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S0000 
 

Initial Comments  
 
 
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  
 

03/10/2026

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 observation, interview, and review of  
pertinent facility documentation, it was determined  
that the facility failed to maintain the required  
minimum direct care staff-to-shift ratios as  
mandated by the state of New Jersey for 12 of 14  
day shifts reviewed.  
 
This deficient practice was evidenced by the  
following:  
 
Reference: New Jersey Department of Health  
(NJDOH) memo, dated 1/28/21, "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 2/01/21:  
 
One Certified Nurse Aide (CNA) to every eight  
residents for the day shift.  
 
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 CNAs, and each

S0560 S560-Mandatory Access to Care  
 
 
How the corrective action will be accomplished for  
those residents found to have been affected by the  
deficient practice?  
 
 
No residents were found to have been affected by  
the deficient practice.  
 
 
An apparent cause analysis was performed on  
1/26/26 to determine the cause of the deficient  
practice on the dates identified during the survey. It 
was determined that the facility’s budgeted CNA  
staffing for those dates met the required ratio.  
However, no CNA was available or willing to take the 
shift, and despite contacting multiple contracted  
agencies, the facility was unable to secure coverage. 
 
 
Re-inservice of nursing supervisors regarding  
patient care ratios was conducted to reiterate the  
importance of filling call-outs for the oncoming shift. 
There were no negative outcomes identified.  
 
 
How the facility will identify other residents  
 
 
Having the potential to be affected by the deficient  
practice?  
 
 
All residents have the potential to be affected by the

03/10/2026

Office of Primary Care and Health Systems Management

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

N J EASTERN STAR HOME 111 FINDERNE AVENUE , BRIDGEWATER, New Jersey, 08807

STATE FORM Event ID: 1E0798-H1 Facility ID: NJ31804 If continuation sheet Page 1 of 7



PRINTED: 05/26/2026
FORM APPROVED

New Jersey Department of Health

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER:

031804

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

01/23/2026

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE 
APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION 

DATE

S0560 Continued from page 1 
direct staff member shall be signed in to work as a  
CNA and shall perform nurse aide duties: and  
 
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 CNA and  
perform CNA duties.  
 
The survey team requested AAS-11staffing for the 2 
weeks from 01/04/2026 to 01/17/2026 prior to the  
01/23/2026 survey. The facility was deficient in CNA 
staffing for residents on 10 of 14 day shifts as  
follows:  
 
-01/05/26 had 8.5 CNAs for 72 residents on the day 
shift, required at least 9 CNAs.  
 
-01/06/26 had 8.5 CNAs for 72 residents on the day 
shift, required at least 9 CNAs.  
 
-01/07/26 had 8.5 CNAs for 72 residents on the day 
shift, required at least 9 CNAs.  
 
-01/08/26 had 8 CNAs for 72 residents on the day  
shift, required at least 9 CNAs.  
 
-01/09/26 had 8 CNAs for 72 residents on the day  
shift, required at least 9 CNAs.  
 
-01/10/26 had 8 CNAs for 72 residents on the day  
shift, required at least 9 CNAs.  
 
-01/11/26 had 8 CNAs for 71 residents on the day  
shift, required at least 9 CNAs.  
 
-01/12/26 had 8 CNAs for 71 residents on the day  
shift, required at least 9 CNAs.  
 
-01/13/26 had 8 CNAs for 71 residents on the day  
shift, required at least 9 CNAs.  
 
-01/17/26 had 8 CNAs for 72 residents on the day  
shift, required at least 9 CNAs.  
 
On 01/20/2026 at 12:15 PM, the surveyor  
interviewed the Staffing Coordinator (SC), who stated 
she tried to meet the CNA ratios but sometimes  
there were late call outs, and she sometimes could  
not cover the shift. The SC stated she posts the  
shifts to the agency but sometime the agency does 
not pick up the shift because it was too late.  
 
 
A review of the facility’s policy “Staffing Policy”  
revised 3/11/2024 revealed Procedure: A…schedules 
nursing personnel in accordance with resident needs

S0560 Continued from page 1 
deficient practice.  
 
 
What measures will be put into place or systematic  
changes made to ensure that the deficient practice  
would not reoccur?  
 
 
Staffing Coordinator and supervisors were  
re-educated regarding the importance of complying 
with the required minimum direct care to staff ratios 
as mandated by the State of New Jersey.  
 
 
Schedule done for entire month and reviewed weekly 
and daily and by shift to manage any last-minute  
staff call-outs.  
 
 
Staffing agreements maintained with 9-agencies.  
 
 
Staffing coordinator works closely with staffing  
agencies to implement a “stat” turnaround to fill  
unexpected staff callouts/shift vacancy  
 
 
Staffing coordinator updated list of certified nursing 
assistants, per shift, willing to work overtime.  
 
 
Staffing coordinator updated list of nurses, per shift, 
willing to work as certified nursing assistants.  
 
 
Internal staff offered financial incentive to fill last  
minute vacant shifts when needed.  
 
 
Actively recruit LPN students doing their clinical  
rotation in our facility to work temporarily as CNA’s 
while awaiting their LPN exam results.  
 
 
HR Director reviewed and revised open position  
advertisements and increased sign-on bonus to  
attract additional candidates.  
 
 
Administration created a postcard mailing to certified 
nursing assistants in our area to advertise our new  
pay and bonus offerings.  
 
The aforementioned items were completed on  
2/6/26.  

03/10/2026
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S0560 
 

Continued from page 2 
on each of the three nursing units…also staff’s the  
facility to meet the New Jersey staffing rations set  
for each shift.  
 

S0560 Continued from page 2 
 
How the facility will monitor its corrective actions to 
ensure that the deficient practice is being corrected 
and will not reoccur.  
 
 
The monitoring plan was initiated on 2/9/26. Daily  
communication between DON/designee and Staffing 
Coordinator/designee to review nursing schedule for 
projected compliance with ratios.  
 
 
DON/designee will perform weekly staffing audits for 
four (4) weeks, followed by monthly audits for 2  
quarters. Results of audit will be presented to the  
QAPI committee for 2 quarters by DON/designee.  
 

03/10/2026

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  
assistant, within two weeks prior to the first day of  
employment or upon employment. If the new  
employee receives a nursing assessment by a  
registered professional nurse upon employment, the 
physician's or advanced practice nurse's  
examination may be deferred for up to 30 days from 
the first day of employment. The facility shall  
establish criteria for determining the completeness  
of physical examinations for employees.  
 
This LICENSURE REQUIREMENT is NOT MET as  
evidenced by:  
 
Based on interview and review of pertinent facility  
documents, it was determined that the facility failed 
to ensure newly hired employees had received health 
examinations by a Physician, Advanced Practice  
Nurse, or a Licensed Physician’s Assistant prior to 
employment; or within thirty days of a Registered  
Nurse’s (RN) completed initial assessment upon  
employment, for 4 out of 58 employees (Employee  
#2, #5, #10 and #11) hired since the last Department 
of Heath recertification survey of 9/27/2024.  
 
This deficient practice was evidenced by the  
following:  
 
A review of the employee personnel files revealed  
the following:  
 
For Employee #2, a Licensed Practical Nurse (LPN)

S1405 CMS Plan of Correction -S1405  
 
Deficiency: Mandatory Infection Control and  
Sanitation – Employee Health Examinations  
 
 
Element 1: How the Corrective Action Will Be  
Accomplished for Those Found to Be Affected  
 
Upon identification of the deficient practice, the  
facility reviewed the personnel files of Employee #2, 
#5, #10, and #11.  
 
Required employee health physical examinations  
completed were obtained and verified.  
 
All required documentation was placed in the  
employee health files.  
 
The Infection Preventionist /designee and Human  
Resources verified infection control clearance prior  
to continued work assignments. The aforementioned 
items were completed on 1/26/26.  
 
Element 2: How the Facility will Identify Other  
Employees Who May Be Affected  
 
All residents have the potential to be affected by the 
deficient practice. Infection Preventionist conducted 
a 100% audit of employee health files to be  
completed by 2/18/26 for all staff hired since the  
last recertification survey.  
 
 
Element 3: Measures Put Into Place or Systemic  
Changes Made to Ensure the Deficient Practice Will 
not Recur  
 
The HR Director revised the Comprehensive
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S1410 Continued from page 6 
Manager for the new hire paperwork packet. The new 
hire cannot start until the HR manager receives the  
new hire paperwork packet and it’s complete. This  
includes the reference checks from the Department  
Head.
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F0000 INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 03/17/2026 in relation 
to the 01/23/2026 Recertification survey. The facility 
was found to be in compliance with 42 CFR Part  
483, Requirements for Long Term Care Facilities.

F0000 03/19/2026
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S0000 Initial Comments  
 
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 03/17/2026 in relation 
to the 01/23/2026 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 03/19/2026
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K0000 
Bldg. 2A 
 

INITIAL COMMENTS  
 
The NJDOH conducted a Life Safety Code survey on 
01/21/26 and 01/22/26. The facility was found to be 
in non-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 Occupancies.  
 
 
NJ Eastern Star is a one-story building with  
basement that was built in 1957 with an addition  
constructed in 2015. The building is composed of  
Type II (111) protected construction. The facility is  
divided into four - smoke zones. The 2 generators  
service 100% of the building per the Maintenance  
Director.  
 

K0000  
 

03/10/2026

K0223 
SS = F 
Bldg. 2A

Doors with Self-Closing Devices  
 
CFR(s): NFPA 101  
 
Doors with Self-Closing Devices  
 
Doors in an exit passageway, stairway enclosure, or 
horizontal exit, smoke barrier, or hazardous area  
enclosure are self-closing and kept in the closed  
position, unless held open by a release device  
complying with 7.2.1.8.2 that automatically closes all 
such doors throughout the smoke compartment or  
entire facility upon activation of:  
 
* Required manual fire alarm system; and  
 
* Local smoke detectors designed to detect smoke  
passing through the opening or a required smoke  
detection system; and  
 
* Automatic sprinkler system, if installed; and  
 
* Loss of power.  
 
18.2.2.2.7, 18.2.2.2.8, 19.2.2.2.7, 19.2.2.2.8  
 
This STANDARD is NOT MET as evidenced by:  

K0223 K0223 – Doors with Self-Closing Devices (SS = F)  
 
1. Corrective action(s) taken for those residents  
found to be affected by the deficient practice  
 
No residents in the facility were affected by the  
deficient practice. G4 is a non-residential room  
strictly used for storage. The facility immediately  
corrected the cited deficiencies repairing or  
adjusting the self-closing devices on the apartment 
G4 door. Door closer parts ordered from the supply 
company for the supply room crawl space door and 
will be installed to ensure that both doors self-close 
and latch properly. Stored items in apartment G4  
were reviewed to ensure they did not interfere with  
door operation. Both doors will be tested to confirm 
proper self-closing, latching, and secure closure.  
 
2. How the facility will identify other residents having 
the potential to be affected by the same deficient  
practice  
 
The facility acknowledges that all residents have the 
potential to be affected by the deficient practice. The 
Maintenance Director or designee conducted a  
facility-wide inspection of all doors required to be  
self-closing, including apartment doors, resident  
doors, hazardous area doors, smoke barrier doors,

03/10/2026
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K0916 
SS = F 
Bldg. 2A

K0916 Continued from page 10 
response  
 
Documentation of findings are recorded on the Daily 
Inspection Sheet. Immediate notification of  
Maintenance Director of any negative findings.  
 
 
The following actions and work have been performed 
to ensure that Generator #1 is equipped with a  
hard-wired, remote annunciator panel readily  
observable by staff:  
 
Initial contact with generator service provider #1 on 
1/21/26 to begin the process of sourcing an  
annunciator panel for Unit 1 nurses station.  
 
Technician from generator service provider #1 visits 
on 2/3/26 and 2/12/26 to evaluate options  
for annunciator.  
 
Follow up call on 2/16, 2/17 calls to generator  
service provider #1. Email to generator service  
provider #1 on 2/18.  
 
2/18 reply from generator service provider #1  
regarding coordination of electrical work and  
continuing to source annunciator panel for our  
generator.  
 
2/19 and 2/25 follow up call to generator service  
provider #1  
 
3/2/26 call to generator service provider #1 to  
expedite the ordering/work  
 
3/2/26 Generator service provider #1 informs that  
supplier has the digital control panel but no  
annunciator for our model generator. 6-8 week lead 
time to get annunciator.  
 
Generator service provider #2 contacted on 3/3/26  
due to long lead time quoted by generator service  
provider #1. Informed that they could obtain an  
annunciator panel for our generator. Generator  
service provider #2 informs us that electrician is  
scheduled for 3/6/26 to run wire. Facility signs labor 
rate form/agreement to expedite the work.  
 
Electrician performs work 3/6/26, however length of 
wiring was 20 feet short. Additional wiring ordered  
and electrician returned on 3/11/26 to complete wire 
installation in preparation for the annunciator panel 
to be installed and connected to Generator #1.  
Generator service provider #2 technician visit on  
3/11/26 afternoon to connect the wiring to the  
generator and the annunciator however this work

04/21/2026
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K0916 
SS = F 
Bldg. 2A

K0916 Continued from page 11 
could not be completed as the annunciator was  
deemed incompatible with our analog generator.  
 
3/12/26 message to generator service provider #2 to 
evaluate further options. Requested lead time for  
compatible annunciator.  
 
Generator service provider #2 earliest availability for 
Master Technician to provide further evaluation is on 
3/20/26.  
 
Current situation is that there are two potential  
options available as follows:  
 
Option #1 is to implement an analog annunciator  
compatible with our generator which is older, making 
it difficult to source the part. Option #2 is to convert 
to digital which will entail a controller, a digital  
annunciator panel and the wiring that has already  
been installed. Decision will be made after 3/20/26  
evaluation by Master Technician from generator  
service provider #2.  
 
Due to the age of the generator system and the need 
for specialized equipment procurement and  
installation, the facility requires additional time  
beyond 60 days.  
 
Decision has been made to proceed with Option #1  
to implement an analog annunciator compatible with 
our generator. Parts ordered and electrician  
scheduled to perform additional wiring work followed 
by installation of the analog annunciator panel by  
generator service provider #2.  
 
 
4. How the facility will monitor its corrective actions 
to ensure that the deficient practice is being  
corrected and will not recur:  
 
The Maintenance Director or designee will conduct  
and document weekly checks of generator  
operational status to confirm generators remain in  
the “AUTO” position and alarms are functioning  
correctly. Results will be presented at the QAPI  
committee meeting by the Maintenance Director or  
designee for 2 quarters. Any deficiencies will be  
addressed immediately  
 
 
The Director of Maintenance or designee will review 
generator testing logs weekly for 90 days to ensure 
compliance. Results of monitoring will be reported to 
the facility’s QAPI Committee by the Maintenance  
Director or designee monthly for three months, with 
additional follow-up as needed.

04/21/2026
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E0000 
 

Initial Comments  
 
An emergency Preparedness Survey was conducted 
by the New Jersey Department of Health (NJDOH),  
Health Facility Survey and Field Operations from  
01/21/2026 through 01/22/2026. The facility was  
found to be in NON-COMPLIANCE with  
Medicare/Medicaid at 42 CFR, Subpart 483.73,  
Emergency Preparedness.  
 

E0000  
 

03/10/2026

E0025 
SS = F

Arrangement with Other Facilities  
 
CFR(s): 483.73(b)(7)  
 
§403.748(b)(7), §418.113(b)(5), §441.184(b)(7),  
§460.84(b)(8), §482.15(b)(7), §483.73(b)(7),  
§483.475(b)(7), §485.625(b)(7), §485.920(b)(6),  
§494.62(b)(6).  
 
 
[(b) Policies and procedures. The [facilities] must  
develop and implement emergency preparedness  
policies and procedures, based on the emergency  
plan set forth in paragraph (a) of this section, risk  
assessment at paragraph (a)(1) of this section, and  
the communication plan at paragraph (c) of this  
section. The policies and procedures must be  
reviewed and updated at least every 2 years  
[annually for LTC facilities]. At a minimum, the  
policies and procedures must address the  
following:]  
 
 
*[For Hospices at §418.113(b), PRFTs at §441.184,(b)  
Hospitals at §482.15(b), and LTC Facilities at  
§483.73(b):] Policies and procedures. (7) [or (5)] The 
development of arrangements with other [facilities]  
[and] other providers to receive patients in the event 
of limitations or cessation of operations to maintain 
the continuity of services to facility patients.  
 
 
*[For PACE at §460.84(b), ICF/IIDs at §483.475(b),  
CAHs at §486.625(b), CMHCs at §485.920(b) and  
ESRD Facilities at §494.62(b):] Policies and  
procedures. (7) [or (6), (8)] The development of  
arrangements with other [facilities] [or] other  
providers to receive patients in the event of

E0025 CMS-2567 Plan of Correction-E0025 (SS=F)  
 
 
Deficiency: Arrangement with Other Facilities –  
Emergency Preparedness  
 
Element 1: How the Corrective Action Will Be  
Accomplished for Those Found to Be Affected  
 
 
An apparent cause analysis was performed to  
determine the cause of the deficient practice. It was 
determined that the Emergency Preparedness  
manual that was provided to the surveyor was not  
the current version, due to human error of not  
disposing of the outdated manual.  
 
An updated copy of the manual was immediately  
provided to key individuals and departments in the  
facility, including the Maintenance Director.  
 
 
Element 2: How the Facility Will Identify Other Areas 
That May Be Affected  
 
A comprehensive review of all Emergency  
Preparedness manuals was completed.  
 
All documentation was reviewed including the letter 
of annual review, transfer agreements, transportation 
agreements, emergency notification procedures, and 
emergency menus. All other Emergency  
Preparedness Manuals were found to have the  
correct and most up to date information approved in 
2025.  
 
 
Element 3: Measures Put Into Place or Systemic

03/10/2026
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K0000 
Bldg. 2A

INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 4/12/2026 in relation  
to the 1/23/2026 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 04/21/2026
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E0000 Initial Comments  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 4/21/2026 in relation  
to the 1/23/2026 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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