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F 641 Continued From page 8 F 641
involved and situations. Document behavior and 
underlying causes. 6. Provide a program of 
activities that is of interest and accommodates 
residents status. 7. Reach out to resident's friend 
to alleviate agitation. 

On 6/29/22 at 12:31 PM, the surveyor 
interviewed the  regarding the 
resident's Significant Change MDS, dated 

. She stated that the significant change 
was due to improvements in all activities of daily 
living.  Therefore, the resident experienced a 
significant improvement.  She stated that the 
social worker was new and completed sections C 
(   D (  E (  and 
Q (Participation in Assessment and Goal Setting) 
of the MDS.  The  stated that 
she "closes the MDS and each person 
completing their section signs off themselves. I 
was the one closing it."

On 6/29/22 at 12:45 PM, the surveyor 
interviewed the  who stated she 
began working at the facility on . The  

 stated that she was familiar with  
Resident # 67 and that the resident "  

."  She further stated they 
have been looking for a  unit to place 
Resident #67, where the resident "would be 

 She had made referrals to other 
facilities. The  stated that she was 
familiar with the MDS and that she had been 
working the field of Long Term Care for about  

 and had worked with children before 
working with the elderly. The  
confirmed that she completed sections C, D, E 
and Q in the MDS. She stated that she uses 
interaction from residents, feedback from nurses 
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F 641 Continued From page 11 F 641
can be developed to improve the symptoms or 
reduce their impact."

The RAI Manual further indicated steps for 
coding - E0200 - Behavioral Symptom- 
"Presence & Frequency (cont.) Steps for 
Assessment 1. Review the medical record for the 
7-day look-back period. 2. Interview staff, across 
all shifts and disciplines, as well as others who 
had close interactions with the resident during 
the 7-day look-back period, including family or 
friends who visit frequently or have frequent 
contact with the resident. 3. Observe the resident 
in a variety of situations during the 7-day 
look-back period. Coding Instructions - Code 0, 
behavior not exhibited: if the behavioral 
symptoms were not present in the last 7 days. 
Use this code if the symptom has never been 
exhibited or if it previously has been exhibited but 
has been absent in the last 7 days. Code 1, 
behavior of this type occurred 1-3 days: if the 
behavior was exhibited 1-3 days of the last 7 
days, regardless of the number or severity of 
episodes that occur on any one of those days. 
Code 2, behavior of this type occurred 4-6 days, 
but less than daily: if the behavior was exhibited 
4-6 of the last 7 days, regardless of the number 
or severity of episodes that occur on any of those 
days. Code 3, behavior of this type occurred 
daily: if the behavior was exhibited daily, 
regardless of the number or severity of episodes 
that occur on any of those days."

NJAC 8:39-11.1
F 658 Services Provided Meet Professional Standards

CFR(s): 483.21(b)(3)(i)

§483.21(b)(3) Comprehensive Care Plans

F 658 7/30/22
SS=D
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F 658 Continued From page 12 F 658
The services provided or arranged by the facility, 
as outlined by the comprehensive care plan, 
must-
(i) Meet professional standards of quality.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and record 
review, it was determined that the facility failed to 
ensure that a.) medications were administered 
according to physician orders for 1 of 4 residents 
(Resident#16) observed during medication 
administration pass and b.) staff label the 

) medication that was 
administered to 1 of 1 resident (Resident#57) 
according to the standard of clinical practice.

This deficient practice was evidenced by the 
following:

Reference: New Jersey Statutes Annotated, Title 
45. Chapter 11. Nursing Board. The Nurse 
Practice Act for the State of New Jersey states: 
"The practice of nursing as a registered 
professional nurse is defined as diagnosing and 
treating human responses to actual and potential 
physical and emotional health problems, through 
such services as case-finding, health teaching, 
health counseling, and provision of care 
supportive to or restorative of life and wellbeing, 
and executing medical regimens as prescribed 
by a licensed or otherwise legally authorized 
physician or dentist."

Reference: New Jersey Statutes Annotated, Title 
45, Chapter 11. Nursing Board. The Nurse 
Practice Act for the State of New Jersey states: 
"The practice of nursing as a licensed practical 
nurse is defined as performing tasks and 

 F658 - Services Provided Meet 
Professional Standards 

1. What corrective action(s) will be 
accomplished for those residents found to 
have been affected by the deficient 
practice.

-On 6/27/22, LPN (#1) received education 
by the DON on the six (6) rights of 
medication administration.

-Resident #16 received  on 
 with no ill effect.  

-On 6/27/22, LPN (#2) received education 
by the DON on the six (6) rights of 
medication administration with an 
emphasis on ) bag 
labeling according to the standard of 
clinical practice to include the residents 
name, type of medication, rate, date, 
time, and initials of the licensed nurse. 

-Resident #57 was monitored. No ill effect 
noted. Doctor was notified seen by the 
attending physician on 6/24/2022, 
6/27/2022, and 6/29/2022 with no new 
orders relating to .   

2. How you will identify other residents 
having potential to be affected by the 

FORM CMS-2567(02-99) Previous Versions Obsolete 7GWJ11Event ID: Facility ID: NJ61006 If continuation sheet Page  13 of 106

EX Order 26.4B1

EX Order 26.4B1

EX Order 26.4B1

EX Order 26.4B1

EX Order 26.4B1













































A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  07/26/2023
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

315433 07/01/2022
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

114 PITTSTOWN ROAD
COUNTRY ARCH CARE CENTER

PITTSTOWN, NJ  08867

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 690 Continued From page 34 F 690

A review of the undated facility's Foley Care 
Policy that was provided by the  included 
"Policy Statement: It is the policy of [name 
redacted] that an indwelling Foley catheter will be 
maintained thru Catheter Care as per medical 
staff order, every shift or as directed by the 
medical staff....Catheter Care Protocol: ....9. 
Measure drainage at end of each 8 hour tour of 
duty, unless more frequent measurements have 
been ordered, or large volumes of urine are 
collected. Empty into clean container and 
discard. 10. Assess urine output every shift for 
amount, color, odor, sediment or resident 
complaints...11. Maintain output record unless 
otherwise indicated....15. Change catheter as 
ordered by the physician, based on assessment 
of the resident. Bedside drainage bags are to be 
replaced at least every 30 days when the Foley 
catheter is changed, or more often as warranted. 
Leg bags are to be changed each night with a 
new bedside drainage bag."

On 7/1/22 at 10:43 AM, the survey team met with 
the . The informed the surveyors that 
there will be no additional information.

NJ 8:39-27.1(a)
F 692 Nutrition/Hydration Status Maintenance

CFR(s): 483.25(g)(1)-(3)

§483.25(g) Assisted nutrition and hydration.  
(Includes naso-gastric and gastrostomy tubes, 
both percutaneous endoscopic gastrostomy and 
percutaneous endoscopic jejunostomy, and 
enteral fluids).  Based on a resident's 
comprehensive assessment, the facility must 
ensure that a resident-

F 692 7/29/22
SS=D
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F 692 Continued From page 43 F 692
weighed on Monday, Wednesday and Friday. 
She stated that only residents that were newly or 
readmitted to the  unit would be 
weighed weekly for four weeks. The  stated 
that monthly weights were obtained by the 7th till 
the 10th of the month and recorded on the 
worksheet. She stated that then the Unit 
Managers (UM's) would review the weights and 
notify the  if she needed to add interventions. 
She stated that if there was no UM then the 
charge nurse would be responsible. She stated 
that after weights were obtained, they were 
recorded in the EMR, and the hard copies were 
discarded. She stated that a reweight would be 
obtained if there was a five-pound discrepancy. 
She stated that the  added to the worksheet if 
a resident required weekly weights (i.e., for a 
resident who was not eating well). She further 
stated that there would be a physician's order for 
weekly weights or more frequent weights for CHF 
monitoring. The  also stated that nursing 
used the Dietary Alert Sheet to notify the  of 
weight changes.

On 6/29/22 at 1:09 PM, the surveyor interviewed 
the  in the presence of the survey team. She 
stated that resident meal monitoring was done by 
the CNA's and daily consumption was recorded 
in an accountability logs. She stated that the 

 delegated which staff member would be 
responsible to review the meal monitoring 
accountability logs to ensure completion and 
monitor for trends. The  stated that she also 
reviewed these logs when she conducted 
nutritional documentation on residents. She 
stated that she used the information when a 
resident had a weight loss, a significant change 
or to monitor how newly admitted residents were 
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F 692 Continued From page 44 F 692
eating. She further stated that she notified the 

 if she observed omissions on the meal 
monitoring sheets. 

The stated that weights were taken on 
admission and readmission. She stated that 
monthly weight monitoring was completed by the 
7th of the month and that any deviation of five 
lbs. from prior month required a reweight. She 
stated that a nurse would automatically reweigh 
the resident. The  stated that she reviewed 
weights after they were entered into the EMR. 
She stated that nursing determined which 
residents required reweights and calculated 
weight changes and notified her via a 
communication tool titled, Dietary Alert Sheet. 
The  stated that newly admitted residents 
should be weighed for four weeks after 
admission, and that the same process applied to 
readmissions on the subacute unit. She stated 
that on the long-term care unit, weekly weights 
for four weeks were not required for 
readmissions. The  stated that there were 
physician's orders to obtain weights. She stated 
that weights were recorded under the 
Weights/Vitals tab of the EMR and sometimes in 
the eMAR. She stated that the  designated 
who entered the weights into the EMR. She 
stated that if she finds weights were not recorded 
in the EMR she would enter them herself from 
the weight book. She stated that she would 
inquire if weights were not recorded and that it 
was part of her "assessment." The  stated that 
she documents for significant weight changes, 
quarterly reviews, and follow-ups. She stated that 
she followed-up on weekly weights. She stated 
that the purpose of weekly weight's was that if a 
resident was having continued weight loss there 
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F 692 Continued From page 54 F 692
implement nutrition interventions based on the 
resident's food and beverage preferences. It 
reflected to place the resident on weekly weights 
for one month and to monitor the weights weekly. 
The policy further reflected to monitor and 
evaluate to assess the effectiveness of the 
intervention, alter interventions as needed and 
complete follow-up documentation as needed.

Review of the facility policy Weights Policy dated 
5/25/22, included that residents would be 
weighed within 24 hours upon admission, 
readmission and on a monthly basis. It reflected 
that weight deviations of five pounds from the 
previous month will be confirmed with a reweigh 
with nursing supervision. If confirmed a Dietary 
Alert Sheet will be initiated and forwarded to the 
RD. Weights will be recorded by nursing staff in 
the weight book and transcribed to the EMR. 

Review of an undated facility policy Recording 
Percent of Meal Consumption included that staff 
would document the percentage of each meal 
consumed for an individual on a daily basis and 
data would be recorded in the CNA accountability 
log. 

Review of an undated facility policy 
Interdisciplinary Care Planning Policy and 
Procedures included that individualized 
interdisciplinary interventions will be planned by 
each discipline to correct problems identified. It 
reflected that a minimum of quarterly each 
resident's progress will be evaluated and 
documented. It reflected that problems not 
resolved will be reevaluated and new 
interventions established as necessary. In the 
interim between quarterly assessments, any 
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F 692 Continued From page 55 F 692
significant changes in a resident's condition will 
be reviewed by the interdisciplinary team. Since 
the care plan is a dynamic document, in the 
interim between quarterly reviews, the team must 
revise problems, goals, and interventions in 
response to changes in the needs of residents. 

The  provided a typed document with a list of 
resources she used for clinical guidance which 
included the following:

Nutrition Care of the Older Adult: A handbook for 
nutrition throughout the continuum of care, 3rd 
Edition.
Academy of Nutrition and Dietetics.
Becky Dorner - Diet and Nutrition Care Manual.
Dietitian in Health Care Facilities - Zoll.
Essential Pocket Guide for Clinical Nutrition.
The Diet Manual - A nutritional handbook training 
guide.

Additional resources referenced:

Review of the Nutrition Care Manual from the 
Academy of Nutrition and Dietetics: "Body Mass 
Index (BMI) is a ratio of weight to height and is 
used as an estimate of body fat in the healthy 
population." "As with any other diagnostic tool, 
BMI should be evaluated in conjunction with 
other information related to the patient's health 
status."

Review of the Becky Dorner & Associates Diet 
and Nutrition Care Manual: A Comprehensive 
Nutrition Care Guide with a copyright date of 
2021 reflected the following:
Malnutrition is a broad term often used to 
describe patients who appear to have 
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F 692 Continued From page 56 F 692
compromised nutritional status, poor intake and 
unintended weight loss. Malnutrition is 
associated with many adverse outcomes, 
including loss of function, decreased quality of 
life, and increased mortality. Loss of lean body 
mass may also be an additional consequence. 
Nutrition screening, assessment, and early 
nutrition intervention can reduce these 
complications. "Unintended weight loss (UWL) is 
a decrease in body weight that is not planned or 
desired. It is one criterion used to diagnose 
malnutrition and can have profound 
consequences for older adults. Studies indicate 
that UWL can lead to a decreased ability to fight 
infection, poor wound healing, risk of pressure 
injuries, weakness, and decline in ability to 
function independently. It can be significant or 
severe  ... or slow and insidious (gradual 
unintended weight loss over time). Both types of 
UWL should be addressed. To prevent negative 
clinical outcomes, it is essential that individuals at 
risk for or with UWL are identified. Nutrition 
assessment, intervention, monitoring and 
evaluation can help prevent and/or treat UWL."

Review of The Essential Pocket Guide for Clinical
Nutrition, Third Edition with a copyright date of 
2021, reflected that energy (calorie) requirements 
based on kilocalories per kilogram of body weight 
(kcal/kg) under "Normal" conditions should be 
25-30, under "Mild Stress" conditions 30-35 and 
under "Moderate to Severe Stress" conditions 
35-45.

NJAC 8:39-17.2(c), 17.4(a)(1), 27.1(a), 27.2(a)(e)
F 695 Respiratory/Tracheostomy Care and Suctioning

CFR(s): 483.25(i)
F 695 8/5/22

SS=E
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F 695 Continued From page 66 F 695
including .  

After the completion of the  change 
treatment, LPN#4 utilized paper towels to pick up 
the unopened sterile  bottle, several 
unopened sterile dressings, black marker, and 
tape from the bedside table and transferred them 
to the top of the resident's nightstand drawer, 
where the  supplies were stored. The 
surveyor did not observe LPN#4 performed hand 
hygiene. 

At approximately 12:17 PM, LPN#4 stated that he 
finished the procedure and informed the surveyor 
that he was done with the treatment. The 
surveyor asked LPN#4 if there was anything else 
he needed to do and he responded "no, I'm 
done." The surveyors did not observe LPN#4 
sign the eTAR for the  change. 

On that same date at 12:43 PM, the surveyors 
interviewed LPN#4 in the presence of the survey 
team.  He stated that before performing the 
treatment, the physician's orders should have 
been reviewed.  He acknowledged that he did not 
review the physician's order before performing 
the  change procedure. 
Furthermore, he stated that he should have read 
and reviewed the physician's order before 
performing the treatment to the resident. 

During the interview, he informed the surveyors 
that he realized that there was no physician's 
order for  care and stated, "I thought there 
was an order" for  care. He stated 
that there should have been a physician's order 
for  and stated, "it was overlooked." He 
informed the surveyors that the physician's order 
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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, store and dispose of medications 
in 1 of 4 medication carts and 1 of 2 medication 
refrigerators inspected.
 
This deficient practice was evidenced by the 
following:

On 06/27/22 at 10:10 AM, the surveyor inspected 
the 200-nursing wing medication cart #1 in the 
presence of a Licensed Practical Nurse (LPN#1). 
The surveyor observed an opened Novolog 
insulin (Diabetes) vial that had an opened date of 
5/29/22 and an expiration date of 6/24/22.  At that 
time, the surveyor interviewed LPN #1 who 
acknowledge that the Novolog Insulin was 
expired and should have been removed from the 
medication cart on 6/24/22.

On 06/27/22 at 10:25 AM, the surveyor inspected 
the 100-unit medication room refrigerator in the 
presence of LPN #2.  The surveyor observed an 

 F761 - Label/Store Drugs and Biologicals

1. How the corrective action will be 
accomplished for those residents found to 
have been affected by the practice: 

-Residents receiving insulin, blood 
glucose levels were reviewed from 
6/24-6/27/22 to ensure the efficacy of 
insulin administration from medication 
cart #1 - 200 wing and monitored for ill 
affects of use of insulin after use by date. 
No ill effects noted. 
 

On, 6/27/22, the insulin was immediately 
removed from the 200-hall nursing wing 
medication cart, discarded, and reordered 
from the pharmacy.

-On 6/27/22 the Lorazepam oral solution 
in the 100-unit medication room 
refrigerator was removed and destroyed 
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F 761 Continued From page 84 F 761
"8. Unless otherwise instructed by the  

, when a resident refuses a 
non-unit dose medication or it is not given, or 
receives partial tablet or single dose ampules, or 
it is not given, the medication shall be destroyed, 
and may not be returned to the container."

NJAC: 8:39-29.4 (a) (h) (d)

once opened

Any concerns identified were immediately 
addressed.

3. What measures will be put into place 
or what systemic changes you will make 
to ensure that the practice does not recur:

-By 07/28/22, the Director of Nursing 
educated licensed nurses on the 
components of this regulation with an 
emphasis on: 
" Insulin that has been opened have 
the appropriate open date labeled on the 
insulin container or pen
" Single-dose vials are not being stored 
once opened
" Checking for expired medications and 
discarding those which extend beyond the 
required date per facility protocol 

Newly hired licensed nurses will receive 
education during orientation.  

4. How the corrective action(s) will be 
monitored to ensure the practice will not 
recur, i.e., what quality assurance 
program will be put into place:

-The Director of Nursing /designee will 
conduct a weekly audit x4 weeks and 
then every 2 weeks x2 months to ensure:
" Insulin that has been opened have 
the appropriate open date labeled on the 
insulin container or pen
" Single-dose vials are not being stored 
once opened
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" Expired medications are discarded 
which extend beyond the required date 
per facility protocol 

-The findings of these audits will be 
reported to the QA meeting monthly and 
QAPI quarterly if any deficient practices 
noted in audits.

F 808 Therapeutic Diet Prescribed by Physician
CFR(s): 483.60(e)(1)(2)

§483.60(e) Therapeutic Diets
§483.60(e)(1) Therapeutic diets must be 
prescribed by the attending physician.

§483.60(e)(2)  The attending physician may 
delegate to a registered or licensed dietitian the 
task of prescribing a resident's diet, including a 
therapeutic diet, to the extent allowed by State 
law.
This REQUIREMENT  is not met as evidenced 
by:

F 808 7/26/22
SS=D

 Based on observation, interview, record review 
and review of pertinent facility documents, it was 
determined that the facility failed to ensure foods 
were provided and prepared in a manner 
consistent with physician prescribed 

 for 2 of 20 residents 
(Resident's #72 and #58) observed during a 
lunch meal. 

This deficient practice was evidenced by the 
following:

On 6/21/22 at 12:11 PM, the surveyor observed 
the lunch tray for Resident #72 in the presence of 
a second surveyor. The meal ticket on the tray 
indicated the resident was on a  diet. 

 F808 - Therapeutic Diet Prescribed by 
Physician

1. What corrective action(s) will be 
accomplished for those residents found to 
have been affected by the practice:

-On 6/28/2022 the  was 
reeducated by the Registered Dietician on 
the components of this regulation with an 
emphasis on preparing and serving 
therapeutic diets, to include mechanically 
altered diets, to residents in a manner 
consistent with physician prescribed 
mechanically altered diets.
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F 812 Continued From page 90 F 812
The facility must -

§483.60(i)(1) - Procure food from sources 
approved or considered satisfactory by federal, 
state or local authorities.
(i) This may include food items obtained directly 
from local producers, subject to applicable State 
and local laws or regulations.
(ii) This provision does not prohibit or prevent 
facilities from using produce grown in facility 
gardens, subject to compliance with applicable 
safe growing and food-handling practices.
(iii) This provision does not preclude residents 
from consuming foods not procured by the 
facility.

§483.60(i)(2) - Store, prepare, distribute and 
serve food in accordance with professional 
standards for food service safety.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and review of 
facility policies, it was determined that the facility 
failed to maintain proper kitchen sanitation 
practices and properly store potentially 
hazardous foods in a safe and sanitary 
environment to prevent the development of food 
borne illness.

This deficient practice was observed during 
kitchen tours and was evidenced by the 
following:

On 6/20/22 at 9:27 AM, the surveyor toured the 
kitchen with the ). She 
stated that the Food Service Director (FSD) #1 
was off for the day. 

 F812 Kitchen Sanitation/Procurement of 
Food 

(a) What corrective action(s) will be 
accomplished for those residents found to 
have been affected by the practice:

-On 6/21/22, the handwashing sink near 
the kitchen entrance area to the wall was 
secured.  The handwashing sink was 
cleaned thoroughly of discoloration, 
debris and particles present.  The plastic, 
foil and paper on the floor under the sink 
were immediately discarded on 6/20/22 
and the handwashing sink areas was 
thoroughly mopped for any free-standing 
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The following was observed:

1. The handwashing sink near the kitchen 
entrance area was loose from the wall. The sink 
had a reddish/orange like substance and there 
was an accumulation of a white and black fuzzy 
substance. The area under the sink had an 
accumulation of black and white particles and 
there was an accumulation of still standing water. 
In addition, there were pieces of plastic, foil and 
paper on the floor. The  stated that the floor 
looked like there was a lime substance and 
should have been cleaned. She further stated, 
"obviously could do a little cleaning." In addition, 
the  stated that "I'm not sure how long it was 
not cleaned but need a cleaning."

2. The clear plastic ice scoop was inside a clear 
plastic ice scoop holder which was not covered 
and exposed to the environment. There was an 
accumulation of a black and white substance in 
the tube/water line of the ice machine.

3. The reach in freezer digital thermometer 
located on the outside of the unit read 11 
degrees Fahrenheit (F).  There were two internal 
thermometers, one read 18 degrees F and the 
other 29 degrees F. The  stated, "I don't know 
why the temperature was off." In addition, she 
stated that the temperatures were checked that 
morning and were fine. The  further stated 
that the freezer temperature should be below 0 
degrees F and that there were temperature logs 
that she would show the surveyor.

4. The reach in refrigerator digital thermometer 
located on the outside of the unit read 42 
degrees F.  There were two internal 

water.

-On 6/27/22, the plastic ice scoop holder 
on the ice machine was replaced and the 
tube/water line was cleaned/disinfected of 
any noted discoloration or substances.

-On 6/27/22, the internal thermometers 
for the reach in freezer were discarded 
and replaced with a new and calibrated 
thermometer providing accurate 
temperature readings.

-On 6/27/22, the internal thermometers 
for the reach in refrigerator were 
discarded and replaced with a new and 
calibrated thermometer providing 
accurate temperature readings.

-On 6/21/22, the hood above the cooking 
area with the brownish substance along 
one side was cleaned to remove the 
brownish substance noted.

-On 6/21/22, the glass inserts of the 
double stacked convection oven doors 
were cleaned of any debris or 
discoloration noted.

-On 6/21/22, the sink the storage room 
was repaired of the leaking faucet and the 
brownish/greenish residue in the sink was 
cleaned.

-On 6/20/22, when items were moved in 
the walk-in freezer, the internal 
thermometer was located.  At that time, 
the thermometer was checked for 
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thermometers, one read 20 degrees F and the 
other 32 degrees F.

5. The hood above the cooking area had a 
brownish substance along one side. The  
stated that the kitchen staff cleans the area/hood 
once a week. At that time the surveyor requested 
documented evidence of a cleaning 
accountability system.

6. The glass inserts of the double stacked 
convection oven doors were covered with a 
brown substance which obscured visibility into 
the ovens. Cook #1 stated that the ovens were 
cleaned three months ago. The  stated that 
the brownish substance on both glass doors 
were accumulation of debris and grease. The  
further stated that it should have been cleaned.

7. There was a storage room that the  stated 
held kitchen cleaning materials and supplies. 
There was a sink with a leaking faucet and there 
was a brownish/greenish residue in the sink. The 
bottom of the sink had a heavy buildup of a fuzzy 
black and white substance. There were plastic 
containers and mop heads inside the floor sink 
that also had a buildup of a brownish substance. 
The stated that the faucet sink was probably 
not closed properly, and the  tried to tighten 
the faucet. She stated that, "I think I've gotten it 
worse, it won't turn off." The  stated that the 
room should have been cleaned.

8. The walk-in freezer external thermometer read 
30 degrees F. The  stated that, "I don't know 
why it's reading like that," and she stated that it 
should have been below 0 degrees F. The  
was unable to locate an internal thermometer. 

accuracy of temperature which 
demonstrated a temperature below 0 
degrees Fahrenheit. 

-On 6/20/22, the kimchi was immediately 
discarded, and the ceiling fan was 
cleaned of any debris.

-On 6/20/22, the cans of mixed 
vegetables in the box stored on the floor 
in storage room were removed from the 
case, dated, placed appropriately on the 
shelves off the floor.

-On 6/28/22, the emergency water supply 
area was thoroughly cleaned, supplies 
reviewed for cleanliness and placed on an 
elevated surface.

-On 6/27/22, the internal thermometers 
for the walk-in refrigerator were discarded 
and replaced with a new and calibrated 
thermometer providing accurate 
temperature readings.

-On 6/27/22, the unpasteurized eggs and 
produce stored below were immediately 
discarded.

-On 6/27/22, the dented cans were 
removed from the other stored cans and 
placed in a specific and labeled area for 
return to ensure they were not in use.

(b) How you will identify other residents 
having potential to be affected by the 
same practice and what corrective action 
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The  provided the surveyor with copies of the 
kitchens "Daily Freezer/Refrigerator Temperature 
Log's" for the month of June 2022.  It revealed 
that there were no temperatures recorded the 
mornings of June 9th, 16th and 20th for the 
following units: "cook fridge," "cook freezer," "ice 
cream," "beverage fridge," "walk-in fridge," and 
"walk-in freezer."

12. At 10:51 AM, the surveyor toured with the 
 to view the emergency water supply. There 

were crates of water that were stored directly on 
the floor with a heavy build up of a fuzzy 
grayish/brownish substance.

On 6/21/22 at 11:08 AM, in the presence of two 
surveyors, the  stated that when she 
started working at the facility in , she 
found that the kitchen was not clean and the 
previous FSD #2 was not competent. She stated 
that a new FSD #1 started  

. She stated that he had worked on the 
weekend and then resigned on  without 
notice. The  acknowledged that there was 
no accountability system in place for kitchen 
sanitation. In addition, she stated that the  
would be overseeing the kitchen until the facility 
was able to replace the  position.

On 6/27/22 at 9:34 AM, two surveyors conducted 
a second kitchen tour with the  and an interim 

.  

The following was observed:

13. The clear plastic ice scoop was inside a clear 
plastic ice scoop holder which was not covered 
and exposed to the environment. The interim 

Any areas of concern identified were 
immediately addressed.

(c) What measures will be put into place 
or what systematic changes you will make 
to ensure that the practice does not recur:

-By 7/18/22, the Administrator/designee 
re-educated the food services staff on the 
components of this regulation with 
emphasis on kitchen sanitation and 
storage of food products to include:
1. Walk-in refrigerators, walk-in freezers, 
reach-in refrigerators and reach-in 
freezers have internal thermometers in 
place that demonstrate accurate 
temperatures.
2. Handwashing sink and storage room 
sink are in good repair and free of debris 
and discoloration indicative of lack of 
cleaning.
3. The ice scoop holder is cleanly and 
properly covered and the water tubing is 
free of discoloration indicative of lack of 
cleaning/disinfection.
4. The hood above the cooking area 
along the side is free of debris and 
discoloration indicative of lack of cleaning.
5. The glass inverts in the convection 
oven are free of debris and discoloration 
indicative of lack of cleaning.
6. Ceiling fans are free of debris or build 
up.
7. Food products, emergency water 
supply or boxes are not stored directly on 
the floor.
8. Eggs are appropriately stored in the 
refrigeration areas to ensure items below 
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 acknowledged that the scoop was exposed 

and showed the surveyors there was an attached 
cover to the scoop holder but was not properly 
placed. He stated that the ice scoop should have 
been covered.

14. The reach-in freezer external digital 
thermometer read 19 degrees F and the internal 
thermometer read 18 degrees F. Both the interim 

and the  stated that the temperature 
should have been below 0 degrees F. They also 
both stated that the unit had been opened. The 
surveyors requested that the unit remain closed 
for a bit to recheck. The  announced to the 
kitchen employees not to open the unit.

15. The reach-in refrigerator external digital 
thermometer read 47 degrees F and the internal 
thermometer read 41 degrees F. The surveyors 
requested that the unit remain closed for a bit to 
recheck. The  announced to the kitchen 
employees not to open the unit.

16. The walk-in refrigerator external thermometer 
read 41 degrees F and there were three internal 
thermometers. One read 30 degrees F, the 
second 32 degrees F, and the third read 40 
degrees F. Both the  and the interim  
stated that staff should use the internal 
thermometers to monitor and record 
temperatures but could not speak to how the staff 
would know which internal thermometer to use. 

17. In the walk-in refrigerator, there were two 
plastic containers of store bought raw 
(unpasteurized) eggs stored on the third shelf 
directly above fresh produce. There was one full 
container with 30 raw eggs and the second had 

them cannot be contaminated.
9. Dented cans are not in circulation 
with other canned products, but rather 
placed in a specified area for return or are 
discarded.

-Newly hired food services staff will be 
educated on these components during 
orientation.

-During daily temperature checks, the 
food services staff will not utilize the 
external temperature of the walk-in or 
reach-in refrigerators or freezers but will 
only utilize the singular internal 
thermometer for accuracy of temperature 
documentation.

(d) How the corrective action(s) will be 
monitored to ensure the practice will not 
recur, i.e., what quality assurance 
program will be put into place:

-The Administrator/designee will conduct 
an audit three times weekly X 4 weeks 
and then weekly X 2 months of kitchen 
sanitation and food storage to include:
1. Walk-in refrigerators, walk-in freezers, 
reach-in refrigerators and reach-in 
freezers have internal thermometers in 
place that demonstrate accurate 
temperatures.
2. Handwashing sink and storage room 
sink are in good repair and free of debris 
and discoloration indicative of lack of 
cleaning.
3. The ice scoop holder is cleanly and 
properly covered and the water tubing is 
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10 raw eggs. The  and the interim  
confirmed the raw eggs were not pasteurized. 
They both also acknowledged that raw eggs 
should be stored on a bottom shelf. The  
stated that the raw eggs should have been stored 
on the bottom shelf to "prevent contamination."

18. The  acknowledged that after "10 minutes" 
the temperature of the reach-in freezer had not 
gone down and that the reach-in refrigerator 
temperatures went up. The reach-in freezers 
external digital temperature of the reach-in 
freezer read 19 degrees F and the internal 
thermometer read 20 degrees. The reach-in 
refrigerators external digital thermometer read 48 
degrees F and then went up to 50 without 
opening the unit, and the internal thermometers 
read 39 degrees. The  

 joined the tour. He stated that 
the staff never use the external temperatures for 
monitoring and that the unit had been opened for 
use. At that time, the  and interim  
acknowledged and confirmed that it had not been 
opened and could not speak to why the 
temperatures of the freezer thermometers were 
reading above 0 degrees F. The  the interim 

 stated that when a piece of 
equipment was not working that their facility 
process was to notify maintenance and log the 
concern in a maintenance log. They could not 
provide documented evidence that this was 
logged or that maintenance had been notified. In 
addition, they could not speak to why the process 
of monitoring and recording refrigerator and 
freezer temperatures using an internal 
thermometer was not indicated on the facility 
policy they provided.
  

free of discoloration indicative of lack of 
cleaning/disinfection.
4. The hood above the cooking area 
along the side is free of debris and 
discoloration indicative of lack of cleaning.
5. The glass inverts in the convection 
oven are free of debris and discoloration 
indicative of lack of cleaning.
6. Ceiling fans are free of debris or build 
up.
7. Food products, emergency water 
supply or boxes are not stored directly on 
the floor.
8. Eggs are appropriately stored in the 
refrigeration areas to ensure items below 
them cannot be contaminated.
9. Dented cans are not in circulation 
with other canned products, but rather 
placed in a specified area for return or are 
discarded.

-Findings of these audits will be reviewed 
in the monthly QA meeting x 90 days
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F 812 Continued From page 100 F 812
handling or cross contamination of ice.

A review of the facility policy "Cleaning Ice 
Scoops and Storage" dated 5/18/22, reflected 
that the ice scoop would be stored beside or on 
top of the ice machine and would have a lid.

A review of the facility policy "Dented Cans" 
dated 5/18/22, reflected that dented cans should 
be stored in a designated area for dented cans in 
the storeroom.

NJAC 8:39-17.2(g)
F 880 Infection Prevention & Control

CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control
The facility must establish and maintain an 
infection prevention and control program 
designed to provide a safe, sanitary and 
comfortable environment and to help prevent the 
development and transmission of communicable 
diseases and infections.

§483.80(a) Infection prevention and control 
program. 
The facility must establish an infection prevention 
and control program (IPCP) that must include, at 
a minimum, the following elements: 

§483.80(a)(1) A system for preventing, 
identifying, reporting, investigating, and 
controlling infections and communicable 
diseases for all residents, staff, volunteers, 
visitors, and other individuals providing services 
under a contractual arrangement based upon the 
facility assessment conducted according to 

F 880 7/28/22
SS=D
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F 880 Continued From page 101 F 880
§483.70(e) and following accepted national 
standards;

§483.80(a)(2) Written standards, policies, and 
procedures for the program, which must include, 
but are not limited to:
(i) A system of surveillance designed to identify 
possible communicable diseases or 
infections before they can spread to other 
persons in the facility;
(ii) When and to whom possible incidents of 
communicable disease or infections should be 
reported;
(iii) Standard and transmission-based 
precautions to be followed to prevent spread of 
infections;
(iv)When and how isolation should be used for a 
resident; including but not limited to:
(A) The type and duration of the isolation, 
depending upon the infectious agent or organism 
involved, and 
(B) A requirement that the isolation should be the 
least restrictive possible for the resident under 
the circumstances.  
(v) The circumstances under which the facility 
must prohibit employees with a communicable 
disease or infected skin lesions from direct 
contact with residents or their food, if direct 
contact will transmit the disease; and
(vi)The hand hygiene procedures to be followed 
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents 
identified under the facility's IPCP and the 
corrective actions taken by the facility. 

§483.80(e) Linens.  
Personnel must handle, store, process, and 
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F 880 Continued From page 102 F 880
transport linens so as to prevent the spread of 
infection.  

§483.80(f) Annual review.  
The facility will conduct an annual review of its 
IPCP and update their program, as necessary.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and record 
review, and review of pertinent facility 
documents, it was determined that the facility 
failed to ensure personal protective equipment 
(PPE) was removed in accordance with 
nationally accepted guidelines for infection 
prevention and control. This deficient practice 
was identified for 1 of 5 staff members observed 
donning and doffing.

The evidence was as follows:

According to the U.S. Centers for Disease 
Control and Prevention (CDC) guidelines, Interim 
Infection Prevention and Control 
Recommendations for Healthcare Personnel 
During the During the Coronavirus Disease 2019 
(COVID-19) Pandemic updated 2/2/2022 
included, "HCP [Healthcare Personnel] must 
receive training on and demonstrate an 
understanding of when to use PPE, what PPE is 
necessary, how to properly don (put on), use and 
doff (remove) PPE in a manner to prevent 
self-contamination, how to properly dispose of or 
disinfect and maintain PPE, limitations of PPE." It 
further included that HCP should perform hand 
hygiene before putting on and removing PPE, 
including gloves. Hand hygiene after removing 
PPE is particularly important to remove any 
pathogens that might have been transferred to 

 F880 Infection Prevention and Control

1. What corrective action(s) will be 
accomplished for those residents found to 
have been affected by the practice:

-On 6/28/22, the  
was re-educated on infection control 
practices with emphasis on 
transmission-based precaution and 
proper use of PPE by the Assistant 
Director of Nursing.

-By 7/28/2022, the Infection Preventionist 
and Director of Nursing completed an 
observational audit of facility staff 
members when entering and exiting 
resident rooms requiring isolation 
precautions to ensure appropriate 
donning and doffing of PPE and hand 
hygiene techniques to identify other 
residents having the potential to be 
affected.

2. How you will identify other residents 
having potential to be affected by the 
same practice and what corrective action 
will be taken:

-By 7/27/2022, a Root Cause Analysis 
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4. How the facility will monitor its 
corrective actions to ensure that the 
deficient practice will not recur, i.e., what 
quality assurance program will be put into 
place.

-The Infection Preventionist or Director of 
Nursing/ designee and other nursing 
leadership will conduct an observational 
audit 3x a week X 4 weeks then weekly X 
4 months of facility staff to ensure 
infection control techniques are 
maintained with emphasis on appropriate 
hand hygiene and donning and doffing of 
PPE when entering and exiting resident 
rooms requiring isolation precautions.

-Findings of these audits will be reviewed 
in the QA meetings monthly x 90 days.
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 S 000 Initial Comments  S 000

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.

 

 S 560 8:39-5.1(a) Mandatory Access to Care

(a) The facility shall comply with applicable 
Federal, State, and local laws, rules, and 
regulations.

This REQUIREMENT  is not met as evidenced 
by:

 S 560 8/2/22

Based on interviews and review of pertinent 
facility documentation, it was determined that the 
facility failed to maintain the required minimum 
direct care staff to resident ratios for the day 
shifts and the overnight shifts as mandated by 
the state of New Jersey. This was evidenced for 
9 of 14 day shifts and 7 of 14 overnight shifts 
reviewed.

Findings include:

Reference: New Jersey Department of Health 
(DOH) 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 

S560 Mandatory Access to Care

1.  What corrective action(s) will be 
accomplished for those residents found to 
have been affected by the practice:

-There was no negative outcome to 
residents the shifts identified as not 
meeting the NJ staffing requirements 
during the 06/09/22 on the day shift, 
06/10/22 on the day shift, 06/11/22 on the 
day shift, 06/12/22 on the day shift, 
06/12/22 on the overnight shift,06/13/22 
on the day shift, 06/13/22 on the overnight 
shift,06/14/22 on the day shift 06/14/22 on 
the overnight shift, 06/15/22 on the day 

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

07/28/22Electronically Signed
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 S 560Continued From page 1 S 560

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 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 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.

A review of the "Nursing Staffing Report" 
completed by the facility for the weeks of 6/5/22 
through 6/11/22 and 6/12/22 through 6/18/22, 
revealed the staffing to residents' ratios did not 
meet the minimum requirement of one CNA to 
eight residents for the day shift and one CNA to 
14 residents for the overnight shift as 
documented below:

-06/09/22 had 11 CNAs for 95 residents on the 
day shift, required 12 CNAs.
-06/10/22 had 11 CNAs for 94 residents on the 
day shift, required 12 CNAs.
-06/11/22 had 10 CNAs for 94 residents on the 
day shift, required 12 CNAs.
-06/12/22 had 11 CNAs for 94 residents on the 
day shift, required 12 CNAs.
-06/12/22 had 6 total staff for 94 residents on the 

shift, 06/15/22 on the overnight shift, 
06/16/22, on the day shift, 06/16/22, on 
the overnight shift, 06/17/22, on the day 
shift,06/17/22 on the overnight shift, and 
06/18/22 on the overnight shift. 

-7/19/2022, the facility Staffing 
Coordinator was reeducated by the 
Licensed Nursing Home Administrator 
(LNHA) on the components of this 
regulation with an emphasis on CNA to 
resident ratios. 

2.   How you will identify other residents 
having potential to be affected by the 
same practice and what corrective action 
will be taken:

-All residents have potential to be affected 
by this deficient practice. 

3.  What measures will be put into place 
or what systemic changes you will make 
to ensure that the practice does not recur:

To increase CNA staffing:
" Jobs posted on internet job boards 
and purchase the add to be elevated. 
" Professional recruiters actively 
recruiting.
" Provided incentive bonuses for staff 
who refer CNA's
" Contacted local schools to recruit new 
graduates
"       Scheduled Job Fair
"       Pay for staff housing
"       Utilize agency staff
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 S 560Continued From page 2 S 560

overnight shift, required 7 total staff.
-06/13/22 had 10 CNAs for 94 residents on the 
day shift, required 12 CNAs.
-06/13/22 had 6 total staff for 94 residents on the 
overnight shift, required 7 total staff.
-06/14/22 had 11 CNAs for 94 residents on the 
day shift, required 12 CNAs.
-06/14/22 had 6 total staff for 94 residents on the 
overnight shift, required 7 total staff.
-06/15/22 had 11 CNAs for 94 residents on the 
day shift, required 12 CNAs.
-06/15/22 had 6 total staff for 94 residents on the 
overnight shift, required 7 total staff.
-06/16/22 had 10 CNAs for 94 residents on the 
day shift, required 12 CNAs.
-06/16/22 had 6 total staff for 94 residents on the 
overnight shift, required 7 total staff.
-06/17/22 had 11 CNAs for 98 residents on the 
day shift, required 12 CNAs.
-06/17/22 had 6 total staff for 98 residents on the 
overnight shift, required 7 total staff.
-06/18/22 had 6 total staff for 98 residents on the 
overnight shift, required 7 total staff.

On 6/29/22 at 10:06 AM, the surveyor 
interviewed the staffing coordinator who 
acknowledged the new minimum staffing 
requirements for nursing homes. She further 
stated, "I try to put seven to eight CNAs on the 
200 unit for 7-3 and 3-11 shifts. The 100 unit is 
census driven. I try to put four to five CNAs. We 
are trying to hire CNAs. I go on indeed. The sign 
is out there. We have our recruiter who sends us 
resumes. I hire on the spot. We try everything to 
get people in. Yes, I am aware that we are short 
staffed."

"       Pay for transportation
"       Contracted bus company to assist 
with transportation
"       Contacted Hunterdon County 
Transportation Authority to add a public 
bus stop

4.   How the corrective action(s) will be 
monitored to ensure the practice will not 
recur, i.e., what quality assurance 
program will be put into place:

-The Licensed Nursing Home 
Administrator/designee will conduct an 
audit 3 times a week for 4 weeks and then 
weekly x2 months of the staffing schedule.

-The findings of these audits will be 
reported to the monthly QA meeting x 3 
months. 
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E 000 Initial Comments E 000

 This facility is in substantial compliance with 
Appendix Z-Emergency Preparedness for All 
Provider and Supplier Types Interpretive 
Guidance 483.73, Requirements for Long Term 
Care (LTC) Facilities.

 

K 000 INITIAL COMMENTS K 000

 A Life Safety Code Survey was conducted by the 
New Jersey Department of Health, Health Facility 
Survey and Field Operations on 6/22/22 and 
6/23/22, 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

The facility is a 1-story building that was built in 
the 80's and it is composed of Type II protected. 
The facility is divided into 7- smoke zones. The 
generator does approximately 70% of the 
building. This facility has wells that feed the water 
and fire sprinkler system, from electric pumps 
located in the ground, this facility also has a 
septic system. The facility was certified on 
12/1/1997. The building is designed to have a 
center operations wing and 100's wing (left) and 
200's wing (right). The building has a partial 
basement.

The facility utilized 1135 waivers allowing for 
regulatory flexibilities during the Public Health 
Emergency for routine inspection, testing and 
maintenance requirements beginning January 
31, 2020. The flexibilities did not extend to the 
following items: fire pump weekly/monthly testing, 
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K 211 Continued From page 3 K 211
include the verification and compliance to 
this standard.  Fire Door Assemblies will 
be inspected annually using a fire door 
inspection audit tool.  

4. How the corrective action(s) will be 
monitored to ensure the practice will not 
recur, i.e., what quality assurance 
program will be put into place:

-Administrator/designee to monitor at 
random times, means of egress daily x 7 
days, weekly x4 and monthly x4 with 
findings reported monthly to QA team for 
review for 90 days. If needed will report to 
quarterly QAPI based on findings.

K 222 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  
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 

K 222 7/2/22
SS=F
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K 222 Continued From page 4 K 222
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 sprinkler system. 
18.2.2.2.4, 19.2.2.2.4
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K 225 Continued From page 8 K 225

-On 6/23/2022  was 
re-educated as to the required 
components of this tag by the 
Administrator. 

-On 6/23/2022 The Facility Maintenance 
Rounds Monthly Checklist was modified 
to include the verification and compliance 
to this standard.  Any adjustments 
identified will be addressed immediately. 
Any issues will be brought to the attention 
of the Licensed Nursing Home 
Administrator for review and purchase of 
new materials as needed. 

4. How the corrective action(s) will be 
monitored to ensure the practice will not 
recur, i.e., what quality assurance 
program will be put into place:

-The Maintenance Director/designee will 
audit the basement stairwell monthly x 90 
days to ensure the marking stripes on 
each step, floor landing and handrails are 
in place. The findings will be reported to 
the QA committee on a monthly basis x 3 
months.

K 227 Ramps and Other Exits
CFR(s): NFPA 101

Ramps and Other Exits
Ramps, exit passageways, fire and slide 
escapes, alternating tread devices, and areas of 
refuge are in accordance with the provisions 
7.2.5 through 7.2.12.
18.2.2.6 to 18.2.2.10 or 19.2.2.6 to 19.2.2.10

K 227 9/1/22
SS=F
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K 227 Continued From page 10 K 227
of the ramp

19.2.3 Capacity of Means of Egress 19.2.3.4* 

7.2.5.3 Ramp Details: 7.2.5.3.2 Landings (1) 
through (7)

7.2.5.3.3 Drop-Offs

The facility's  was informed of the 
above finding during the Life Safety Code survey 
exit conference on 6/27/22.

 NJAC 8:39-31.1(c)

-An outside vendor will install 
additional guard rail systems in the month 
of August. 

3. What measures will be put into place 
or what systematic changes you will make 
to ensure that the practice does not recur:

-On 6/23/2022  was 
re-educated as to the required 
components of this tag by the 
Administrator. 

-On 6/23/2022 The Facility Maintenance 
Rounds Checklist was modified to include 
the verification and compliance to this 
standard.  Any adjustments identified will 
be addressed immediately.

4. How the corrective action(s) will be 
monitored to ensure the practice will not 
recur, i.e., what quality assurance 
program will be put into place:

-The Maintenance Director/designee will 
audit guard rail systems once installed 
monthly x 90 days to ensure the guard 
railing are intact and functional. The 
findings will be reported to the QA 
committee on a monthly basis x 3 
months.

K 321 Hazardous Areas - Enclosure
CFR(s): NFPA 101

Hazardous Areas - Enclosure 
Hazardous areas are protected by a fire barrier 
having 1-hour fire resistance rating (with 3/4 hour 
fire rated doors) or an automatic fire 

K 321 7/5/22
SS=F
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K 321 Continued From page 13 K 321
the personals room to ensure compliance. 

-By 6/25/2022, the Administrator, and 
Maintenance Director reviewed the 
components of this regulation with 
emphasis on ensuring that no items 
should be stored in the resident personals 
room.

-By 07/05/2022, the Administrator, and 
Maintenance Director reviewed the 
components of this regulation with 
emphasis on ensuring the required doors 
automatically latch and that automatic 
door closers remain in good repair and 
function.

4. How the corrective action(s) will be 
monitored to ensure the practice will not 
recur, i.e., what quality assurance 
program will be put into place:

The Maintenance Director / designee will 
inspect the resident personals room to 
ensure it is free of boxes each month x 90 
days. The findings will be reported to the 
QA committee on a monthly basis and 
QAPI committee quarterly to ensure 
compliance. 

The Maintenance Director / designee will 
inspect the self-closing latch on the 
basement fire sprinkler / shutoff valve 
room door to ensure it is in good working 
order, each month x 90 days. The 
findings will be reported to the QA 
committee on a monthly basis and QAPI 
committee quarterly to ensure 
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K 321 Continued From page 14 K 321
compliance.

K 347 Smoke Detection
CFR(s): NFPA 101

Smoke Detection
2012 EXISTING
Smoke detection systems are provided in spaces 
open to corridors as required by 19.3.6.1.
19.3.4.5.2
This REQUIREMENT  is not met as evidenced 
by:

K 347 7/2/22
SS=F

 Based on observation, interview, and 
documentation review on 6/22/22, it was 
determined that the facility failed to ensure that 
there was a testing, maintenance, and battery 
replacement program to ensure proper operation 
of the battery operated smoke detectors.

This deficient practice was evidenced for 20 of 20 
observed smoke detectors and evidenced by the 
following:   

A tour of the facility, at 11:15 a.m., revealed that 
the facility resident rooms were provided with 
battery operated smoke detectors. 

A review of the facility's preventative 
maintenance logs did not indicate that there was 
a preventative maintenance program for the 
testing of the detectors or for battery 
replacement.

In an interview, at 11:55 a.m., the facility's 
stated that there was no 

preventative maintenance program for testing the 
battery operated smoke detectors in resident 
rooms and could not provide any documentation 
on the year of installation. He stated that he 

 K347 Smoke Detection 

1. What corrective action(s) will be 
accomplished for those residents found to 
have been affected by the practice:

On 6/23/2022 the Maintenance Director 
immediately changed all battery-operated 
smoke detectors with a 10-year life 
battery and tested all smoke detectors 
and 

2. How you will identify other residents 
having potential to be affected by the 
same practice and what corrective action 
will be taken:

-All residents have the potential to be 
affected by the deficient practices

-On 6/23/2022 the Maintenance Director 
audited and tested all battery-operated 
smoke detectors to ensure that they were 
operational.  

3. What measures will be put into place 
or what systematic changes you will make 
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K 347 Continued From page 15 K 347
tested the alarms by pushing the test button 
periodically and replaced the batteries when the 
alarms indicated low battery, but he did not 
record any information on a log.

This deficient practice would not ensure the 
proper operation of these devices and would not 
ensure that staff was signaled of a smoke 
condition prior to the smoke entering the exit 
corridor where permanently wired smoke 
detectors were located.

The  was informed of the findings at 
the Life Safety Code exit conference on 6/27/22. 

NJAC 8:39-31.2(e)  
NFPA 101 Life Safety Code 2012 edition 
19.3.6.1, 19.3.4.5.2

to ensure that the practice does not recur:

-6/23/2022, the facility  
 was re-educated by the 

Administrator on the components of this 
regulation with emphasis on ensuring 
smoke detectors are tested per 
regulation, if found to be in need repair, 
that they are repaired/replaced, and 
documentation is maintained to 
demonstrate completion of testing and 
corrective actions taken.

-The facility implemented a monthly 
preventative maintenance log system for 
the Fire Alarm System/smoke detector 
testing and subsequent corrective 
actions.

4. How the corrective action(s) will be 
monitored to ensure the practice will not 
recur, i.e., what quality assurance 
program will be put into place:

-Maintenance Director will present the 
logs to the Licensed Nursing Home 
Administrator for review monthly and the 
findings will be presented at the monthly 
QA meeting x 90 days.

K 351 Sprinkler System - Installation
CFR(s): NFPA 101

Spinkler System - Installation
2012 EXISTING
Nursing homes, and hospitals where required by 
construction type, are protected throughout by an 
approved automatic sprinkler system in 
accordance with NFPA 13, Standard for the 

K 351 9/12/22
SS=E
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K 351 Continued From page 17 K 351

The  was informed of the 
observation at the life Safety Code exit 
conference on 6/27/22.

NJAC 8:39-31.2(e)
NFPA 13, 25

affected by the same deficient practice.

-All residents have the potential to be 
affected by this deficient practice. 

3. What measures will be put into place 
or what systemic changes will be made to 
ensure that the deficient practice will not 
recur.

-On 6/22/2022, the administrator 
re-educated the  on 
the components of this regulation with an 
emphasis on automatic sprinkler systems 
on outside combustible overhangs.

4. How the facility will monitor its 
corrective actions to ensure that the 
deficient practice will not recur, i.e., what 
quality assurance program will be put into 
place

-Sprinkler service provider to monitor 
exterior sprinklers every 6 months x2 to 
assure it is in working order, with findings 
reported to the administrator/designee. 
Administrator/designee will report it to 
monthly to QA meeting for review and 
action as needed.

K 363 Corridor - Doors
CFR(s): NFPA 101

Corridor - Doors 
Doors protecting corridor openings in other than 
required enclosures of vertical openings, exits, or 
hazardous areas resist the passage of smoke 
and are made of 1 3/4 inch solid-bonded core 
wood or other material capable of resisting fire for 

K 363 7/2/22
SS=E
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K 363 Continued From page 18 K 363
at least 20 minutes. Doors in fully sprinklered 
smoke compartments are only required to resist 
the passage of smoke. Corridor doors and doors 
to rooms containing flammable or combustible 
materials have positive latching hardware. Roller 
latches are prohibited by CMS regulation. These 
requirements do not apply to auxiliary spaces 
that do not contain flammable or combustible 
material.
Clearance between bottom of door and floor 
covering is not exceeding 1 inch. Powered doors 
complying with 7.2.1.9 are permissible if provided 
with a device capable of keeping the door closed 
when a force of 5 lbf is applied.  There is no 
impediment to the closing of the doors. Hold 
open devices that release when the door is 
pushed or pulled are permitted. Nonrated 
protective plates of unlimited height are 
permitted. Dutch doors meeting 19.3.6.3.6 are 
permitted. Door frames shall be labeled and 
made of steel or other materials in compliance 
with 8.3, unless the smoke compartment is 
sprinklered. Fixed fire window assemblies are 
allowed per 8.3. In sprinklered compartments 
there are no restrictions in area or fire resistance 
of glass or frames in window assemblies.

19.3.6.3, 42 CFR Parts 403, 418, 460, 482, 483, 
and 485 
Show in REMARKS details of doors such as fire 
protection ratings, automatics closing devices, 
etc.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation and interview on 6/27/22, 
it was determined that the facility failed to ensure 
that corridor doors were able to resist the 
passage of smoke in accordance with the 

 K363 Corridor Doors

1. What corrective action(s) will be 
accomplished for those residents found to 
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K 363 Continued From page 19 K 363
requirements of NFPA 101, 2012 LSC Edition, 
Section 19.3.6, 19.3.6.3, 19.3.6.3.1 and 19.3.6.5. 
This deficient practice of not ensuring that room 
doors will close and latch restricts the ability of 
the facility to properly confine fire and smoke 
products and to properly defend occupants in 
place. 

This deficient practice was identified in six (6) of 
50 resident room doors observed and was 
evidenced by the following: 

The following resident room doors, when closed 
left a gap at the top of the room door 
approximately 1/4 to 1/2 inch, due to a 
malfunction in the door hardware installation: 
124, 123, 206, 226, 231.

Resident room door 226 would stick in the door 
frame.

An interview was conducted with the 
 at the time of the 

observations who confirmed the above findings.

The  was informed of the finding at 
the Life Safety Code exit conference on 6/27/22.

NJAC 8:39-31.1(c), 31.2(e)
NFPA 101, 2012 LSC Edition, Section 19.3.6, 
19.3.6.3, 19.3.6.3.1 and 19.3.6.5.

have been affected by the practice:

-On 6/28/2022 all resident room doors 
were checked to ensure that they 
automatically latched to the door frame.  6 
resident room doors were repaired to 
ensure they automatically latched to the 
door frame.

2. How you will identify other residents 
having potential to be affected by the 
same practice and what corrective action 
will be taken:

-All residents have the potential to be 
affected by the deficient practices.

-By 6/28/2022, the Maintenance Director 
and conducted an audit of facility resident 
doors to ensure that resident doors close 
into the frame and are automatically 
latched to their door frame.  

3. What measures will be put into place 
or what systematic changes you will make 
to ensure that the practice does not recur:

-By 06/28/2022, the Administrator 
educated the facility leadership staff on 
the components of this regulation with 
emphasis on ensuring that corridor doors 
close into the frame and are automatically 
latched to their door frame without 
obstruction.

-The facility implemented a monthly 
preventative maintenance system for the 
resident door testing and subsequent 
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K 363 Continued From page 20 K 363
corrective actions.

4. How the corrective action(s) will be 
monitored to ensure the practice will not 
recur, i.e., what quality assurance 
program will be put into place:

-Administrator/Designee will review 
preventative maintenance logs monthly 
and monitor for compliance. The findings 
will be reported by Maintenance Director 
at the monthly QAPI Committee meeting x
90 days.

K 374 Subdivision of Building Spaces - Smoke Barrie
CFR(s): NFPA 101

Subdivision of Building Spaces - Smoke Barrier 
Doors
2012 EXISTING
Doors in smoke barriers are 1-3/4-inch thick solid 
bonded wood-core doors or of construction that 
resists fire for 20 minutes. Nonrated protective 
plates of unlimited height are permitted. Doors 
are permitted to have fixed fire window 
assemblies per 8.5. Doors are self-closing or 
automatic-closing, do not require latching, and 
are not required to swing in the direction of 
egress travel. Door opening provides a minimum 
clear width of 32 inches for swinging or horizontal 
doors. 
19.3.7.6, 19.3.7.8, 19.3.7.9
This REQUIREMENT  is not met as evidenced 
by:

K 374 9/20/22
SS=F

 Based on observations on 6/22/22 and 6/27/22, 
it was determined that the facility failed to 
maintain smoke barrier doors to resist the 
transfer of smoke when completely closed for fire 
protection. This deficient practice was identified 

 K374 Subdivision of Building Space 
-Smoke Barrier 

1. What corrective action(s) will be 
accomplished for those residents found to 
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K 374 Continued From page 23 K 374
The surveyor informed the  of the 
findings at the Life Safety Code survey exit on 
6/27/22.

NFPA 101- 2012 edition Life Safety Code 
19.3.7.6, 19.3.7.8, 19.3.7.9
NJAC 8:39-31.1(c), 31.2(e)

K 521 HVAC
CFR(s): NFPA 101

HVAC
Heating, ventilation, and air conditioning shall 
comply with 9.2 and shall be installed in 
accordance with the manufacturer's 
specifications. 
18.5.2.1, 19.5.2.1, 9.2

This REQUIREMENT  is not met as evidenced 
by:

K 521 7/9/22
SS=E

 Based on observation and interview on 6/22/22, 
it was determined that the facility failed to ensure 
resident bathroom ventilation systems for eight 
(8) of 40 units were adequately maintained, in 
accordance with the National Fire Protection 
Association (NFPA) 90 A, B. 

This deficient practice was evidenced by the 
following:

The surveyor, in the presence of another 
surveyor,  

observed that the ventilation in the 
following resident room bathrooms did not 
function: 101, 102, 103, 104, 105, 106, 107, 113, 
and 114.

 K521 - HVAC 

1. How the corrective action will be 
accomplished for those residents found to 
have been affected by the practice: 

-On 6/23/2022 the Maintenance Director 
reconnected the vent in room 107, 113, 
and 114.

-On 06/30/2022 the Maintenance Director 
replaced the ventilation unit that provides 
ventilation for rooms 
101,102,103,104,105, and 106. 

2. How the facility will identify other 
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K 521 Continued From page 24 K 521

The surveyor requested that the  
 confirm if the units were functioning by 

placing a piece of single-ply toilet tissue paper 
across the ceiling grills to confirm ventilation. 
When tested, the tissue did not hold in place. The 
resident bathrooms were not provided with a 
window and required reliance on mechanical 
ventilation. 

At that time, the surveyor interviewed the 
maintenance staff member and  

, who confirmed that the 
exhaust vents in the above resident room 
bathrooms were not functioning when tested.

The was informed of the findings at 
the Life Safety Code exit conference on 6/27/22.

NFPA 90 A
NFPA 101-2012 -19.5.2.1 section 9.2.2
NFPA 101-2012- 19.5.2.1 Chapter 9.1 Utilities 
9.2.1
NJAC 8:39-31.2(e)

residents having the potential to be 
affected by the same deficient practice.

-On 6/23/22 Administrator and 
Maintenance Director checked all rooms 
requiring ventilation and identified two 
vents that needed repair. Repairs were 
completed immediately.

3. What measures will be put into place 
or what systemic changes will be made to 
ensure that the deficient practice will not 
recur.

-On 6/22/2022 The Administrator 
re-educated the  
on the components of this regulation with 
emphasis on ensuring exhaust ventilation 
is in working order. 

4. How the facility will monitor its 
corrective actions to ensure that the 
deficient practice will not recur, i.e., what 
quality assurance program will be put into 
place.

-Maintenance Director/designee to 
monitor at random times, ventilation vents 
daily x 7 days, weekly x4 and monthly x4 
with findings reported monthly to QA team 
for review and action as needed.

K 911 Electrical Systems - Other
CFR(s): NFPA 101

Electrical Systems - Other
List in the REMARKS section any NFPA 99 
Chapter 6 Electrical Systems requirements that 

K 911 7/2/22
SS=E
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K 916 Continued From page 28 K 916
months.

K 918 Electrical Systems - Essential Electric Syste
CFR(s): NFPA 101

Electrical Systems - Essential Electric System 
Maintenance and Testing
 The generator or other alternate power source 
and associated equipment is capable of 
supplying service within 10 seconds. If the 
10-second criterion is not met during the monthly 
test, a process shall be provided to annually 
confirm this capability for the life safety and 
critical branches. Maintenance and testing of the 
generator and transfer switches are performed in 
accordance with NFPA 110. 
Generator sets are inspected weekly, exercised 
under load 30 minutes 12 times a year in 20-40 
day intervals, and exercised once every 36 
months for 4 continuous hours. Scheduled test 
under load conditions include a complete 
simulated cold start and automatic or manual 
transfer of all EES loads, and are conducted by 
competent personnel. Maintenance and testing of 
stored energy power sources (Type 3 EES) are in 
accordance with NFPA 111. Main and feeder 
circuit breakers are inspected annually, and a 
program for periodically exercising the 
components is established according to 
manufacturer requirements. Written records of 
maintenance and testing are maintained and 
readily available. EES electrical panels and 
circuits are marked, readily identifiable, and 
separate from normal power circuits. Minimizing 
the possibility of damage of the emergency 
power source is a design consideration for new 
installations. 
6.4.4, 6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA 
111, 700.10 (NFPA 70)

K 918 8/8/22
SS=F
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K 921 Continued From page 31 K 921
CFR(s): NFPA 101

Electrical Equipment - Testing and Maintenance 
Requirements
The physical integrity, resistance, leakage 
current, and touch current tests for fixed and 
portable patient-care related electrical equipment 
(PCREE) is performed as required in 10.3. 
Testing intervals are established with policies and 
protocols. All PCREE used in patient care rooms 
is tested in accordance with 10.3.5.4 or 10.3.6 
before being put into service and after any repair 
or modification. Any system consisting of several 
electrical appliances demonstrates compliance 
with NFPA 99 as a complete system.  Service 
manuals, instructions, and procedures provided 
by the manufacturer include information as 
required by 10.5.3.1.1 and are considered in the 
development of a program for electrical 
equipment maintenance. Electrical equipment 
instructions and maintenance manuals are 
readily available, and safety labels and 
condensed operating instructions on the 
appliance are legible. A record of electrical 
equipment tests, repairs, and modifications is 
maintained for a period of time to demonstrate 
compliance in accordance with the facility's 
policy. Personnel responsible for the testing, 
maintenance and use of electrical appliances 
receive continuous training. 
10.3, 10.5.2.1, 10.5.2.1.2, 10.5.2.5, 10.5.3, 
10.5.6, 10.5.8
This REQUIREMENT  is not met as evidenced 
by:

SS=D

 Based on observations and interview on 6/22/22, 
it was determined that the facility failed to ensure 
electrical equipment wiring was safe and in 
accordance with NFPA 70.   

 K921 � Electrical Equipment - Testing 
and Maintenance

1. How the corrective action will be 
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K 921 Continued From page 32 K 921

This deficient practice was evidenced for one (1) 
of 50 resident beds by the following: 

At 1:12 p.m., the surveyor observed the electrical 
power cord to resident room 132, that the 
doorside resident bed was observed to have 
exposed wires, where a yellow universal 
replacement plug was installed. This improvised 
electrical plug & cord was plugged into the wall 
receptacle and was in-use.

During an interview, at the time of observation, 
the  confirmed that the 
replacement plug was not permitted and should 
not be like that in the facility.

The was informed of the finding at 
the Life Safety Code exit conference on 6/27/22.

NJAC 8:39-31.2(e)
NFPA 70, 99

accomplished for those residents found to 
have been affected by the practice: 

-On 09/06/2022 the Maintenance Director 
removed bed from room and replaced 
with an additional bed. 

2. How the facility will identify other 
residents having the potential to be 
affected by the same deficient practice.

-On 6/22/22  was 
re-educated on the components of this 
regulation with emphasis on maintaining 
equipment free of exposed wires.  

-On 6/22/22 Maintenance Director 
inspected facilities beds to ensure that 
there were no additional beds with this 
deficient practice.  

3. What measures will be put into place 
or what systemic changes will be made to 
ensure that the deficient practice will not 
recur.

-On 6/22/22  was 
re-educated on the components of this 
regulation with emphasis on maintaining 
equipment free of exposed wires.  

4. How the facility will monitor its 
corrective actions to ensure that the 
deficient practice will not recur, i.e., what 
quality assurance program will be put into 
place.
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-Maintenance Director/designee to 
monitor at random times, resident bed 
wiring daily x 7 days, weekly x4 and 
monthly x2 with findings reported monthly 
to QA team for review and action as 
needed.

K 923 Gas Equipment - Cylinder and Container Storag
CFR(s): NFPA 101

Gas Equipment - Cylinder and Container Storage
Greater than or equal to 3,000 cubic feet
Storage locations are designed, constructed, and 
ventilated in accordance with 5.1.3.3.2 and 
5.1.3.3.3.
>300 but <3,000 cubic feet
Storage locations are outdoors in an enclosure or 
within an enclosed interior space of non- or 
limited- combustible construction, with door (or 
gates outdoors) that can be secured. Oxidizing 
gases are not stored with flammables, and are 
separated from combustibles by 20 feet (5 feet if 
sprinklered) or enclosed in a cabinet of 
noncombustible construction having a minimum 
1/2 hr. fire protection rating. 
Less than or equal to 300 cubic feet
In a single smoke compartment, individual 
cylinders available for immediate use in patient 
care areas with an aggregate volume of less than 
or equal to 300 cubic feet are not required to be 
stored in an enclosure.  Cylinders must be 
handled with precautions as specified in 11.6.2.
A precautionary sign readable from 5 feet is on 
each door or gate of a cylinder storage room, 
where the sign includes the wording as a 
minimum "CAUTION: OXIDIZING GAS(ES) 
STORED WITHIN NO SMOKING."  
Storage is planned so cylinders are used in order 
of which they are received from the supplier.  

K 923 7/2/22
SS=E
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NJAC 8:39-31.2(e)
NFPA 99

-By 06/27/2022, the Administrator 
re-educated the  on 
the components of this regulation with 
emphasis on ensuring oxygen and helium 
cylinders are secure and protected from 
damage.  

-By 06/27/2022, the Facility Maintenance 
Director educated the facility nursing staff 
on the components of this regulation with 
emphasis on ensuring oxygen and helium 
cylinders are secure and protected from 
damage.

4.How the corrective action(s) will be 
monitored to ensure the practice will not 
recur, i.e., what quality assurance 
program will be put into place: 

-Administrator/designee will monitor at 
random times, oxygen and helium 
cylinders daily x 7 days, weekly x4 and 
monthly x4 with findings reported at the 
monthly QA meetings for review x 90 
days
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