:  
 
 
F6454 PASRR screening for MD & ID  
 
 
CFR(s): 483.20(k)(1)-(3)  
 
 
Residents identified  
 
 
Resident # 8  
 
 
How the corrective action will be  
 
 
accomplished for those residents  
 
 
found to have been affected by the  
 
 
deficient practice.  
 
 
Resident #8's PASRR Level I screening  
 
 
was reviewed and an updated  
 

02/24/2026
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F0690 
SS = D 
 

 F0690 Continued from page 7 
 
and will review audits quarterly. This will be  
ongoing.  
 
 
The DON/QAA committee will determine when the  
 
 
problem is resolved or if more training is required.  
 

02/24/2026

F0761 
SS = D

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 and interview, it was  
determined that the facility failed to ensure that  
medications were stored in a safe and sanitary  
manner by failing to maintain medications in their  
original containers and keeping medication storage  
drawers free of loose, unidentified tablets. The  
deficient practice was identified for 1 of 3  
medications carts reviewed for medication storage.  
 
The deficient practice was evidenced by the  
following:

F0761 F0761 The following corrective actions have been  
 
implemented:  
 
 
F0761 Label/Store Drugs and Biologicals  
 
 
CFR(s): 483.45(g)(h)(1)(2)  
 
 
Residents Identified  
 
 
Residents on nursing medication cart 2 on the  
 
 
Health Care Unit  
 
 
How the corrective action will be accomplished  
 
 
for those residents found to have been affected  
 
 
by the deficient practice.  
 
 
Loose medications found in the medication cart  
 
 
were removed and disposed of according to NJ  
 
 
state regulations.  
 
 
2. How the facility will identify other residents  
 
 
having the potential to be affected by the same  
 
 
deficient practice.  

02/24/2026
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F0881 
SS = D

F0881 Continued from page 11 
 
Infection preventionist will review all orders for  
 
 
prophylactic antibiotics to determine if order meets  
 
 
criteria for prophylactic antibiotic usage. Audits  
 
 
results will be reported monthly to the DON and  
 
 
QAA committee. The DON will review audits  
 
 
monthly for three months and then quarterly. The  
QAA  
 
 
committee meets quarterly and will review audits  
 
 
quarterly. This will be ongoing. The DON/QAA  
 
 
committee will determine when the problem is  
 
 
resolved or if more training is required.
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S0000 Initial Comments  
 
 
THE FACILITY WAS IN COMPLIANCE WITH THE  
STANDARDS IN THE NEW JERSEY ADMINISTRATIVE 
CODE, CHAPTER 8:39, STANDARDS FOR  
LICENSURE OF LONG TERM CARE FACILITIES.

S0000 02/24/2026

Office of Primary Care and Health Systems Management
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F0000 INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 04/02/2026 in relation 
to the 02/09/2026 Recertification survey. The facility 
was found to be in compliance with 42 CFR Part  
483, Requirements for Long Term Care Facilities.

F0000
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K0000 
Bldg. 01

INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 04/02/2026 in relation 
to the 02/09/2026 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.

K0000
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E0000 Initial Comments  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 04/02/2026 in relation 
to the 02/09/2026 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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