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INITIAL COMMENTS
Complaint #s:NJ #s 2577317, # 2743500

Survey Date: 3/26/26
Census: 119
Sample: 24 + 2 Closed Records

A Recertification Survey was conducted to determine
compliance with 42 CFR Part 483, Requirements for
Long Term Care Facilities. Deficiencies were cited
for this survey.

Quality of Care
CFR(s): 483.25
§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to facility
residents. Based on the comprehensive assessment
of a resident, the facility must ensure that residents
receive treatment and care in accordance with
professional standards of practice, the
comprehensive person-centered care plan, and the
residents’ choices.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview and record review,

it was determined that the facility failed to ensure

staff provided care in a manner for resndents to

attain their highest practicable il and

VRS FOG LRGN by ensuring processes were

putin place a.) 1o identify a change in condition in a

timely manner, b.) to assess any in the

NJ Bx Order 26 4(b)(T) R Y resident (Resident #58) who
g and was not

NJ Ex Order 26.4(b)(1 , and C.) to

ensure a recommended physician Tollow-up

appointment was scheduled. On 3/25/26, Resident

#58 asked the surveyor to assist them in obtaining a

F0000

F0684

Element |
Resident #58

The Unit Manager immediately assessed R58 from
BERERR and immediately referred to the [l
| o to the change in

il to the Attending
Physician (AP). The AP came on the same day and

ENOERINI Ex Order 26.4(b)(1) B
| treatment was initated without delay. The

responsible party was immediately notified of the
sudden change in condition.

Director of Nursing and/or designee immediately
in-service the nursing staff were re-educated on
timely identification of changes in condition and
documentation requirements.

The Unit Manager and the Certified Nursing
Assistant immediately discussed the shower
preference of the resident who used to refuse
showers which was also reflected in the plan of care
of the resident. The Certified Nursing Assistant
immediately provided the shower. The resident has
since received a complete shower, and a revised

05/04/2026

05/15/2026

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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assessment completed by the physician

wh0| entified [ NNE =% Order 26 4(b)(1)

eficient practice was idenuried for 1 of 3 resndents
(Resident #58) reviewed for quality of care. The
facility further failed to ensure processes were in
place d.) to ensure for twelve days a resident
(Re5|dent #7) was provided their wheelchair after a
| get out of bed and e. ) ensure a
physician's oraer for the application of i ©
- to a resident’s (Resident #8) RO
was Tollowed. This deficient practice was identfiea
for 3 of 3 residents reviewed for quality of care and
physician’s orders (Resident #7, #8 and #58), and
was evidenced by the following:

A review of the facility’s policy titled “Change in a
Resident's Condition or Status,” last updated
December 2025, included that the facility will
promptly notify the resident, his or her
representative or his or her physician of changes in
the resident’s medical/mental condition and/or
status (e.g., changes in level of care,
billing/payments, reside rights, etc.)...1.The nurse will
notify the resident’s attending physician on call
when there has been a (an): Accident or incident
involving the resident; Discovery of an injury of
unknow origin; Adverse reaction to medications;
Needs to alter the resident’s medical treatment
significantly; Significant change in the resident’s
physical, emotional/mental condition; Need to
transfer the resident to a hospital/treatment center;
Discharge without proper medical authority; and or;
Specific instructions to notify the physician of
changes in the resident’s condition. 2. A “significant
change” of condition is a major decline or
improvement in a resident’s status that: will not
normally resolve itself without intervention by staff
or by implementing standard disease related clinical
interventions (is not “self-limiting”); Impacts more
than one area of the resident’s health status;
Requires interdisciplinary review/or revision to the
care plan; and ultimately is based on judgement of
the clinical staff and the guidelines in the Resident
Assessment Instrument. 3.Prior to notifying the
physician or healthcare provider, the nurse will make
detailed observations and gather relevant and
pertinent information for the provider...6. Regardless
of the resident’s current mental or physical
condition, a nurse or healthcare provider will inform
the resident of any changes in his/her medical care
or status...8. The nurse will record information in the
resident’s medical record relative to changes in the
resident’s medical/ mental condition or status...
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SS = SQC-H who was then and the resident bathing schedule has been implemented per resident

preference and care needs.

The Unit Manager immediately referred to the

resident toﬁ ow to verify
e resident was evaluated and foun

The Director of Nursing and/or designee immediately
in-service the nursmg staff on the importance of

resident’s and}

The Unit Manager immediately followed up the
missed appointment and immediately set it up to be
seen and evaluated the same day, 3/26/26. The

INJ Ex Orger 26.

Scheduled follow up appoin entwas on |
andjSaly for a routine visit, however the
Services cancelled their facility visit as sch

The Director of Nursing and/or designee immediately
in-service the Unit Manager and nursing staff on the
importance of following through resident's
appointments.

Resident #7

The Unit Manager immediately located the R7
wheelchair outside of the resident’'s room and
resident was assisted out of bed immediately as per
resident’s request. It was confirmed the resident is
on services and has exhibited consistent
0 get out of bed. Care plan was reviewed
ana updated to reflect in the past,_
goals of care, and comtort-focused interventions.
Wheelchair access has been ensured and remains
available at bedside should the resident accept
assistance.

The Director of Nursing immediately in-service the
in reference to plan of care once they
move from one unit to another.
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1.0n 3/22/26 at 8:40 AM, the surveyor observed
ReSIdent #58 smlng |n their room, in a wheelchalr

surveyor 10 return arter breakfast, and the surveyor
exited their room to continue their tour.

On 3/22/26 at 10:08 AM, the surveyor returned to
Resident #58's room and the resident was sitting in
the same position as observed at 8:40 AM, still
dressed in their pajamas.

On 3/23/26 at 9:15 AM, the surveyor returned to
Resident #58's room and observed the resident
snttlng in their wheelchalr by the bed. Theirjg

e = G YO
and had some
NJ Ex Order 26.4(b)(1) Resident #58 hadw on

. Ihe resident had the same pair of pajamas

as observed on 3/22/26 at 8:40 AM. Resident #58

informed the surveyor that they wanted to talk with
them at another time.

The surveyor exited the room and interviewed a
Certified Nursing Aide (CNA) regarding where the
documentation was located forw log. The
CNA escorted the surveyor to the nursing station
and provided the logbook for review.
According to the [og provided, Resident #58 was
scheduled to have | every Sunday during
the 7:00 AM-3:00 shift, and on Thursday
during the 3:00 PM-11:00 PM (3-11) shift. The
surveyor reviewed the assignment sheets and
observed that Resident #58 was scheduled for a
Rl O A assessment was also
supposed 10 be completed on days.
According to the Treatment Adminisiration Record
(TAR), the nurses had signed the TAR indicating that
a assessment was comoleted on Resident #58
ar, J

On 3/24/25 at 8:45 AM, the surveyor observed
Resident #58 in their room still eating breakfast and
the resident had asked the surveyor to return in
thirty minutes. The surveyor returned to the room at
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SS =SQC-H The DON and UMs conducted an audit on all room

changes in the last 30 days and all DMEs were
transferred. No other residents were affected by this
deficient practice.

Resident #8

The Unit Manager immediately assessed the resident

and reviewed treatment order. On 3/23/26, an
updated physician order was obtained for theF
according to the resident’s needs. Ihe assigned

LPN was educated on the following: timely
documentation of treatment and following

physician’s treatment as ordered. A medication error

was completed related to the omission on the
Treatment Administration Record (TAR) related to

application of ace wrap. noted
with physician’s notification.

Element I

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

Element I

1. The Facility educator and/or designee will
in-service all the nurses on Federal Guidelines F 684
related change in condition, ADL delivery
expectations, functional status, showers,
appointments, treatments, room changes and
revaluation of the resident’s needs, treatment

orders, following physician’s orders, and standard

of practice in documentation.

2. The Director of Nursing implemented a centralized
tracking log for the specialist for all the
appointments on each unit.

The Unit Managers and/or designee will audit 5
residents with the specialist appointments weekly for
4 weeks then 10 resident’s appointment monthly for
3 months.

3. The Director of Nursing created a room change
checklist form to be completed.

4. The Unit Manager and/or designee will audit
weekly 5 residents that moved or transferred for all
the necessary medical equipment they need will
always remain accessible to the resident unless
contraindicated, then 5 residents monthly for 3
months.
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SS = SQC-H |9:50 AM, and observed Resident #58 sitting in their
wheelchair still wearing the same pair of pajamas 5. The DON or designee will conduct weekly
observed on 3/22/26 at 8:40 AM. The resident’s treatment record audits for 5 residents for 4 weeks

Ex Order 26.4(D) 1

DNSTEEFRDE) 2 appeared to g
€ surveyor interviewed

then monthly x 3 months to ensure compliance.
e resident

Element IV

The Director of Nursing and/or designee will submit
the audit report to the Quality Assurance and
Performance Improvement (QAPI) committee for
trend analysis and corrective action quarterly for the
next 3 quarters.

e surveyor then oxeq e 1
en e last time they EEREEEEEE and the
(SR ENIESEANJ Ex Order 26.4(b)(1)

The surveyor then conducted a follow-up review of
the TAR, which verified that staff had signed that

Resident #58 received on
At that time, the surveyor reviewed Resident #o8'S

TAR with the UIEIZOIIYPIE)], who stated that
staff “did not report any of care” for the
resident. The il then stated that Resident #58 was

care and required only
assistance w1th care. Accordlnq to the T.
Resident #58 received | twice a week on
their assigned days, Sunday and Thursday.

The surveyor reviewed the electronic medical record
for Resident #58.

A review of the Admission Face Sheet, an admission
summary, reflected that Resident #58 was admitted
to the facility with diaanoses which included but
EaEnedinnceRedNJ Ex Order 26.4(b)(1)

A review of the quarterly Minimum Data Set (MDS),
an assessment tool dated , reflected that
Resident #58 had a Brief Interview for Mental Status
(BIMS) score of i out of 15, which indicated an
Rl A further review of the MDS,
revealed 1or Sectior)\NE=S4elf« ST @2R:1{JIgh" that
the resident had [NNE=NEO! (e[ @loR:T{) KD

NJ Ex Order 26.4(b)(1)
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SEERSO B NJ Ex Order 26.4(b)(1)

NJ Ex Order 26.4(b)(1

A review of the resident's 12-page Care Plan (CP),
provided by the facility onc- at 11:42 AM,
revealed that resident had an activities of daily living
[BJENJ Ex Order 26.4(b)(1) REEGERY
NJ Ex Order 26.4(b)(1) , Initiated on
BERSEE | Ne goal was to maintain current level of

in ADL function and in ADL tasks through
(he review date, initiated on el The

interventions all initiated on jlsksads’. included for
NJ Ex Order 26 .4(b)(1)WeNNts (=3 qer1g) W Ex Order 26.4(b)(1)

ursday 3-11,
NJ Ex Or

NJ Ex Order 26.4(

the CP had not been revised to make it current.

A review of a Consultation Note from the_
ast seen on

26.4(D)

A review of the medical record revealed Resident
#58 missed their scheduled appointment for their
follow-up on On 3/25/26,
(he surveyor reviewed the consultation with the gl
and inquired about the follow-up. Theﬁ reviewe

the calendar at the nursing station and informed the
surveyor that they could not locate the appointment

for the Doctor.

During surveyor observations between 3/22/26 to
3/25/26, the surveyor observed Resident #58 with
[EINJ Ex Order 26.4(b)(1)

NJ Ex Order 26.4(b)(1), NJ Ex Order 26.4

e
RUNNJ Ex Order 26.4(b)(1)

NJ Ex Order

240K g e s T
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On 3/25/26, the surveyor accompanled bv theﬁ
went to Resident #58's room, and the jigll confirmed
the observation of Resident #58's R E IR D)

(MEREENJ Ex Order 26.4(b)(1)

On 3/25/26 at 10:47 AM, during a telephone
interview with the , who was
Resident #58's physician, the surveyor asked if the
facility had nnformed her of the condition of
Resident’s 58'$\ der 2o and she stated
that she had notbeen con cted by the facility

On 3/25/26 at 10:53 AM, after surveyor inquiry, the
UM documented in the Proaress Notes that Resident
#58 was noted to have \NASEOI(:[=ly 26,4(b)(j

On 3/26/26 at 9:00 AM, the surveyor further
reviewed the medical record which included a
Physician Note dated at5:04 PM, that
revealed the resident had complaints ofj§ ©

31N Ex Order 26 4(b)(1),

NJ Ex Order 26. 4(b)(1)

I-rom a':NJ Ex Order 26.4(b)(1

NJ Ex Order 28.4(b)(1),

NJ Ex Order 26.4(b)(1).

), monitor for

d NJ Ex Order 26.4(b)(1)|

were ordered

On 3/26/26 at 11:30 AM, theﬁ provided a note
dated , that the appointment was canceled

(o] and “due to a scheduling
conilict.” The Id not provide any additional
information as 10 why the information was not
documented in the medical record and further stated
that Resident #58 had an appointment scheduled for

IR 2s ordered by the JENESINGIG)
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SS = SQC-H |2. During the initial tour of the facility on 3/22/26 at
10:15 AM, the surveyor observed Resident #7 in bed.
Resident #7 was and able to participate in the
interview.

On 3/23/26 at 8:35 AM, the surveyor observed
Resident #7 in bed. The breakfast tray was on the
bedside table. The resident asked the surveyor to
raise the head of the bed to assist with the meal.
The surveyor informed the resident that they would
notify the staff. The surveyor left the room and
informed a staff member in the hallway. The staff
entered the room and assisted the resident.

On 3/24/26 at 9:15 AM, the surveyor observed
Resident #7 in bed. The surveyor then asked
Resident #7 if they ever aot out of bed. Resident #7
(AN J Ex Order 26.4(b)(1)

On 3/24/26 at 10:30 AM, the surveyor conducted a
brief review of Resident #7's medical record. The
record revealed that Resident #7 had a history of

NJ Ex Order 26.4(b)(1) and x Order 26.4(b)1)g

On 3/24/26 at 10:45 AM, the surveyor interviewed
[WEU.S. FOIA (b2(6) and inquired about Resident
#7's sialus. | ne il stated that Resident #7 was
transferred to this unit onﬁ The surveyor
accompanied theﬁ to the room, and the resident
was able to restate In the presence of the that
they would like to btiaslaaillll | but they do not
have a wheelchair. At that ume, theﬁ stated that
the resident was transferred from another unit, and
the resident's wheelchair was not transferred with
the resident (twelve days prior). The stated she
would inquire about their wheelchair.

On 3/24/26 at 11:30 AM, the surveyor interviewed
the Certified Nurse Aide (CNA #1) who cared for
Resident #7 regarding their|RESEatail . CNA #1
informed the surveyor that the jblaadesaRE were
| The surveyor followed #1 {0 the room
and verified during an NJ Ex Order 26.4(b)(1) BT EAGTII
Wi

The surveyor reviewed Resident #7's medical
record.

A review of the Admission Face Sheet reflected that
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SS = SQC-H |Resident #7 was admitted to the facility with
diagnoses which included but were not limited to;

NJ Ex Order 26.4(b)(1)

A review of the most recent quarterly MDS dated

A review of Resident #7's CP provided by the
facility on 3/25/26. included a focus area for ADL
NJ Ex Order 26.4(b)(1)[EEE toﬁ

and el | Ne goal was for Resident
#( t0 maintain current level of function through the
review date with a target date of jjijiiili§j- The
interventions included:

w LENMNJ Ex Order 26.4(b)(1)
Inl la on NJ Ex Order 26.4(b

Transfer: The resident required ekeiSESEERQEY
*wiﬂ‘\ (2) staff assistance To7 =
MiE .

on

Monitor/document /report as needed any potential
for improvement, reasons for SRRSO

On 3/24/26 at 11:15 AM, the surveyor interviewed
CNA #1, who stated that usually Resident #7
to el but she did not ask Residen

that morning It they would like to.

On 3/25/26 at 9:15 AM, the surveyor observed the
resident out of bed in a wheelchair. The resident was
smiling.

On 3/25/26 at 9:45 AM, the surveyor interviewed
CNA #2, and inquired if the resident was

with care or to
stated “no.” stated that she worked for

F and she was informed and now provided
with @ Wheelchair for Resident #7 to

The surveyor reviewed the resident's Progress

Notes fronw through present, which did not _
include any documentation that Resident #7 el
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On 3/26/26 at 9:30 AM, the surveyor observed
Resident #7 in activities. Resident #7 was | and
actively participating.

3. On 3/22/26 at 9:36 AM, the surveyor observed

Resident #8 sitting up in a wheelchair wearing an
NJ Ex Order 26 4(b)(1) JERE N Ex Order 26.4(b)(1

On 3/23/26 at 8:55 AM, the surveyor observed

Resident #8 out of bed sitting in a wheelchair with
N»JEIOIUE’EE A HMNJ Ex Order 26.4(b)(1)| The rESIdenl
was wearing o ?
[8JNJ Ex Order 26. 4(b)

The surveyor then reviewed the medical record for
Resident #8 which revealed the following:

A review of the Admission Record face sheet
reflected that the resident was admitted with
diagnoses which included but were not limited to;

NJ Ex Order 26.4(b)(1)

one mea aay for

The surveyor reviewed the Treatment Administration
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Continued from page 9
Record (TAR) and noted that Resident #8 was
scheduled to have their[{8 Ex Order 26.4(b)(1)

On 3/23/26 at 12:48 PM, the surveyor interviewed
the Licensed Practical Nurse (LPN #1) regarding the
physician's order for [EASSSIEEEERIDID) on
Resident #8's|}8 e 26-4“”“) PN 7 stated that

she would “usually em on the reS|dent in the
morning but today the assigned CNA had the
resident up in the chair early, “so | told the CNA |

would after lunch.” In the
presence of the surveyor, LPN #1 then observed that
Resident #8 was wearing | '

Ab)(1)p

NJ Ex Order 26.4(

e surveyor asked LPN
was documented in the
(EHR), and LPN #1 stated it
was “not documented, but it should have been
documented, and the doctor should have been
notified.”

On 35/2026 at 8:30 AM, Resident #8 was observed

ey were ony Ex Order 26. 4(b)( )
ryNJ Ex Order 26.4(b)(1) gy,

uEU.S. FOIA (b)(6)  mim
U.S. FOIA (b)(6) mumU.S. FOIA (b)(6)
5U.S. FOIA (b)(6)

0 GIScUss concerns

for ha Bben discontinued
because the residen reDorted B and the order
was updated 0 NN Ex Order 26.4(b)(1 tO

F0684

05/15/2026
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Continued from page 10
The was unable to explain why Resident #8

NJ Ex Oruer 26}

was observed on at 8:30 AM, with

on their NNASEOICETPLRIIED) if the order
e e Riy N Ex Order 26.4(b)(1) gromia e
(after surveyor inquiry). The SO
acknowledged that there were blanks in eﬁ
TAR which indicated that the treatment was no
administered.

A review of the facility’s policy “Charting and
Documentation,” updated 11/2025, included: Policy
Statement: All services provided to the resident,
progress toward the care plan goals, or any changes
in the resident’s medical, physical, functional or
psychological condition, shall be documented in the
resident’s medical record. The medical record
should facilitate communication between the
interdisciplinary team regarding the resident’s
condition and response to care. Policy Interpretation
and Implementation...2. The following information is
to be documented in the resident medical record: a.
Objective observations; b. Medications
administered; c. Treatments or services performed;
d. Changes in the resident’s condition...7.
Documentation of procedures and treatments will
include care-specific details, including: a. the date
and time the procedure/treatment was performed,; b.
the name and title of the individual(s) who provided
the care; c. the assessment data and/or any
unusual findings obtained during the
procedure/treatment; d. How the resident tolerated
the procedure/treatment; e. whether the resident
refused the procedure/treatment; f. notification of
family, physician or other staff, if indicated; and g.
the signature and title of the individual
documenting...

NJAC 8:39-11.2 (b), 27.1(a)

Free of Accident Hazards/Supervision/Devices
CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains as

free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

F0684

F0689

Element |
Resident #58

The Director of Nursing immediately _
comprehensively reassessed the resident for |l
and remained SR . Resident's BIMS #13.

The Director of Nursing immediately updated the
care plan to include enhanced, individualized
interventions. includina but not limited to

05/15/2026

05/15/2026
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SS =SQC-H NJ Ex Order 26.4(b)(1)
This REQUIREMENT is NOT MET as evidenced by: , elC.

Based on observation, interview, record review, and
review of pertinent documents, it was determined The Facility Educator and/or designee immediately

that the facility failed to a.) provideF in-serviced the nurses on F689 related to falls,
and implement targeted interventions to investigation, root cause, and interventions.

=9 fora resident ReS|dent #58) who ‘

Resident #5
PN Ex Order 26.4(b)( )
The resident is
NJ Ex Order 26.4(b)(1) when the incident wi
p

NJ Ex Order 26.4(b)(1) out on pass NJExDmeIEE:m

BRI with BIMS of #15
NJ Ex Order 26.4(0)(1) happened While

system in place to identify potentiall The Unit Manager immediately obtained an order
i NJ Ex Order Zo.awp 1) from the attending physician for iR

The Director of Nursing immediately informed the
resident and educated on the importance of
process and accountability.

The |l report indicated a past medical
WS tpgejNJ Ex Order 26.4(b)(1)gETgle] N Bx Order 26.4(b)(1)
Upon review of the nospital records Gated

cient practice was the physician’s assessment and clinical

el

reS|dems reviewed for documentation do not indicate any signs, symptoms,
(ReS|dent #5 and Resident #115). The facility also or clinical findings consistent with
failed toc. ) |mplement a system to ensure residents or.

p of on facility grounds. This deficient The Administrator immediately educated the
practice had the potential to affect all residents and and nursing staff the importance of sign
was evidenced by the following: In/sign out process and accountability.

A review of the facility's policy titled “Falls- Clinical

Protocol,” last reviewed and updated 9/2025, The Administrator immediately put a new process in
included the physician will help identify individuals place for the resident tow with the

with a history of falls and risk factors for falling. receptionist and/or with the nursing staff at the
Cause Identification: For an individual who has nurses’ station.

fallen, the staff and practitioner will begin to try to
identify possible causes within 24 hours of the fall. If

the cause of a fall is unclear, or if a fall may have a The Administrator immediately updated the Leave of
significant medical cause such as a stroke, or an Absence form according to findings of the surveyor,
adverse drug reaction, or if the individual continues the Administrator took out the #5 section that states,
to fall despite attempted interventions, a physician “I release King Manor, its staff, Administrator, and
will review the situation and help further identify its affiliates from any liability or responsibility for
causes and contributing factors. After a fall, the outcomes resulting from my decision to leave the
physician should review the resident’s gait, balance, facility under these terms”.

and current medications that may be associated with
dizziness or falling.
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The staff and the physician will continue to collect
and evaluate information until either the cause of the
fall is identified, or it is determined that the cause
cannot be found or is not correctable. Treatment/
Management: Based on the preceding assessment,
the staff and physician will identify pertinent
interventions to try to prevent and
address the risks of clinically significan

NJ Ex Order 26.4(b)(1)R

If underlying causes cannot be readily identified or

corrected, staff will try various relevant interventions,
based on assessment of the nature or category of

S until NNISYOIGEIPEEIDIEY or until a
reason is identufied Tor Its conunuation (for example,

if the individual continues to RSO

Monitoring and follow-up: The staff, with the

physician’s quidance, will follow up onm
until the resident is stable and

the staff will continue W|th current approacnes and
will discuss periodically with the physician whether
these measures are still needed. If the individual
continues IOF the staff and physicians will
re-evaluate the situation and reconsider possible
causes for the residents'w (instead of, or in
addition to those that have already been identified)
and reconsider the current interventions.

1.0n 3/22/26 at 10:00 AM, the surveyor observed
Resident #58 seated in a wheelchair in their room.
The resident was eating and observed
wnh thelr bare feet directly on the floor. There were
INJ Ex Order 26.4(b)(1) on their feet. A pa",
of (NER =IO IS PL XA J WD were observed on
the Tloor In the corner of the room. Resident #58
answered the surveyor’s greetings and stated that
they did not want to discuss any concerns at
present time.

On 3124/26 at 10:42 AM, the surveyor observed the

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EAC%ggggi%g;géﬁgé%“%”%‘ém BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG APPROPRIATE DEFICIENCY) DATE
F0689 Continued from page 12 F0689 Continued from page 12 05/15/2026
SS =SQC-H Resident #115:

The resident was |mmed|ate|y reassessed b the
Unit Manager for il safety and s i
BIMS #13 and NJ Ex Order 26.4(b)(1)| .

The Unit Manager immediately referred the resident

to WSOl N({) ()M for evaluation.

The Unit Manager immediately discussed with the
resident the risk and benefits of

reqUIrements were reinforced, and the care plan was
updated to el that there was no need for the
resident to De [ttt

The Unit Manaager immediately confiscated the
NNES Q0 LR ()I§h from the resident and
educated on Smoking Policy.

The Administrator immediately discussed with the
resident the designated area sl and

reinformed the policy.

The Unit Manager obtained a physician’s order that
the resident “May Go Out on Pass effective
immediately”.

The Unit Manager immediately referred ks
for evaluation related to AL FLRIOQ

The Administrator immediately educated the
and nursing staff the importance of sign
In/sign out process and accountability.

The Administrator |mmeq|atelv put a new process in
place for the resident tow with the
receptionist and/or with the nursing staff at the

nurses’ station.

The Administrator immediately updated the Leave of
Absence form according to findings of the surveyor,
the Administrator took out the #5 section that states,
“I release King Manor, its staff, Administrator, and
its affiliates from any liability or responsibility for
outcomes resulting from my decision to leave the
facility under these terms”.
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[they were \ER= SOl GRI{)§

, and now they could
NJ Ex Order 26.4(b)(1)p

The surveyor then reviewed the medical record for
Resident #58 which revealed:

A review of the Admission Face Sheet (an admission
summary), reflected that Resident #58 was admitted
to the facility with diaanoses which included but
were not limited to: (NNE=FE®]fe [>T @i R=1{ ) D)

A review of the quarterly Minimum Data Set (MDS),
an assessment tool datedlw reflected that
Resident #58 had a Brief Interview for Mental Status
(BIMS) score ofﬁ out 15, which indicated

A review of the comprehensnve Care Plan (CP),
provided by the facility on| at 10:05 AM,
included a focus area for related t
Hmmated on The goal was that
esident #58 will resume usual activities without
further incidents through the review date, initiated

on with a target date of

The interventions included: Provide and reinforce
N . e
use of ISR as tolerated, initiated on

On 3/25/26 at 10:30 AM, the surveyor requested
from the [UASTIZOILN{)[()JM) any and all
investigations Tor Resident #58, along with any
risk assessments and a timeline of Resident #

The surveyor reviewed the

NJ Ex €

Risk Evaluations that

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (E:gl-? \élgngSC’;Ich A?gT?C?NRSI-EigaﬁjNBE (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX CROSS-REFERENCED TO THE COMPLETION
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F0689 Continued from page 13 F0689 Continued from page 13 05/15/2026
SEERSTol B NJ Ex Order 26.4(b)(1)

Element Il

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

Element IlI

1. The Facility educator and/or designee will
in-service all employees on federal guidelines on
F689 related to incident and/or accidents, smoking
policy, and leaving out on pass.

2. The Social Worker and /or designee will inform all
the residents, and their responsible party and
educate them on the importance of sign in/sign out
process and accountability.

3. The Unit Managers and/or designee will complete
a new smoking assessment for all the active
smokers and will review the care plan for accuracy.

4. The Regional Clinical Director of Nursing created
a new batch order for all the residents with SUD and
polysubstance abuse history. There will be an
assessment for clinical signs of drugs/substance
influence i.e. altered mental status, change in level
of consciousness, speech changes, motor
impairment, behavioral changes, etc. every shift.

5. The Unit Manager and/or designee will add the
polysubstance/SUD evaluation order in the
Medication Administration Record of the resident
with history of SUD/polysubstance abuse.

6. The Social Worker will meet with the active
smokers and discuss the Smoking Policy and
Smoking Agreement.

6. The Unit Manager and/or designee will audit
weekly 3 residents that had a fall for 4 weeks, then
10 residents monthly.

7. The Administrator and/or designee will audit
Leave of Absence/Out on Pass Form for 5 residents
for 4 weeks, then 10 residents monthly for 3 months.

8. The Social Worker and/or designee will audit 5
active smokers weekly for 4 weeks and 10 smokers
monthly for 3months.

Element IV

The Director of Nursing and/or designee will submit
the audit report to the Quality Assurance and
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following:

-A
Resident #58 scored a
A total score 0

Risk Evaluation dated , reflected

which In |catedw
or above represented a

.Aﬁ
the Tacility identified Resident #
Resident #5 received a score of|

-A

Risk Evaluation dated
that the facnllty did not identify

NJ Ex Order 26.4(b

, reflected
esident #58 as a
| Resident #58 received a score ofl

-A
LA

Risk Evaluation dated , reflected
e facnhty did not identify Resident #58 as a
. Resident #58 received a score ofl

-A Risk Evaluation datecm reflected that
the Tacility identified Reside as.

Resident #58 received a score of

-Ajl Risk Evaluation dated
the Tacility identified Resident #58 as
Resident #58 received a score ofﬁ

, reflected that

NJ Ex Order 26.4(b)(1)|

The following incidents were documented in the
Electronic Medical Record, and/or provided by the
SEREOINWIE which revealed the following:

NJ Ex Order 26.4(b)(1) #1:

at 6:28 AM, a Nursing Progress Note
revealed Resident #58 was MEESSOUERLRIGE)
The PN revealed that the
1IN LA IUE LUH\O)(I during medicaﬁon

g N Ex Order 26.4(b)X1) was Served Under

(P!

ansierrea (o e Emergency Depariment (ED) for
evaluation and diagnosed with |kaed

NJ Ex Orge

The Interdscnphnary Care (IDC) team ‘met on

NJ Ex Order 26|

trend analysis and corrective action quarterly for the
next 3 quarters.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
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(X5)

Onw at 5:00 AM, a Nursing PN revealed that
the writer was making rounds and observed the

thelr EX Order 26.4(b)(1) B
EENJ EX Uraer 26.4(b)(1

the resident did not reca
resident was not wearina EAEEREE and the
team agreed to apply NJ Ex Order 26.4(b)l’1)

NJ Ex Order 26.4(b)(1) 7§

A PN from the Physician datedw revealed
the following: plan discussed with nursing.

NJ Ex Order 26.4(b)(1) with NJ EX Order 264(b)(1) X
tesmmgNJ Ex Order 26.4(b)(1)

NJ Ex Order 26.4(b)(1

Onm at 12:05 AM, a Nursing PN revealed
that a Certried Nursing Aid (CNA) found the resident
. The resident stated that the|Ekal

The IDC team met on
resident and staff. As per
were provided to bed 10

assIst the resiaent wi .

NJ Ex Order 26.4(b)(1)f7%Q

On at 8:00 AM, a PN revealed that
Rema WESINJ Ex Order 26. 4E(b)( )

and interviewed the
e resident, they )

was added.
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Onﬁ at 11:10 PM, a PN revealed that the nurse
observed the resident \NASQOI{e [ @I I()]§

NJ Ex Order 26.4(b)(1)|

clothing was
SRR "Resident #58 was transferred to the

. Contributing factors

NJ Ex Order 26.4

The IDC team met onw to review the fall that
occurred onﬁ ocumented the following:
“Resident is aple 10 [RASNSLEERIPIN and able to

W as needed. Start will educate the
resident upon return to use call bell to ask for

assistance with |RESEEEE and etk

Onw at 7:45 AM, a Nursing PN revealed the
nurse entered the room to administer medications
and observed the resident/} O

resident was trying [NRJ[=% Order 26. 4(b)(1)

J Ex Order 26.4(b)(1);

The IDC team met onﬂ to review .
will encourage the resident 10 abeaeIEE O]

. NJ Ex Order 26.4(b)1),
with

A review of a handwritten “Screen/Referral Form”
dated , revealed the following: “[Resident
#58] returne NJ Ex Order 26.4(b)(1)
residen as . NJ Ex Order 26.4(b)(1),
Resident was recently discharged from

NJ Ex Oroes

ji.in room and No additional
@l notes were provided by the facility for

review. The facility could not provide any
documentation that the resident received

for

implemented as recommended by the Physician on

INJ Ex Order 26.4(D)
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A review of thdUESH FOIA (b)(6)
ded the

There was no documented evidence that these
recommendations were implemented and there were
no specific interventions implemented in the Care

On 3/26/26 at 8:58 AM, the surveyor |nteN|ewed the

regarding ReS|dent#585 X ]
aclll .

state, at IS missing, IS more oservanons
relied on the staff to be my eyes and ears on the
units, but the oversight is lacking.” The further
stated that the IDC team met and discussed the
and implemented interventions aﬂerw
asked if the causal factor was identified arter each
and a specific |ntervent|on was implemented to

prevent further  the g stated that she would
have to review ocumentation.

2.0nmat 9:16 AM, the surveyor observed
Residen ambulating in their room independently.

On 3/23/26 at 8:38 AM, the surveyor reviewed the
electronic medical record (EMR).

A review of the Admission Record (an admission
summary) revealed the resident was admitted to the
facility with diagnoses that included but were not

[N BEHNJ Ex Order 26.4(b)(1)

The MDS also revealed tha
mdeDendent with all activities of daily living (ADLs)
and Ex Order 26

A review of the History and Physical (H&P) dated
RSB indicated the resident was
NJ Ex Order 26 4(b)(1)EYitYyNJ Ex Order zo.4(n)(1)

ile out on pass and had an \A=Qe L))
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A Progress Note (PN) dated , indicated that
the resident signed themself out or facility at

approximately 1:30 PM. A PN datecw at 7:47
PM, indicated the resident did not return from

and went to the [local] ED. A PN dated
at 10:51 PM, indicated the resident was admi 0

[|oca|]- with RUESCEPEEIDE

A review of the physician’s order datew
indicated "May go out on pass with family or

friends."

A review of the “Release of Responsibility for Leave
of Absence,” from Resident #5’s paper medical
chart revealed the resident frequently signed
themself out of the facility on pass fron'm
through the present. The forms were signed on
multiple occasions by the resident as the
responsible party and the return date/time and staff
signatures were blank on multiple occasions. A

review of the resident’s leave of absences from the
MRSl \vere as follows:

On sl at 9:35 AM, the destination of

was written with a projected return at 3:3 .
There was no resident or responsible (Rep) party
signature, and the return time/date and staff
signature upon return were blank.

On at 3:00 PM, the destination of

was writien with a projected return time of 3:00 PM.
There was no resident or Rep party signature, and
the resident returned to the facility at 4:00 PM.

O at 10:15 AM, the destination of ’
was written with a projected return time of 4: M.
There was no resident or Rep party signature, and
the return time/date and staff signature upon return
were blank.

(0] at 4:38 PM, the destination of

was written. The was no projected time of return or
resident or Rep party signature, and the return
time/date and staff signature upon return were
blank.

Onﬁ at 12:10 PM, the destination of

was written with a projected return time of 7: M.
There was no resident or Rep party signature, and
the return time/date and staff signature upon return
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There was no resident or Rep party signature, and
the resident signed in as returned at 10:00 PM.

On at 10:55 AM, the destination of '

was written with a projected return time of 7: M.
There was no resident or Rep party signature, and
the return time/date and staff signature upon return
were blank.

On at 11:20 AM, the destination of '

was written with a projected return time of 7: M.
There was no resident or Rep party signature, and
the return time/date and staff signature upon return
were blank.

On at 9:25 AM, the resident signed out to
the | with a projected time to return at 7:00
PM. The return date/time and staff signature upon
return were blank.

On an illegible departure date at 9:15 AM, the
resident signed themself out with a projected return
time of 7:00 PM. The resident returned or“ o
at 12:30 PM.

orj at 9:15 AM, the resident signed themself
out 1o the @ with a projected return time of
7:00 PM. The return date/time and staff signature

upon return were blank.

Bl at 9:38 AM, the resident signed themself
Wl With a projected return time of

7:00 PM. The return date/time and staff signature
upon return were blank.

OW at 3:30 PM, an illegible signature signed
that the resident was at the Jﬁ with a projected

return time of 7:00 PM. The return date/time and
staff signature upon return were blank.

On 3/23/26 at 1:44 PM, the surveyor asked the
U.S. FOIA (b)(6) ) about
the process for residents signing out on pass, and
he stated if a resident was signing themself out, they
needed a specific order that indicated they may sign
themself out. The | stated an order for "may go
out on pass with friends or family" did not allow the
resident to sign themself out.

On 3/24/26 at 8:20 AM, the surveyor observed
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On at 12:55 PM, the destination of | ’
was writien with a projected return time of 7: M.
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R and Resident #5 stated it was fromﬁ

breakfast ready. The surveyor inquired about their

B involved, but they did not have any
additional information about the |

On 3/24/26 at 1:21 PM, the surveyor reviewed the
facility provided investigation dated The

investigation summary revealed the resident had
signed out on pass and was involved in

e residen
nd they were with a
family member. Notes on what appears to be an
incident report |nd|cated the resident wasj
[family member] when they
which prompted them to go to the

A review of the hospital records indicated the

w and the
e facility to le

resident presented to the ED after hulaiiaiaaty

. ate
and they dlgm
‘ t|n lndlcat

On 3/24/26 at 1:37 PM, the surveyor interviewed the

who stated the resident called
em know they were in the ED.
Theﬂ stated they were still under the facility's
care, but they did not think to
report it. They stated they took the resident's
statement as to what happened when the resident
returned to the facility.

On 3/25/26 at 8:25 AM, the Unit Manager (UM #1)
was asked how the “Release of Responsibility for
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residents signed out, and then nurses signed them
back in upon their return. The surveyor showed UM
#1 pages of Resident #5’s “Release of
Responsibility for Leave of Absence” ﬁomw
to present. UM #1 confirmed there were muitiple
blanks on the documents and that the nurse was
supposed to sign them in when they returned. When
asked how it worked with residents signing
themselves out, she stated it depended on their
BIMS and if the resident had a BIMS of g they were
responsible for themself and could sign themself
out. UM #1 stated "they do need orders to go out on
pass." When asked if their history, for example
. had any bearing on someone's

ability go out on pass without a family or friend, and
UM #1 stated that it came from the front and pointed
to the administration area of the facility.

On 3/25/26 at 9:43 AM, the surveyor observed

Resident #5 in the front lobby on the
INJ Ex Order 26.4D)( faCI A

On 3/25/26 at 10:05 AM, the surveyor interviewed
the WASH FOIA (b)(6) who was also responsible

was aware of Resident #5's

ave been made aware." When asked
H reviewed incidents and accidents at the

Quality Assurance meetings and asked if the

accident that occurred when Resident #5 left the

(TSI MA N Ex Order 26.4(b)(1)RPYe¥s|NJ Ex Order 26.4(b)(1)
ej ated, "no" and ave
en mvestlga ed as she did not know how the

occurred.

On 3/25/26 at 10:32 AM, the surveyor interviewed
theﬁ who stated that ReS|dent #5 was not in the
building when they The

again stated the facility was not aware oft

M Until the incident happened. As far as
AL RO history, the stated that the
residents were monitored when they came back from
being out on pass. The further stated she was
not aware of any blanks Tor the return dates and
times and that the form should be signed when the
resident returned to the facility so that the staff
knew and could observe for any changes. The
then stated maybe they should have called the
INESANEERRID and should have investigated

U.S. FOIA]
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SS = SQC-H [further. The il stated she does review hospital
records and remembered briefly going through
Resident #5's hospital records upon readmission.
The @@l also remembered discussing what
happened with the resident.

On 3/25/26 at 11:29 AM, the surveyor interviewed
the who stated that ultimately the facility was
responsible for the residents. When asked about
nursing not documenting the resident’s returns on
the release form, the | stated it was
documented in the medical record in Progress Notes
and was checked every morning for compliance. The
ﬂ stated there was a team discussion after
esident #5's incident and it was not discussed in
the Quality Assurance meeting. The | further
stated the incident with the resident’
was a significant event and they shou reviewing
significant events to ensure they had a process to
prevent future incidents.

On 3/26/26 at 10:13 AM, theﬂ and stated
Resident #5's incident happened while they were
out on pass, and it was their right to go out on

pass. They stated, “they were not under our care
because they were out on pass.”

On 3/26/26 at 12:53 PM, the il stated he has no
further information to provide.

3. On 3/22/26 at 8:00 AM, the survey team entered
the facility to conduct a survey and at 8:10 AM,
while in the lobby, the survey team observed a
person [Resident #115] with am The
person [Resident #115] then the facility, placed
NNES eI CIgeloR: )N and proceeded to

dgown a nill while AEASROI St ()gh]
when asked, the GESESRIB confirmed that It was
Resident #115. en asked If the resident was

supposed to be REISSCICEPEEIG )
e U.S. FOIA (b)(6) stal

no,
and that Resident #115 “leaves the Tacility and that
was their routine.”

On 3/22/26 at approximately 8:20 AM, the surveyor
NNESYOIGETLF VKD Resident #115 in the
area the resident was observed and the surveyor
NJ Ex Order 26.4(b)(1) the resident.

The “Smoking Policy” was provided by the
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SS = SQC-H |during the entrance conference held on 3/22/26 at
8:55 AM, and revealed that the facility established
and maintains safe resident smoking practices and
2. Smoking is only permitted in designated resident
smoking area which are located outside of the
building ... 11. Any resident with smoking privileges
requiring monitoring shall have the direct
supervision of a staff member, “family member,
visitor or volunteer worker at all times when
smoking.” The Smokers Break Times and Location
List was provided, and the smoking area was
located on the patio near Room #55. The first smoke
break was at 9:30 AM, second smoke break was at
1:00 PM, third smoke break was at 4:00 PM, and the
fourth smoke break was at 6:00 PM. Resident #115
was observed smoking by the survey team prior to
the first scheduled smoking break.

On 3/22/26 at 12:18 PM, a review of the electronic
medical record (EMR) for Resident #115 revealed the
following:

A review of the Admission Record, revealed the
resident was admitted to the facility with diagnoses
which included but were not limited to;

NJ Ex Order 26.4(b)(1)

A review of the comprehensive MDS dated ji ,
revealed the resident had a BIMS score of ja out O

15, which indicated \NASYOIGEIRLIEIOEN A'review
of Section @l revealed the resident required

NJ Ex Order 26.4(b)(1)

A review of the current 15-page Care Plan revealed
a focus area for: |[NNE=NEO] (e S @4A R 1) §!

dated Intated kel
””E‘°
NJ Ex Order 26.4(b)(1)

NJ Ex Order 26.4(

A review of the Active Physician’s Orders for
Resident #115 dated jgislirevealed there was no
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SS = SQC-H |physician’s order for Resident #115 to go out on
pass. Them Medication and Treatment
Administration Records for Resident #115 were also
reviewed and did not include an order to go out on
pass. section did not

indicate any monitoring relaied to history of
NJ Ex Order 26.4(b)(1)

A revnew of the Proqress Notes (PN), beglnmng

A Health Status Note datemat 9:24 AM,
revealed the resident approac e desk and
requested to[NNE='EO] e [ST@edR:1{ ) |D)]

i B TOr them 10| ~ e resident was
advised 0| \NES'EOIL s 26 4(b)(1)
verbalized understanding,
they signed the release of responsibility form and
returned as promised with no complaints.

A PN documented by the [SESHIOIPNI(I()) on
ﬂ revealed Resident # eft the racility on
ass

NJ Ex Order 26.4(

p aily.

At that time, a review of the document titled
“Release of Responsibility for Leave of Absence,”
revealed the following and was also the same
document that was kept in a book located at the
front desk: “I, the undersigned resident and/or my
assigned responsible party, herby request a Leave of
Absence (LOA) from the facility. | understand and
agree to the following conditions: ...1. | am
voluntarily leaving the facility on the date and time
listed below and understand that this LOA is
temporary and expected to last no more than 24
hours; 2. | acknowledge that if | do not return to the
facility within 24 hours of my expected return time,
and if | or my responsible party fail to notify the
facility of any delay, my absence will be considered
as leaving the facility Against Medical Advice (AMA);
3. | understand that failure to return within the
specified time frame without notice will result in my
being voluntarily discharged from the facility; 4. By
signing below, | acknowledge that | have been
informed of the risks and consequences of leaving
the facility, including the possibility of adverse
health effects, loss of bed hold, interruption of care
and medical management; 5. | release the facility, its
staff, administrators, and affiliates from any liability
or responsibility for outcomes resulting from my
decision to leave the facility under these terms; 6. |
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SS = SQC-H [confirm that this signed form will serve as both an
AMA acknowledgement and a voluntary discharge
notice if | fail to return within the specified
timeframe.”

On 3/23/26 at 10:03 AM, the surveyor interviewed
the assigned Certified Nurse Aide (CNA #1) for
Resident #115 in the resident's room. The resident
was out of the facility at that time. The surveyor
informed CNA #1 of their observations of the
resident ambulating and
outside of the facility and also asked what care the
resident required from her. CNA #1 stated the
resident "leaves all day." CNA #1 stated the resident
INJ Ex Order 26.4(b)(1) ." The surveyor
observed pai2deLEPERBIG AT that time on the
resident's niahtstand and asked if the resident kept
ANESSOILERERIOI in the cabinet. and CNA #1 did
not KNnow bDecause e by the
resident. When asked what help or care the resident
required from CNA #1, she stated they "didn't need
any help." CNA #1 stated they did not eat at the
facility, but wanted the meal tray left at the bedside.

On 3/23/26 at 10:25 AM, the surveyor interviewed

WU.S. FOIA (b)(6) ) from
where Resident # resided. |he surveyor asked

about the process when residents temporarily left
the building for out on pass (OOP). The surveyor
observed the “Release of Responsibility” documents
in Resident #115’s medical record and the ]
informed the surveyor that the resident had 10 sign
the paper with the nurse and that the documents
must remain in the resident’'s medical record.

On 3/23/26 at 10:28 AM, the surveyor then
interviewed a Licensed Practical Nurse (LPN #1) and
asked if they provided care to Resident #115. LPN #1
stated they took care of them, “when [they] are here
because they go out.” LPN #1 stated Resident #115
attended program Monday, Wednesday,
and Friday. When asked if residents were supposed

[JNJ Ex Order 26.4(b)(1) LPN #1
stated they "are not supposed 10" they were
supposed to getw from the

Department and Resident #115 preferred to
When asked if Resident #115 require

nursing care, LPN #1 stated she gave them
in the morning, and they came back at 2:

On 3/23/26 at 10:45 AM, the surveyor interviewed

tne IEESIEYBIGY) ecaring the il
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SS = SQC-H |process and shared the observations of Resident
#115 walking and jglslale in front of the building.
Thei stated, “they are not supposed to
and they are not supposed to be smoking
on their own, they cannot smoke on that part of the
property.” The gl stated there were scheduled times
and the residents could only smoke when scheduled
in the smoking area. The il then showed the
surveyor Resident #115's cigarettes, and the
surveyor asked if they also
and the @l stated that Residen goes
0 the store and could havew cigars. The
showed the surveyor the Smoking log that staff
ed out when residents and was dated
. which revealed Resident #115's 9:30 AM
session was blank as the resident did not
at that time. The only documented
for Resident #115 that day was for the 1:
B session, and the 4:00 PM and 6:00 PM

On 3/23/26 at 12:45 PM, the surveyor interviewed
both facility Social Workers (SW #1) and SW #2
regarding their involvement with the residents who
attended thef§ program. When asked, (SW #2
who was assigned to Resident #115), if the resident

was allowed to hold their REISSSICEPLEIRIEN both

SWs confirmed "no."

On 3/23/26 at 1:38 PM, the surveyor interviewed the
about the admission agreements and asked
out the facility’s responsibility regarding when
residents went OOP. The il stated all residents
were supposed to have a special order to go OOP or
out independently, and it should be a specific order.

The surveyor further reviewed the “Release of
Responsibility of Leave of Absence” forms from
Resident #115's medical record and the form dated

and from the front desk book,
along with the Progress Notes (PN) which revealed
the following:

-On 3/19/26 at 8:05 AM and at 5:00 PM, it was
documented that the resident went to the food store
at 8:05 AM and another store at 5:00 PM. There was
no documentation of the resident’s returns in the
PN.

-On 3/20/26 at 8:10 AM, it was documented that the
resident went to the store with no return time
documented in the PN and the form was not signed
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SS = SQC-H |by staff upon return.

-On 3/20/26, the resident signed out of the facility
twice at 4:30 PM and at 6:15 PM. There was a note

written by the [USIZOIIN(IIG) ) that
the resident returned from the store In "good
spirits” at 7:10 PM. There was no documentation

regarding when the resident returned after signing
out of the facility at 4:30 PM.

-On 3/21/26 at 8:05 AM, the resident signed out to
the and the staff signature upon return was left
blank. The OOP was not documented in the PN.

-On 3/21/26 at 4:30 PM, the resident signed out to
the and the PN indicated that the resident

returned from the el in JRESENREE" at 7:10 PM.

-A review of the “front desk copy,” revealed the
resident signed out on 3/22/26 at 8:05 AM. The
return date and time and the staff signature upon
return were left blank. The same information was
documented in the medial record, and the staff
signature was also blank. The OOP was not
documented in the PN.

A review of all of the “Release of Responsibility for
Leave of Absence” documents from 12/30/25
through 3/21/26, revealed the facility failed to
consistently document in the PN when the resident
returned from out on pass.

On 3/25/26 at 11:32 AM, the surveyor interviewed
the and asked about the facility’s Quality
Assurance process and the surveyor reviewed the
concerns with Resident #115 [\NES QOIS gl )§)
NJ Ex Order 26.4(b)(1)RERsNJ Ex Order 26.4(b)(1)p
g d 7 goes out and

. NJ Ex Order 28.4(b)( 1) Theﬁ stated nursing
was responsible 10 ensure that the resident was
signing out and nursing was also responsible to
document in the PN when the resident left and
returned.

On 3/25/26 at 10:47 AM, the surveyor conducted an
interview with the (ASTIIOIN{e}I{5))) regarding
her role at the facility. The surveyor asked the if
the facility admitted residents with a history of
ISTSEEFEIRN), and she stated yes. The
surveyor asked the gl if there were any risks
involved with admitting those residents, and the

stated “yes, of course there were risks.” When
asked if there were risks also if the residents with

the history of A\NASQO/@LRIDIEY left the facility
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NJ Ex Order 26.4(b)(1) " When asked if the us
ad a discussion with the facnlltv reqardlng residents
W|th a history of that were in
the facility, she stated, "no.” when as ed if there
was a policy and process in place when residents
with a history of were
admitted and if there had been a discussion with the
facility. Theﬁ stated she was not asked by the
facility about Creating a policy or anything related to
the risks associated with residents with a history of

NJ Ex Order 26.4(b)(1) Sl Ry E I
or the facility.

B had ever

On 3/25/26 at 1:27 PM, in response to the surveyor
requesting any policies related to minimizing any
risks for residents with a history of substance abuse
disorder, the il provided a “Substance Abuse”
policy dated reviewed August 2025, which revealed
all residents admitted to the facility will be asked to
sign a contract showing they understand that illegal
drug use (possession, taking of drugs or possession
with intent to sell) is not allowed in the facility. The
policy did not address residents with a history of
substance abuse disorder who left the facility alone,
would be at an increased risk for obtaining illegal or
prescription drugs while out on pass. This could
result in accidental overdose while residing in the
nursing home. The policy also did not include that
the facility would assess residents with a history of
substance abuse for potential risks and implement
care plan interventions to ensure the safety of all
residents who resided at the facility.

On 3/25/26 at 1:56 PM, the survey team conducted
a pre-exit conference with the [iSlS [l and the
facility's corporate staff, and the surveyor informed
them of the above concerns.

On 3/26/26 at 10:13 AM, the survey team met with
the and the facility’s corporate staff.
TheTacility informed the survey team that the out on
pass process form was revised to remove the waiver
language and confirmed there was a breakdown
between the PACE program and the facility, and they
realized the need for integration between both the
facility and the PACE program.

4.0n 3/22/26 at 9:34 AM, during the initial tour of
the facility, the surveyor observed Resident #86

walking down the hallway with [RESEESESSRE Who
then stated they werc)RE2SCILPLEI)EY
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observed assisting the residents in th
. NS #1 handled the individually wrappe:

portable box and handed e
resident. NS #2 was observed

where the residents who sk
NJ E er 26 4(b)(1)] drder 26.4(t
NJ Ex Order 26.4(b)(1) MExcwr &

placed their

Recreational Staff (RS #1 and RS #2) in the
area. RS #1 lit the residents’ and
distributed two residents

into the open receptacle.

was the receptacle used forj
where the residents |Siskia

ambulance entrance was an emergen

receptacie

were Nno sians to identify the areawasa
NJ Ex Order 26.4(b)(1) area and mere were NJ Ex Orger 26.4(b)1)|
receptacies in the area.

U.S. FOIA (D)

survey team, the

NJ Ex Order 26.4

with the opened

receptacles at the
NJ Ex Ciues cvmup i )

. The surveyor also

informed them of the NUIS RS ]

re51§enis walking outside onto a semi-covered patio.
There were two Nursing Staff (NS #1 and NS #2)

with the residents’ names, stored in a
NJ Ex Order 26.4(b)(1)| to eaCh
Some of the residents were

resident'sw
seated on the patio chairs, others were seated in

their wheelchairs, and a few stood around the patio

area while they RRASISIEEPERIDI At that time, an

open receptable was observed on the cement ground

On 3/24/26 at 9:28 AM, the surveyor observed two

rom the portable
box to each resident including Resident #1. At 9:40
PM, the surveyor observed Resident #1 put their

Cy entrance and

g an
exit and was not part of the designatedw

At that time, the surveyors did not 0! serve a

RPN At that time, the j stated that the
el were from the facilily's employees.

i acknowledged and confirmed that there

On 3/26/26 at 10:33 AM, during a meeting with the
and the facility’s
corporate staff, te surveyor discussed the concerns

DIEY found
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designated area which also did not have a
sign to indicate that was a LSS of the
facility.

No further information was provided.

A review of the facility provided “Smoking Policy,”
dated reviewed/updated 10/2025, included the
following: smoking is only permitted in designated
resident smoking areas which were located outside
of the building...Metal containers with self-closing
devices are available in smoking areas...

A review of the facility provided policy, "Accidents
and Incidents - Investigating and Reporting," dated
reviewed June 2025, which included: Policy
Statement: All accidents or incidents involving
residents, employees, visitors, vendors, etc.,
occurring on our premises shall be investigated and
reported to the administrator. Policy Interpretation
and Implementation...2. The following data, as
applicable, shall be included on the Report of
Incident/Accident form: a. The date and time
accident or incident took place...c. The circumstances
surrounding the accident or incident; d. Where the
accident or incident took place; e. The name(s) of
the witnesses and their accounts of the accident or
incident;

f. The injured person's account of the accident or
incident; j. The disposition of the injured (i.e.,
transferred to hospital, put to bed, sent home,
returned to work, etc); k. Any corrective action
taken; |. Follow-up information; m. Other pertinent
data as necessary or required...

A review of the “Out on Pass (OOP) Policy/Leave of
Absence (LOA)/ Discharge Against Medical Advise
(AMA),” dated 1/2026, revealed it is the policy of the
facility...A cognitively intact resident may leave the
facility independently...The facility will track the
departure and return of a resident on the "Release
of Responsibility for OOP/LOA/AMA” form.
Procedure: 1. obtain a physician's order for the
resident/patient to leave the facility...4. Obtain
signature of the resident/patient or the responsible
party taking the resident/patient from the facility of
the Release of Responsibility for OOP/LOA/AMA
form...
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Continued from page 31
A review of the “Care Plans, Comprehensive Person

Centered Policy,” dated updated 9/2025, revealed: 7.

The comprehensive, person-centered care plan. a.
included measurable objectives and timeframes;
describes the services that are to be furnished to
attain or maintain the resident's highest practicable
physical, mental, and psychosocial well-being...11.
Assessments of residents are ongoing, and care
plans are revised as information about the residents
and residents' condition changes.

N.J.A.C. 8:39-4.1(a)25; 27.1(a)

Accounting and Records of Personal Funds
CFR(s): 483.10(f)(10)(iii)
§483.10(f)(10)(iii) Accounting and Records.

(A) The facility must establish and maintain a system
that assures a full and complete and separate
accounting, according to generally accepted
accounting principles, of each resident's personal
funds entrusted to the facility on the resident's
behalf.

(B) The system must preclude any commingling of
resident funds with facility funds or with the funds
of any person other than another resident.

(C)The individual financial record must be available
to the resident through quarterly statements and
upon request.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview and document
review it was determined that the facility failed to
have a system in place to ensure quarterly financial
statements were provided to residents who
maintained Personal Needs Account (PNA) funds
with the facility. This deficient practice was identified
for 7 of 7 residents who attended a resident council
meeting, and affected all 84 residents identified as
maintaining a facility PNA account.

The evidence was as follows:

On 3/23/26 at 8:13 AM, the[VISHIFCIIN(IIG)}
m provided the surveyor with a

IST O erson eed Account balances as of
3/19/26. The Trial Balance listed 84 total PNA
accounts with INISRSCEFEEIRIE held by the
facility.

F0689

F0568

The Business Office Manager immediately initiated
distribution of quarterly Personal needs account
(PNA) statements to all residents and/or
representatives. On 3/27/26, the social worker went
to the store for resident #56 and bouaht s
personal items thus bringing NEISXOIGE RIS

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

VENESIBOIGE. Social Workers, and
R \vere In serviced by the Administrator,
regarding the facilities responsibility to distribute
quarterly statements timely.

Quarterly Statements will be generated after each
quarter and be distributed to the
residents/responsible party.

Statements will be hand delivered to alert and
oriented residents by the Business Office Manager
or designee or mailed to the responsible party of
any other resident. Delivery and mailings will be
documented.

The Administrator or designee will conduct an audit
each quarter for the next 3 quarters to ensure all
residents/responsible parties received a copy of
their quarterly PNA statement. Results will be
reported to the QAPI committee for the next 3
quarters.

05/15/2026

05/15/2026
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Continued from page 32

On 03/23/26 at 10:28 AM, the surveyor conducted a
resident council meeting with 7 residents. When
asked if the residents were provided quarterly
statements for their PNA accounts, the residents
stated "no" and they would have to request a PNA
statement from the facility.

On 03/24/26 at 10:39 AM, the surveyor met with
Resident #56 and the regular[SRSI SO VAN{)I(5))
was present. When asked If the residen

i showed the surveyor the

the resident if they knew that they
PNA funds to spend on items that they needed, they
stated, “no” they were not aware (Resident #56's
PNA balance was . The resident showed the
surveyor and stated they would like
also.

On 03/24/26 at 9:47 AM, the surveyor interviewed
UEU.S. FOIA (b)(6) ) who stated he
worked for the management company that managed
the facility. The surveyor asked about the PNA funds
and the # stated that the residents would take

out money through the & as needed and
that he provided theg with a daily report
of PNA funds.

On 03/24/26 at 10:08 AM, the surveyor conducted a
follow-up interview with the regarding the PNA
process and asked if there was a process in place to
send quarterly PNA statements to the residents. The
ﬂ stated he did not distribute any statements and
also confirmed that he was the person who
maintained the access to the PNA management
program for the facility. The 8 stated he was
aware that residents were supposed to be provided
with PNA statements and he stated that one family
asked for a statement a few months ago. When
asked if the process was for residents to request
statements, he stated, "no, shouldn't be, they are
supposed to get them quarterly." Theﬁ
confirmed he had been aware that the 1acility was
not providing residents with quarterly PNA
statements.

A review of the Resident Funds Management System
(PNA) policy last revised 10-2025 revealed a Policy
Statement: The facility shall maintain a PNA account
for any resident who chooses to deposit funds with
the facility. These funds are managed solely for the
resident's personal use. The facility will ensure
secure handling, accurate accounting, and timely
access to funds upon resident request. The policy

F0568

05/15/2026
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CFR(s): 483.10(f)(10)(iv)(v)
§483.10(f)(10)(iv) Notice of certain balances.

The facility must notify each resident that receives
Medicaid benefits-

(A) When the amount in the resident's account
reaches $200 less than the SSI resource limit for one
person, specified in section 1611(a)(3)(B) of the Act;
and

(B) That, if the amount in the account, in addition to
the value of the resident's other nonexempt
resources, reaches the SSI resource limit for one
person, the resident may lose eligibility for Medicaid
or SSI.

or death.

Upon the discharge, eviction, or death of a resident
with a personal fund deposited with the facility, the
facility must convey within 30 days the resident's
funds, and a final accounting of those funds, to the
resident, or in the case of death, the individual or
probate jurisdiction administering the resident's
estate, in accordance with State law.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation interview and document
review it was determined that the facility failed to
ensure a process was in place to ensure that all
residents that maintained a Personal Needs Account
(PNA) that approached the limit that could jeopardize
a resident's eligibility for or

were notified. This deficien
practice was idenuried for a resident who had PNA
funds in excess of (Resident #56) and
affected all 84 residen 0 maintained a facility
PNA.

The evidence was as follows:

On 3/23/26 at 8:13 AM, the VETGEINOIBA)

§483.10(f)(10)(v) Conveyance upon discharge, eviction,
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SS=F did not indicate a process for providing quarterly
statements.
NJAC 8:39-9.5(a)
F0569 Notice and Conveyance of Personal Funds F0569 On 3/27/26, the Social Worker notlﬁed resident #56 05/15/2026
SS=F thatjlll account balance waulShlaEN and went to

the store and bought [RS8 Order 26 4(b)(1)
bringing [ PNA account

thus

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

A weekly report will be generated by the Business
Office Manager or designee to identify all balances
for Medicaid residents.

Any resident/responsible party of a resident with a
balance of $1,700 or more will be notified
immediately by Social Services stating: 1) account
has almost reached $200 less than SSI limit, and 2)
eligibility may be lost if the account reaches $2,000.

Social Worker will meet with resident/representative
to develop a spend down plan.

Social Worker's were in serviced by the
Administrator to discuss and document during
quarterly care plan meetings 1) what funds are
available in the PNA account, and 2) if the resident
chooses to spend down any money during the
quarter.

The Administrator or designee will audit 100% of

Medicaid resident PNA accounts weekly for 4 weeks,

then monthly for 5 months, then quarterly for 1
quarter to verify that no accounts exceed $1,700
without documented notice and spend down plan,
and that notices were issued at the time the
residents balance reaches $1700. Audit results will
be reported to the QAPI committee quarterly for the
next 3 quarters.
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U.S. FOIA (9)I(3)] provided the surveyor with a

facility.

On 03/23/26 at 12:45 PM, the surveyor interviewed
both Social Workers (SW #1 and SW #2) regarding
the PNA process to assist residents to use their
funds. SW #1 stated that the SHECSIINQIE) talked
to the residents to determine what they needed from
the store and the business office would keep "an

eye" on the PNA funds to identify who needed to
spend down PNA funds.

On 03/24/26 at 9:47 AM, the survevor interviewed
U.S. FOIA (b)(6) ) who worked for
the management company that managed the facility.
The surveyor asked about the PNA funds process.
Theq stated that the re5|dents would take out
money through the ji§ (OXO)
he provided the i
PNA funds. When asked what he did if resident had
a large amount of funds, he stated he would reach
out to SW and tell them that the resident needed to
spend down the funds. He then stated, he hasn't
noticed anyone with the need to spend down The
stated that if a resident was over in

elr PNA they could be "shut down" and become
ineligible forw Then he stated he would not
get involved as it was the SW's responsibility to
ensure the residents spent their money. When asked
about the policy, he stated he was unsure of the
official policy.

On 03/24/26 at 10:39 AM, the surveyor met with
Resident #56 and the regular[SRSI SO VAN{)I(5))
was present. When asked It the residen

showed the surveyor the

the resident if they knew thai
funds to spend on items that they needed, they
stated, “no” they were not aware. The resident
showed the uevor and stated they would
also llke J Ex Order 26.4(0))

The surveyor then reviewed the medical record for
Resident #56 which revealed an Admission Record
that revealed diaanoses which included. but were
eaiicsReANJ Ex Order 26.4(b)(1)

A'review of the quarterly
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NJ Ex Order 26|

did not reveal any documentation regarding
any re3|dent needs or the available PNA A revnew
NJ Oroer 26.4(

On 03/24/26 11:27 AM, the surveyor interviewed
Resident #56's regarding her role in assisting
residents with their PNA and asked if Resident #56
needed anything. The stated that typically the
residents would go to the Activity Department when
they needed something from . When asked
about thNA balance and had that been
discussed wi e resident, since there was a
recent IDT meeting held on 3/11/26. The stated
the PNA "should have probably been discussed in
the quarterly meeting." The stated that she may
have purchased of Clothing for Resident
#56 one year ago and the surveyor asked for
documentation of those purchases.

A subsequent review of Resident #56's PNA
statement provided by the from |k
throug revealed there were no personal
needs items or cash withdrawals.

After surveyor inquiry regarding Resident #56's
PNA, the surveyor reviewed a SW's progress note
dated at 3:45 PM which revealed SW and
Activities met with Resident #56 to discuss spending
down some of their PNA. ... The third time we asked
they said they would like some RS ...

SW to pick out some bbb ... "Stated they
NV BTEENINENJ Ex Order 26.4(b)(1)

On 3/25/26 at 1:57 PM, the survey team met with

the facility (SRS SI@IV.\ (b)(6)
) and
managemen companv FO|A (b)(6)

On 03/26/26 at 10:13 AM, during the exit conference
held between the survey team, the facility
administration and management company there was
no additional information provided.

NJAC 8:39-4.1(3)(8)(10)(12)

(x5)
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CFR(s): §483.35(a)(1)(2)

§483.35 Nursing Services.

The facility must have sufficient nursing staff with
the appropriate competencies and skills sets to
provide nursing and related services to assure
resident safety and attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident, as determined by
resident assessments and individual plans of care
and considering the number, acuity, and diagnoses
of the facility's resident population in accordance
with the facility assessment required at §483.71.

§483.35(a) Sufficient Staff.

§483.35(a)(1) The facility must provide services by
sufficient numbers of each of the following types of
personnel on a 24-hour basis to provide nursing
care to all residents in accordance with resident care
plans:

(i) Except when waived under paragraph (e) of this
section, licensed nurses; and

(i) Other nursing personnel, including but not limited
to nurse aides.

duty.
This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, record review and
review of pertinent documents it was determined that
the facility failed to ensure that there was sufficient
competent staff to ensure a) all residents were
provided with appropriate and timely [k &
and were consistently available 10
provide appropriate care to maintain residents
highest practicable physical, mental, and
psychosocial wellbeing and b) the minimum staffing
requirements per the New Jersey Department of
Health based on acuity of the residents was
maintained. The deficient practice was identified for
5 of 5 residents reviewed (Resident #10, #31, # 58,

Resident #122

The Certified Nursing Assistant immediately checked
the resident and provided the care.
This resident had a plan of care of refusal to be
changed. Educated to the risk and benefit as
reflected on his care plan.

The Unit Manager immediately completed the

assessment and no noted.
Resident #10
The Certified Nursina Assistant immediately offered

the resident t ‘ and in agreement. No
adverse effect noted.

Resident #31

Resident #58

The Certified Nursing Assistant immediately checked
the resident and provided mew This resident

had a plan of care of of care andﬁ.l
enefit as reflected on his

Educated to the risk an

care plan.
§483.35(a)(2) Except when waived under paragraph (e)
of this section, the facility must designate a licensed
nurse to serve as a charge nurse on each tour of Resident #68

The Certified Nursing Assistant immediately checked

INJ Ex Order 26.4(b)(1)|

the resident and provided the care.

The Unit Manager immediately completed the

assessment and no noted.

The Administrator and the Staffing Coordinator
immediately notified the staffing agency to provide
additional Certified Nursing Assistant (CNA) to
supplement the staffing need of the facility based on
the appropriate ratio.

The Administrator immediately boosted the rate of
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SS=F affected individual(s)
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residents who resided in the facility.
The evidence was as follows:
Refer to F677

a)l. On 3/22/26 at 8:30 AM, the surveyor observed
Resident #122 in bed, the resident informed the
surveyor that they just finished their breakfast meal.
The resident had the lid tray in their hand and
informed the surveyor that they |REEEESEEREY  they
were The surveyor inquired regardina

| :
and Resident #122 stated they werem| last
night. The resident stated a staff checl em
morning and informed them tha
_ the staff left the room and did no

return.

On 3/22/26 at 9:00 AM, the surveyor reviewed the
assignment sheet and located the Certified Nursing
Aide (CNA) who confirmed she was the resident's
aide for the day and stated that she was informed
that the resident had not been changed during the
11:00 PM-7:00 AM shift. The surveyor accompanied
by CNA and entered Resident #122's room the CNA
informed the resident of the procedure and then
pulled back the resident's blanket which revealed

the resident was [NNESEOIGLEIPLRI)ED)

Yy
A EEERROW " The CNA informed the surveyor
that she had not yet provided care to that resident.
The CNA further stated that she was assisting other
residents with the breakfast meal. A review of the
11:00 PM-7:00 AM staffing reflected that the Census
was 59 and the facility had 3 CNAs working for the
shift.

Review of the CNA assignment sheet revealed the
unit had a census of 58 Residents with five assigned
aides. The CNA had an assignment of 12 residents
on that shift.

On 3/22/25 at 9:15 AM, the surveyor interviewed the
U.S. FOIA (b)(6) she stated that
el Care should be completed every two
ours during the day shift and every 4 hours on the
11:00 PM-7:00 AM shift.

On 3/24/26 at 10:17 AM, the survevor interviewed

MEU.S. FOIA (b)(6) who
confirmed that Incontinent care should be provided
every two hours and as needed during the day shift.

The il stated that the CNAs were to inform the
nurses If any resident refused care.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
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SS=F #68 and #122) and had the potential to affect all the Certified Nursing Assistant (CNA) through an

agency.

The Director of Nursing immediately in-serviced the
(WS ZOIV-Y()I()] in reference to the state
guideline . Ihe Staffing Coordinator immediately
called all the aides scheduled for the next shift to
come in early.

2. How the facility will identify other residents having
the potential to be affected:

All residents have potential to be affected by this
practice.

3. What systemic changes will be put into place to
ensure the deficient practice does not recur:

The Director of Nursing will in-service the
? on federal guidelines F677 an

related 1o sufficient staffing per state guideline
necessary to provide the care of the residents i.e

ratio 1-8 on 7-3 shift, 1-10 on 3-11 shift and 1-14 on
11-7 shift.

The Regional DON reviewed and updated the staffing
policy to maintain staffing levels that meet or exceed
minimum state staffing requirements while ensuring
resident care needs are addressed timely and
appropriately.

The Administrator and Director of Nursing (DON)
shall be responsible for oversight of staffing
schedules and daily staffing operations.

The Director of Nursing and/or designee will review
the staffing schedules weekly and adjusted based on
census, acuity, resident care needs, and unexpected
changes in resident condition.

Unit managers and nursing supervisors shall
monitor staff assignments and resident care delivery
throughout each shift.

The Director of Nursing and the Administrator
approved the use of nurses to be called to take the
assignments as C N A in the event of challenged
staffing.

FORM CMS-2567 (02/99) Previous Versions Obsolete

Event ID: 1F4D53-H1

Facility ID: NJ61341

If continuation sheet Page 38 of 88



PRINTED: 10/09/2026
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:

AND PLAN OF CORRECTIONS A. BUILDING 03/26/2026
315299
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
KING MANOR CARE AND REHABILITATION CENTER 2303 WEST BANGS AVE , NEPTUNE, New Jersey, 07753
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (E:gl-? \C/IC[)DIESESC?IL\?Q A?gT?C?NRgl-EigIJB)NBE (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX CROSS-REFERENCED TO THE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY) DATE
F0725 Continued from page 38 F0725 Continued from page 38 05/15/2026
SS=F 2. 03/22/26 at 9:30 AM, Resident #68 for

R Care. ReS|dent #68 was in bed, and

RN Ex Order 26.4(b)(1) The Administrator hired a new Human Resources to
at they were provided with facilitate efficient hiring of staff. She started

| care around 4:00 in the morning. The MOz Ao

ave peen checked and before breakfast In the event of staffing shortages, call-outs,
was served. increased census, emergencies, or other unforeseen
staffing concerns, the facility shall implement
3. On 3/22/26 at 9:31 AM, the surveyor observed contingency staffing measures which may include:

Resident #31 in bed, when asked about how their
stay had been at the facility Resident #31 stated i

Requesting voluntary overtime;

TResigent 7 stated tal .NJ Ex Order 26.

e survevor observed al\SE= SOl ROy Utilizing per diem staff;

NJ Ex Order 26.4(

Utilizing approved agency staffing personnel;

On 3/23/26 11:18 AM, the surveyor interviewed the Reassignment of management or supervisory
CNA regardingm and|gilisias . The CNA nursing staff to resident care assignments as
stated that Residen required Bl She needed;

stated today was their j§ day, but they never

NJ Ex Order 26.4(b)(1) theyr elve m and
(ney were ¢ ressed and assisted out 0 The CNA Adjustment of non-essential duties to prioritize
B should have been included on direct resident care;
y. The CNA stated if the were
) she would § because the resident
il someone. |he CNA stated that Cross-training staff (i.e. rehab), where appropriate
never asked to have their . The and within scope of practice;

together to observe their s i The
“they could jgisal” but if they S | would Resident non-adherence will be managed through
i if education on risk vs benefits, care planning and

they were sl . When the surveyor asked the reinforcement of safety agreements.

CNA if Resident #31 had |l the CNA was
Shower schedules were reviewed by Unit Managers

unable to answer.

On 3/23/26 at 11:27 AM, the surveyor interview for their respective units and deemed appropriate.
Licensed Practical Nurs (LPN) regarding Validation of shower completion is documented in
and . The LPN stated that “only if they the Medication Administration Record.

asked, we would|REREsEREl and theirm
usually nails.” The further sta at

she didnt notice Resident #31's | and they had The Unit Manager and/or designee will audit 10
not requested to have their LPN #1 stated resident’s showers and nail care weekly for 4 weeks
the nurses would cut the resident's if the the 15 patients monthly for 3 months.
resident hadm and the CNA'should not
The LPN stated Resident #31 was not
e LPN then stated, “we should offer toﬁI e The Unit Manager and/or designee will audit the
n

residents’ when we provided care on their incontinence care of 10 residents weekly for 4
| days, "they should not have to ask.” weeks, then 10 residents monthly for 3 months.

4. On 3/22/ 26 at 9:43 AM, the surveyor observed
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was eating the breakfast meal. The surveyor

observed Resident #10'sﬁ wer

HThe surveyor asked the resident I they would
repucliNJ Ex Order 26.4(b)(1) R4S
resident stated that they would like 0.

On 3/23/24 at 9:30 AM, the surveyor observed the

resident eating breakfast in the room and the

resident’s were in the same condition as

observed during the initial tour on 3/22/26. The
surveyor asked the resident aqaln if they would like

thelrﬁ to be | the resident

stat

On 3/25/26 at 11:30 AM, the surveyor asked the
WERZSNBIG)] when staff were to provide nails care

Resident #10

provnded on 3/23/26 as schedule.
recelved j care after the surveyor inquiry on
3/25/26.

Review of the CNA assignment sheet for 3/23/26
during the day shift revealed the unit had a census
of 58 Residents with five assigned aides. The CNA
had an assignment of 12 residents on that shift.

On 3/25/26 at 10:14 AM Resident #58 informed the
surveyor that they had not had | since
The surveyor reviewed the log and
0 served that Resident #58 was to receive their

ey Ex Order 26.4(b)(1) Relent #58 stated that

in
receivem.l g 1he surveyor observed
Residen with the same set of pajamas on for 3

days. Resident #58 were covered

container was still half full, and another container
delivered from the pharmacy o was
unopened.

On 3/25/26 at 10:17 AM, the surveyor interviewed
the BEEESINOIE who conflrmed thatjil care was

should be completed between 12: :
AM, and then again between 5:00 AM and 7:00 AM.
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SS=F Resident #10 sitting in a wheelchair in the room and The Director of Nursing (DON)/Designee will review

staffing with the Staffing Coordinator daily for 4
weeks then will audit ratios weekly for 3 month.

4. How the facility will monitor its corrective actions
to ensure the deficient practice is being corrected
and will not recur:

The Staffing Coordinator and/or DON will submit the
audit report to the Quality Assurance Performance

Improvement Committee quarterly for three quarters.
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b) 1. 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.

Staffing had been calculated for the following time
frames and revealed the following:

For the 2 weeks of AAS-11 and 2 weeks of AAS-12
staffing from 03/08/2026 to 03/21/2026 the facility
was deficient in CNA staffing for residents on 14 of
14 day shifts, deficient in total staff for residents on
1 of 14 evening shifts and deficient in total staff for
residents on 4 of 14 overnight shifts as follows:

-03/08/26 had 12 CNAs for 116 residents on the day
shift, required at least 14 CNAs.

-03/09/26 had 13 CNAs for 115 residents on the day
shift, required at least 14 CNAs.

-03/10/26 had 13 CNAs for 115 residents on the day
shift, required at least 14 CNAs.

-03/10/26 had 7 total staff for 115 residents on the
overnight shift, required at least 8 total staff.

-03/11/26 had 13 CNAs for 115 residents on the day
shift, required at least 14 CNAs.

-03/12/26 had 13 CNAs for 115 residents on the day
shift, required at least 14 CNAs.

-03/13/26 had 12 CNAs for 115 residents on the day
shift, required at least 14 CNAs.

-03/14/26 had 12 CNAs for 115 residents on the day
shift, required at least 14 CNAs.

-03/14/26 had 7 total staff for 115 residents on the
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FO725 Continued from page 41
SS=F overnight shift, required at least 8 total staff.

shift, required at least 15 CNAs.

overnight shift, required at least 8 total staff.

shift, required at least 15 CNAs.

evening shift, required at least 12 total staff.

shift, required at least 15 CNAs.

shift, required at least 15 CNAs.

shift, required at least 15 CNAs.

overnight shift, required at least 8 total staff.

shift, required at least 15 CNAs.

shift, required at least 15 CNAs.

follows:

For the week of 03/15/26

Required Staffing Hours: 306.75

2.

difference of -2.75 hours.

difference of -10.75 hours.

-03/15/26 had 12 CNAs for 119 residents on the day

-03/15/26 had 7 total staff for 119 residents on the

-03/16/26 had 11 CNAs for 119 residents on the day

-03/16/26 had 11 total staff for 119 residents on the

-03/17/26 had 11 CNAs for 119 residents on the day

-03/18/26 had 13 CNAs for 119 residents on the day

-03/19/26 had 10 CNAs for 119 residents on the day

-03/19/26 had 7 total staff for 119 residents on the

-03/20/26 had 13 CNAs for 119 residents on the day

-03/21/26 had 12 CNAs for 119 residents on the day

For the 2 weeks of AAS-12 staffing from 03/08/2026
to 03/21/2026, the facility was deficient in staffing
for required resident services on 2 of 14 days as

-03/16/26 had 304 actual staffing hours, for a

-03/19/26 had 296 actual staffing hours, for a

A review of the facility's "Staffing" policy updated
December 2025, included the following: “ Our
facility provides sufficient numbers of staff with the

FO725

05/15/2026
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skills and competency necessary to provide care
and services for all residents in accordance with
resident care and facility assessment, staffing
numbers and skills requirements of direct care staff
are determined by the needs of the residents based
on each resident's plan of care

A review of the facility's "Activities of Daily Living
(ADLs) Supporting" policy dated revised included
resident will be provided with care, treatment, and
services as appropriate to maintain or improve their
ability to carry out activities of daily living...

NJAC 8:39-5.1(a); 27.1(a)

Nurse Aide Perform Review — 12Hr/Year In- service
CFR(s): §483.35(d)(7)

§483.35(d)(7) Regular in-service education.

The facility must complete a performance review of
every nurse aide at least once every 12 months, and
must provide regular in-service education based on
the outcome of these reviews. In-service training
must comply with the requirements of §483.95(g).

This REQUIREMENT is NOT MET as evidenced by:

Based on interviews and review of pertinent facility
documents, it was determined that the facility failed
to conduct yearly performance reviews of all
Certified Nursing Aides (CNA) to provide specific
education aligned with the facility assessment and
based on staff observed needs for improvement.
This deficient practice was identified for 5 of 5 CNAs
whose personnel records were reviewed, and was
evidenced by the following:

On 3/24/26 at 10:30 PM, the surveyor requested the
U.S. FOIA (b)(6) ) to provide the
ISt of all new nhires since the last survey, including
employees who were no longer employed by the
facility and contracting facility’s employees.

On 3/24/26 at 10:00 AM, the surveyor interviewed
theand required the orientation
package, the tacility assessment and the
Performance Evaluation for 5 selected CNAs. The
nurse educator informed the surveyor that the

VENFIIYAIA and the were responsible
or the employees’ Performance evaluation.

F0725

FO730

The Director of nursing/Assistant Director of
Nursing initiated yearly performance reviews for all
certified nursing aides to provide specific education
aligned with the facility assessment and based on
staff observed needs for improvement.

All residents have the potential to be affected by this
practice

The Administrator created a schedule for when all
nurses aides are due for yearly performance reviews

I U.S. FOIA (b)(6)]U.S. FOIA (b)(6)

were In serviced by the Administrator on the
requirement to perform a review of all nurses aides
at least once every 12 months.

The administrator will audit 5 certified nurses aides
monthly for 3 months and then quarterly for 3
quarters to ensure all certified nursing aides receive
a yearly performance review and are provide specific
education aligned with the facility assessment and
based on staff observed needs for improvement.
Audit results will be reported to the QAPI committee
quarterly for the next 3 quarters.

05/15/2026

05/15/2026
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On 3/24/26 at 10:30 AM, the surveyor requested
from the the performance evaluation for five
randomly selected CNAs and one Licensed Practical
Nurse for review.

On 03/24/26 at 10:22 AM, during an interview with
the surveyor, the Sl stated that they have not
done performance reviews for any the CNAs and
nurses recently. The | further stated, “The
facility should have done'it. It is important” to
ensure the job performance was based on an
employees job description. Another surveyor asked
the | why it is important for the facility to
evaluate their staff. The[jillll stated it is important
to facilitate communication and make sure that their
performance aligned with their standard of practice”.
The stated they "slacked off" regarding the
performance reviews and he confirmed that the
facility doesn't have them to provide to the survey
team.

The facility could not provide any employee files for
review of performance evaluations.

A review of the facility’s policy titled, “Staffing” last
updated December 2025 revealed the following: Our
facility provides sufficient numbers of staff with the
skills and competency necessary to provide services
for all residents in accordance with resident care
plans and the facility assessment.

Policy Interpretation and Implementation

Licensed nurses and certified nursing assistants are
available 24 hours a day to provide direct care
services.

Staffing numbers and the skill requirements of direct
care staff are determined by the needs of the
residents based on each resident’s plan of care.

NJAC 8:39-43.17(b)

F0836 License/Comply w/ Fed/State/Locl Law/Prof Std F0836 The interdisciplinary (IDT) team met with the Director 05/15/2026
SS=F of Clinical Services and the IDT team for the

CFR(s): 483.70(a)-(c) Program of all-inclusive Care for the Elderly (PACE)
to ensure a process is in place to integrate care and
§483.70(a) Licensure. services for residents who regularly attend the PACE
program. Resident #115 has since been discharged
A facility must be licensed under applicable State from the facility.
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SS=F and local law.

All residents that attend an outside program have
§483.70(b) Compliance with Federal, State, and Local the potential to be affected by this practice
Laws and Professional Standards.

The facility must operate and provide services in After meeting with the IDT team for the PACE
compliance with all applicable Federal, State, and program, the following interventions were put into
local laws, regulations, and codes, and with place.

accepted professional standards and principles that
apply to professionals providing services in such a
facility. The Unit Manager/designee will receive daily
updates via phone from a representative at the
PACE program on any resident who attends the

§483.70(c) Relationship to Other HHS Regulations. PACE program.

In addition to compliance with the regulations set

forth in this subpart, facilities are obliged to meet The information provided will be transmitted in the
the applicable provisions of other HHS regulations, resident’s medical chart

including but not limited to those pertaining to
nondiscrimination on the basis of race, color, or

national origin (45 CFR part 80); nondiscrimination Any resident which was seen by any physician or
on the basis of disability (45 CFR part 84); clinician, the consult will be sent by PACE via email
nondiscrimination on the basis of age (45 CFR part and will be uploaded to the resident's medical chart.

91); nondiscrimination on the basis of race, color,
national origin, sex, age, or disability (45 CFR part

92); protection of human subjects of research (45 4.The Administrator will audit weekly for 4 weeks
CFR part 46); and fraud and abuse (42 CFR part 455) and then monthly for 3 months and then quarterly
and protection of individually identifiable health for 2 quarters, all resident’s that attend the PACE
information (45 CFR parts 160 and 164). Violations of program to ensure a process is in place to integrate
such other provisions may result in a finding of care and services for residents who regularly attend
non-compliance with this paragraph. the PACE program. Audit results will be reported to

the QAPI committee quarterly for the next 3 quarters.
This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, record review and
review of pertinent documents it was determined that
the facility failed to ensure that it maintained
responsibility for the care and services provided to
residents at all times, and ensure a process was in
place to integrate care and services for residents
who regularly attended an outside Program of All
-Inclusive Care of the Elderly (PACE). This deficient
practice was identified for 1 of 3 residents reviewed
for accidents (Resident #115) and attended a PACE
program, and had the potential to affect all residents
who resided in the facility and for 6 of 6 residents
who attended a PACE program.

The evidence was as follows:

On 3/22/26 at 8:00 AM, the survey team entered the
facility to conduct a survey and at 8:10 AM, while in
the lobby, the survey team observed a person
ambulating with a walker, then RSSSEEELEIDE
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F0836 Continued from page 45

supposed to be in that area,
, she Stated “no”, and tha

routine.”

could not locate the resident.

following:

included but were not limited to;

ata Set, an assessment tool, dated
revealed the resident was admitted from

NJ Ex Order 26.4(b)(1)

Discharge Plan was coded "Yes", 10 Ind

to return to the community.

regarding a discharge plan.

A review of the Progress Notes beginning
through
from the

at 2:52 PM, and documented by the

SS=F EWLITEIEINJ Ex Order 26.4(b)(1)
When aske, e receptonist confirmed that it was

Resident #115. When asked if the resident was

Resident #1105 pSSCLERERON) and that was their

On 3/22/26 at approximately 8:20 AM, the surveyor
the facility for Resident #115 in the
area the resident was observed and the surveyor

On 3/22/26 at 12:18 PM, a review of the electronic
medical record (EMR) for Resident #115 revealed the

The Admission Record revealed diaanoses which

The Admission Minimum

Ex Oroer 26.4(

discharge planning already occurring for the resident

The current 15 page Care Plan was reviewed and
revealed a Focus for: | have chosen to continue to
smoke and need you to observe me for safety, Date

Initiated: and Resident has ikttt
evidence! v a history of INJ Ex Order 26.4(b)(1)

a PACE program, or goals and interventions

revealed the resident was admitted
at 2:55 PM and NJ Ex Order 26.4(b)(1)|

adamission documents from the PACE program

revealed the participant was coming from home
...with a potential discharge date “no discharae date
at this time.” A Health Status Note effective

F0836 05/15/2026

[NJ Ex Order 26
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zoom. Clinical and discharge plans updated and the
discharge plan is , and will continue
visits with the [Pace program| every Monday,
Wednesday and Friday with transportation.

A review of a Release of Responsibility for Leave of
Absence document that was in a book at the front
desk, and also located in Resident #115's medical
record revealed: “l, the undersigned resident and/or
my assigned responsible party, herby request a
Leave of Absence (LOA) from the facility. |
understand and agree to the following conditions:
...1. I am voluntarily leaving the facility on the date
and time listed below and understand that this LOA
is temporary and expected to last no more than 24
hours; 2. | acknowledge that | do not return to the
facility within 24 hours of my expected return time,
and if | or my responsible party fail to notify the
facility of any delay, my absence will be considered
as leaving the facility Against Medical Advice; 3. |
understand that failure to return within the specified
time frame without notice will result in my being
voluntarily discharged from the facility; 4. By
signing below, | acknowledge that | have been
informed of the risks and consequences of leaving
the facility, including the possibility of adverse
health effects, loss of bed hold, interruption of care
and medical management; 5. | release the facility, its
staff, administrators, and affiliates from any liability
or responsibility for outcomes resulting from my
decision to leave the facility under these terms; 6. |
confirm that this signed form will serve as both an
AMA acknowledgement and a voluntary discharge
notice if | fail to return within the specified
timeframe.

On 03/23/2026 at 12:45 PM, the surveyor
interviewed both facility Social Workers (SW) #1 and
SW #2 regarding their involvement with the residents
who attended the PACE program. Both SWs stated
the PACE program had their own SWs. When asked
SW #2, who was assigned to Resident #115 what the
discharge plan was for Resident #115, SW #2 stated
she was not involved in the discharge planning
process and that was the responsibility of the PACE
program. When asked if the resident was allowed to
hold their own cigarettes/lighter the SWs confirmed
"no."

On 03/23/26 at 10:03 AM., interviewed the assigned
U.S. FOIA (b)(6) ) for Resident #115 in the
residents room. | he resident was out of the facility

at that time. The surveyor informed the of their
observations of the resident ambulating an

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAC%ggggi%g;géﬁgé%NTgH%%m . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY) DATE
F0836 Continued from page 46 F0836 05/15/2026
SS=F revealed: Team met with the PACE via
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SS=F

NJ Ex Order 26.4(b)(1) and asked what
B stated the

resident fINJ Ex Order 26.4(b)(1),

'The
observe 0 locked (hat time,
on the resndent‘s nlghtstand and asked lf the
resident kept and in the cabinet and
the did not know as the cabinets were locked

by the resident. When asked what help or care the
resident required from the stated, they "didn't

need any help." Theﬁ ed they didn't eat at
the facility, but want e meal tray left at the
bedside.

On 03/23/26 at 10:28 AM, the surveyor interviewed

MEU.S. FOIA (b)(6) who was
assigned to Resident #115. When asked does she
provide care for Resident #115, she stated “when
[he/she] is here”, they go out and goes to the PACE

program Monday, Wednesday and Friday and
returned back at 2:30 PM.

On 3/23/26 at 1:55 PM, the [NISHIZSIIN(()
) provided the surveyor with a

copy of the contract which revealed a different

named PACE and the contract was signed by a
formerw on 2/6/20. The | confirmed the
contract was the current contract. A further review

revealed the Program of all-inclusive Care for the
Elderly (PACE) which is designed to provide
community-based, comprehensive, integrated acute
and long-term care healthcare for qualified members
of the frail elderly population. 3.1.7 Participate in IDT
(Interdisciplinary Team) Meeting. The Provider agrees
to participate in the IDT as required by the PACE
team...

3.7.7 Provider shall designate an employee with
sufficient authority who shall act as liaison between
Provider and PACE. Name: (left blank); contact
information: (left blank) shall act as Provider's
liaison with PACE ...

On 03/24/26 at 12:57 PM, the surveyor interviewed

the|fSllll regarding how many current residents

were enrolled in the PACE program and the

stated he “did not know”, but he would find out. The
then provided the surveyor with a list of 6

residents, that included Resident #115.

On 03/25/26 at 11:32 AM, two surveyors interviewed
the [fiilli and asked about the facility Quality
Assurance Process and asked about PACE program

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAC%ggggi%g;géﬁgé%NTgH%léLD BE COMPLETION
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process. The | stated the PACE referred to and
also placed residents at the facility and the residents
would then attend the PACE day program. When
asked about the contract, and the blank areas for
the Liaison and the facility integration with the
PACE. The stated, “l was not aware it was
blank” and staied there was a biweekly phone call

held with the PACE, and that the discharge plan was
the sole responsibility of the PACE program and it
was collaborated with the

‘When informed that
the were not involved in the discharge
planning, the was unaware. When asked who
was responsible 10 ensure care and services were
provided for the residents who attended the PACE
program. Theﬂ stated it was his responsibility
and stated there should be oversight between the
PACE program and the facility. When asked if there
was a process in place, them stated, “no,” and
stated the “collaboration should be documented in
the medical record.”

On 03/25/26 at 1:56 PM, the survey team conduced

U.S. FOIA (b)(6)
U.S. FOIA (b)(6)

=2U.S. FOIA (b)(

g pany
surveyor reiterated the above concerns.

On 03/26/26 at 10:13 AM, the survey team met with
the above individuals with the addition of the
for the

VEREIYBIB)] and the
wedgwood Unit. The facility informed the survey

team that the out on pass process form was revised
to remove the waiver language and confirmed there
was a breakdown between the PACE program and
the facility and they realized the need for integration
between both the facility and the PACE program.

NJAC 8:36-5.1(a); 27.1(a)

Entering into Binding Arbitration Agreements
CFR(s): 483.70(m)(1)(2)(i)(ii)(3)-(5)

§483.70(m) Binding Arbitration Agreements

If a facility chooses to ask a resident or his or her
representative to enter into an agreement for binding

arbitration, the facility must comply with all of the
requirements in this section.

§483.70(m)(1) The facility must not require any

F0836

F0847

The Admissions Director re-explained the terms of
the binding arbitration agreement to residents
#15,#37, #38, #86, #102, #106, #114 and will
re-explain to the responsible party for resident #105
in a manner they understood.

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

The SISEEOIEYG)(E)] and Concierge were in
serviced by the Administrator regarding ensuring if

05/15/2026

05/15/2026
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SS=F resident or his or her representative to sign an a new admission is cognitively intact prior to signing
agreement for binding arbitration as a condition of the admission agreement.
admission to, or as a requirement to continue to
receive care at, the facility and must explicitly inform
the resident or his or her representative of his or her TheWASHIROIVW{)I(5)) and Concierge were in
right not to sign the agreement as a condition of serviced by the Administrator regarding explaining to
admission to, or as a requirement to continue to residents the content of the binding arbitration
receive care at, the facility. agreements in a manner they understand and to

ensure the resident/responsible party understand
the agreement.
§483.70(m)(2) The facility must ensure that:

(i) The agreement is explained to the resident and Within 2 business days after the resident signs, a
his or her representative in a form and manner that printed copy of the signed agreement will be offered
he or she understands, including in a language the to the resident and/or representative for their
resident and his or her representative understands; records.

(i) The resident or his or her representative
acknowledges that he or she understands the The Admission Director/Designee will audit 3 signed
agreement; arbitration agreements weekly for 4 weeks, monthly
for 3 months, and quarterly for 2 quarters to ensure

the residents/responsible party understood the

§483.70(m)(3) The agreement must explicitly grant the agreement. All results of the audits will be reviewed
resident or his or her representative the right to at the QAPI meeting quarterly for the next 3
rescind the agreement within 30 calendar days of quarters.

signing it.

§483.70(m)(4) The agreement must explicitly state
that neither the resident nor his or her representative
is required to sign an agreement for binding
arbitration as a condition of admission to, or as a
requirement to continue to receive care at, the
facility.

§483.70(m)(5) The agreement may not contain any
language that prohibits or discourages the resident
or anyone else from communicating with federal,
state, or local officials, including but not limited to,
federal and state surveyors, other federal or state
health department employees, and representative of
the Office of the State Long-Term Care Ombudsman,
in accordance with §483.10(k).

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and record review it was
determined that the facility failed to have a process
in place to ensure that prior to signing a binding
arbitration agreement, that was included within the
Admission Packet, the agreement was clearly
communicated to the resident or representative in a
manner they understood, and they acknowledged
they understood the agreement. The deficient
practice was identified for 7 of 7 residents (Resident
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The evidence was as follows:

legal representative and a signature of the
the “Facility Representative” as being sign

both on w however, the
Admission Agreement 3

NNESYOIGEWLRIGYED The Care Area
4NJ Ex Order 26.4(b)(1)

working on it.”

On 03/23/26 at 10:28 AM, a resident council

recall, because the admission process was

facility never did.

which indicated what residents signed the

list, and Resident #105 was not listed.

attended a resident council meeting and a resident

with NNES'EOI (ST @lRE( )@ (Resident #105).

On 3/22/26 at 10:19 AM, during the facility entrance

if any residents had signed the agreements. The

stated the admission department would handle
e Arbitration Agreements and that he would inform

the surveyor if anyone had signed the agreement.

On 3/22/26 at 11:07 AM, the surveyor interviewed
Resident #105 who was unable to elaborate on the
care provided and appeared somewhat confused.

On 3/22/26 at 11:13 AM, a surveyor reviewed
Resident #105’s Admission Agreement which
revealed the AA was accepted with a signature of
the resident that was one line, no signature of a

e Admission

Minimum Data Set (M a ew revealed the

resident scored ajii out of 15 on the Brief Interview
for Mental Status which indicated the resident had

Assessment section indicated the resident triggered

On 3/23/26 at 9:03 AM, theﬁ[ stated he was
unable to provide a list of residents who signed an
arbitration document, and he had “somebody

meeting was held with seven residents. The surveyor
explained an arbitration agreement and inquired the
residents that had recalled signing an arbitration
agreement. All seven residents stated they did not

completed orally. One resident stated they were

the agreement on the small tablet and
e facility would provide them with a copy and the

On 3/23/26 at 1:11 PM, theﬂ provided the
surveyor with a list of Arbitraion Agreements (AA)

agreements. Residents #38 and #106 were on the

§ as

) y
| signed the
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On 03/23/26 at 1:20 PM, the surveyor interviewed
the Admission and Marketing Staff (ADM). The
surveyor asked what her responsibilities were
regarding admissions. The ADM stated she would
get admissions from the hospital and handle
referrals and worked on getting the insurance
coverage for the residents prior to being admitted
into the facility. When asked about the Admission
Agreement, the ADM stated that it was completed
after the resident was admitted and it was completed
using a tablet and was signed electronically. When
asked what the review of the AA entailed with the
residents, she stated it was “something outside of a
courtroom.” When asked how she would know if the
residents were able [RESRESEERREE the AA, and did
she document that information anywhere. She stated
that “usually” them would let her know
if there were concerns about a resident being able to
INE=OEEPERIDIE) the paperwork themselves. The
ADM stated she did not document anything related
AA being explained with the residents and when
asked if the ADM provided the residents with a copy
of the agreement that was signed electronically, she
stated the residents don’t get a physical copy of the
Admission Agreement. The ADM stated that the
would sign the Admission Agreement.

On 03/23/26 at 1:38 PM, the surveyor interviewed
the|gllisl about his role with the Admission
Agreement process and if her documented in the
medical record regarding any questions the
residents may have or anything that was reviewed
with the residents including the AA. The

confirmed he did not document in the medical
record and he confirmed that the ADM also did not
document in the medical record. The stated
that if a resident had a BIMS of jgi and up that they
would be able to sign the Admission Agreement on
their own, and if they had a BIMS that a
Responsible Party would have to sign the
agreement. The | stated that the ADM could
look up the BIMS and that any Admission Agreement
with his signature meant that the BIMS was |k

. When asked if he signed the Admission
greement in the presence of the resident, he said
he signed it, but not in the presence of the resident.

On 03/25/26 at 1:56 PM. the survey team met with
the WECHCIINIE)] and the Management
(IEmAU.S. FOIA (b)(6) oo

U.S. FOL

and the
U.S. FOIA (b)(6)
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improvement (QAPI) program.

must:

activities;

promulgation of this regulation;

request.

CFR(s): 483.75(a)(1)-(4)(b)(1)-(4)(N(1)-(6)(h)()
§483.75(a) Quality assurance and performance

Each LTC facility, including a facility that is part of a
multiunit chain, must develop, implement, and
maintain an effective, comprehensive, data-driven
QAPI program that focuses on indicators of the
outcomes of care and quality of life. The facility

§483.75(a)(1) Maintain documentation and
demonstrate evidence of its ongoing QAPI program
that meets the requirements of this section. This
may include but is not limited to systems and
reports demonstrating systematic identification,
reporting, investigation, analysis, and prevention of
adverse events; and documentation demonstrating
the development, implementation, and evaluation of
corrective actions or performance improvement

§483.75(a)(2) Present its QAPI plan to the State
Survey Agency no later than 1 year after the

§483.75(a)(3) Present its QAPI plan to a State Survey
Agency or Federal surveyor at each annual
recertification survey and upon request during any
other survey and to CMS upon request; and

§483.75(a)(4) Present documentation and evidence of
its ongoing QAPI program's implementation and the
facility's compliance with requirements to a State
Survey Agency, Federal surveyor or CMS upon
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SS=F and reviewed the concemns with the AA.
On 3/26/26 at 11:37 AM, during the exit conference
held with the facility and Management Company
representatives, there was no information provided
regarding the process of the AA.
NJAC 8:39-4.1(a)8; 33 (b)
F0865 QAPI Prgm/Plan, Disclosure/Good Faith Attmpt F0865 The facility initiated QAPI plans for all deficient 05/15/2026
SS=F practices identified during annual survey. These

plans included tags: F568, F569, F584, F677, F679,
F684, F689, F730, F925. Although the facility had
systems in place to self-identify potential deficient
practices, these systems are now being strengthened
to identify potential deficient practices more
efficiently.

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

The Administrator In serviced all department heads
regarding self-identifying systems and processes
that may negatively affect resident quality of care,
quality of life and review significant events and
implement data driven QAP program.

Increase QAPI meetings to monthly instead of
quarterly to maintain continuity of improvement and
routine analyzation of data.

Include “standard QAPI plans” to be reviewed at
every monthly QAPI meeting. Standard QAPI plans
include but are not limited to falls, accidents,
incidents, and any significant events.

The Administrator or designee will audit QAPI
meetings monthly for 6 months to verify that
systems that can potentially negatively affect
residents are identified by the IDT team. Results will
be provided to the QAPI committee quarterly for 3
quarters
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A facility must design its QAPI program to be
ongoing, comprehensive, and to address the full
range of care and services provided by the facility. It
must:

§483.75(b)(1) Address all systems of care and
management practices;

8483.75(b)(2) Include clinical care, quality of life, and
resident choice;

§483.75(b)(3) Utilize the best available evidence to
define and measure indicators of quality and facility
goals that reflect processes of care and facility
operations that have been shown to be predictive of
desired outcomes for residents of a SNF or NF.

8483.75(b) (4) Reflect the complexities, unique care,
and services that the facility provides.

8483.75(f) Governance and leadership.

The governing body and/or executive leadership (or
organized group or individual who assumes full legal
authority and responsibility for operation of the
facility) is responsible and accountable for ensuring
that:

8483.75(f)(1) An ongoing QAPI program is defined,
implemented, and maintained and addresses
identified priorities.

§483.75(f)(2) The QAPI program is sustained during
transitions in leadership and staffing;

8483.75(f)(3) The QAPI program is adequately
resourced, including ensuring staff time, equipment,
and technical training as needed;

8§483.75(f)(4) The QAPI program identifies and
prioritizes problems and opportunities that reflect
organizational process, functions, and services
provided to residents based on performance
indicator data, and resident and staff input, and
other information.
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§483.75(f)(5) Corrective actions address gaps in
systems, and are evaluated for effectiveness; and

§483.75(f)(6) Clear expectations are set around safety,
quality, rights, choice, and respect.

8§483.75(h) Disclosure of information.

A State or the Secretary may not require disclosure
of the records of such committee except in so far as
such disclosure is related to the compliance of such
committee with the requirements of this section.

§483.75(i) Sanctions.

Good faith attempts by the committee to identify and
correct quality deficiencies will not be used as a
basis for sanctions.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview and document
review it was determined that the facility Quality
Assurance and Performance Improvement (QAPI)
committee failed to self-identify systems and
processes that may negatively affect resident quality
of care, quality of life and review significant events
and implement data driven QAPI program. The
deficient practice affected all residents who resided
at the facility and was evidenced by the following:

Refer to F568, F569, F584, F677, F679, F684, F689,
F730, F925

Refer to F568, F569, F584E, F677E, F679E, F684H,
F689H, F730F, FO25E

a. On 3/23/26 at 8:13 AM, the (SASHIZOIRN (IS
) provided the surveyor

with a list of all Personal Need Account balances as
of 3/19/26. Resident #56 had a current balance of
and the Trial Balance listed 84 total

NJ Ex Oroer 26.4(b)(1

accounts with a
facility.

balance held by the

On 03/24/26 at 9:47 AM., the survevor interviewed
3U.S. FOIA (b)(6) ) who worked for
the management company and went to multiple
facilities. The surveyor asked about the PNA funds
and the stated that the residents would take

out money through the ESMIRI as needed and
that he provided the |RSREalAR With a daily report
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mwing; roach (cockroach) cleanout
complete. Treated all cracks and crevices. Activity

found coming out of the drop ceiling and molding

had a large amount of funds, he stated he would
reach out to il and tell them that the resident
needed to spend down the funds. He then stated, he
hasn’t noticed anyone with the need to spend down.
The stated that if a resident was over |SSR.
in their PNA they could be shut down for
and become ineligible. Then he stated he would not
get involved as it was the sl responsibility. When
asked about the policy, he was unsure of the official

policy.

b. On 3/22/26 at 8:57 AM, Resident #54 showed the
surveyor a plastic bag with 4 dead cockroach- like
insects inside. The resident then stated that when
they used the bathroom during the night, and then
turned on the light, they would see the cockroaches
scatter. On 3/24/2026 at 11:27 AM, the surveyor
reviewed the pest control reports provided by the
facility which revealed the following:1/14/26,

around the ceiling. On 3/24/2026 at 12:33 PM, the
surveyor interviewed thdUISIIZOIIN{HIGE)

who explained the procedure Tor Insect sightings to
log the sightings in the book. There was a book in
each nurse’s station, and then he called the pest
control company. He confirmed that Resident #54
had reported to him earlier that month regarding the
cockroaches and the pest company came, assessed
the room and didn't find anything. He further stated
that Resident #54 provided him with a bag with dead
insects in it, and he held on to it and showed it to
the pest control company. He also stated that lately
(this month) the facility has had a "little roach
problem."”

On 3/22/2026 at 10:03 AM, the surveyor entered
Resident #13's room, the surveyor observed a large
portion of the floor molding between the dresser and
the heating/air conditioning unit was in disrepair,

the blinds were broken, the hardware on the large
dresser were broken and hanging off the furniture,
the molding area under the sink was not affixed to
the wall and falling off the wall and there was no
calking around the sink area/vanity.

On 3/22/26 at 10:40 AM, during the initial tour, the
surveyor entered Residents #15's bathroom,
observed broken tiles behind the toilet, 4 of the 9
ceiling tiles had gaps which also surrounded the
sprinkler head and were deteriorated on the corners
of the tiles. A piece of plywood on top of the
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with half a mat that positioned lengthwise.

On 3/22/26 at 10:45 AM, the surveyor and the CNA
entered Resident #19's bathroom and observed
blackish-brownish sediment on the tiles toward the
left-hand side of the toilet bowl and brownish, rust
colored sediment on the bathtub.

¢.0n 3/22/26 at 8:30 AM, surveyor #1 entered
Resident #122's room and observed Resident #122
in bed. Upon inquiry, Resident #122 informed the
survevor that they were not provided with

care on the 11:00 PM-7:00 AM shift. The
surveyor left the room and asked a Certified Nurse
Aide in the hallway to assist with an
check. The CNA informed the resident of the
procedure, the resident agreed to get checked. The
resident was covered with a clean blanket. The CNA
pulled the cover, and we observed the bedding
including the resident’s gown, the blanket was
NJ Ex Order 26.4(b)(1) . The
surveyor left the room and accompanied the
Licensed Practical Nurse (LPN) in the room. The LPN
observed that the resident was.
The LPN stated that the CNA reporied that the
resident refused care. The Licensed Practical Nurse
confirmed that Resident #122, needed to
The surveyor then asked the LPN if she spoke wi
the resident regarding | MR care, she stated,
“No”".

On 3/22/26 at 9:30 AM, surveyor #1 observed
Resident #10 seated at the bedside eating breakfast.
Resident #10's & Ex Order 26.4(DY were INJ Ex Order 26.4(b)(1)

Jpon inquiry,
that they would I|ke therr

INJ Ex Order 2

condition as observed on

d. On 03/25/26 at 10:47 AM, the surveyors
conducted a telephone interview with them
regarding her role at the facill e
surveyor asked if there were residents with a history
of Ex Order 26 EXINED at the facility, and the
es. en asked if that posed any
ns s the stated “of course" if they leave the
facility and when asked if the il was involved in
any policies regarding [ReEaSRERROQI history with
residents, she stated, "l wasn't asked about that by
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with history of ANISSOIGETPLRI() )]
ISEREING Ex Order 26.4(b)(1)

for sure,' and Y NJ Ex Order 26.4(b)(1) the
facility. When asked the j

[NJ Ex Order 26.4(b)(1), NJ Ex Order 26.4(b)(1)

theﬁ was involved with the residents who
attended the PACE program, the |

facility at QAPI, she stated she did not.

in the PACE program and thew
not know”, but he would find out. The

included Resident #115.

the were not involved in the discharge

was a process in place, the

the medical record.”

SS=F the facility.” When asked if the @l could residents

currently MU= EPERIOE) “The pl Stated, "yes

regarding knowing that

part,
ave been made aware (Re: When asked if

i stated she did
not follow up with the PACE program. When asked
about developing policies with the facility regarding
the PACE program, she stated she did not. When
asked if she reviewed the RESISESEREEDE with the

On 03/24/26 at 12:57 PM, the surveyor interviewed

MSU.S. FOIA (b)(6)

regarding how many current residents were enrolled

stated he “did
ﬂ then

provided the surveyor with a list of 6 residents, that

On 03/25/26 at 11:29 AM, two surveyors interviewed

the and asked how often he communicated
with the The stated, “primarily at the
QAPI meeting.”

On 03/25/26 at 11:32 AM, two surveyors interviewed
the and asked about the facility Quality
Assurance Process and asked about PACE program
process. The | stated the PACE referred to and
also placed residents at the facility and the residents
would then attend the PACE day program. When
asked about the contract, and the blank areas for
the Liaison and the facility integration with the
PACE. The stated, “l was not aware it was
blank” and stated there was a biweekly phone call
held with the PACE, and that the discharge plan was
the sole responsibility of the PACE program and it
was collaborated with the ‘When informed that

planning, the was unaware. When asked who
was responsible 10 ensure care and services were
provided for the residents who attended the PACE
program. Theﬂ stated it was his responsibility
and stated there should be oversight between the
PACE program and the facility. When asked if there
m stated, “no,” and
stated the “collaboration should be documented in
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Both surveyors asked the § how the facility

determined what was reviewed by the QAPI team
and how QAPI plans were developed. The 1
stated every quarter the department heads would
present (Performance improvement Plans- PIP) and
assessed their departments and determined where
they could improve. The surveyor asked what all the
current facility QAP initiatives were. Theﬂ
stated the facility currently had the following QAPI
plans which included:

-Activities regarding attendance rates and residents’
satisfaction with activities. (Not specific to room
visits)

-CNA staffing was short at times.

-Minimum Data Set (MDS)- improve assessment
accuracy, improve communication with team
members, reduce number of modifications.

-Kitchen ensured food preferences were adhered to.

-Call bell audit grievances 3:00 PM-11:00 PM, 11:00
AM-7:00 PM residents and related to a complaint
survey.

Them confirmed that the facility did not have
any s for the concerns identified during the

survey which included, but were not limited to; the
lack of staff performance reviews, environmental
concerns, pests, activity room visits, smoking and
the "waiver" process, PNA, and falls with injuries. In
addition, the | stated the facility did not
currently review any significant events in QAPI.

On 03/25/2026 at 1:56 PM the survey team met with

luEU.S. FOIA (b)(6)

juEU.S. FOIA (b)(6) EgY-S- FOIA (b)6
migU.S. FOIA (b)(6) ), the

U.S. FOIA (b)(6) and the

U.S. FOIA (b)(6)

concerns. NO er Information was provided.

The surveyor reviewed the facility QAPI-Quality
Control and Monitoring Plan, revised 7/20/25.
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Continued from page 59
How Potential Topics for PIP’s will be identified

The QAA committee will review data and input
monthly to look for potential topics for PIPs. We will
monitor and analyze data, and review feedback and
input from residents, staff, families.... We will look at
issues, concerns, and areas that need improvement
as well as areas that will improve the quality of life
and quality of care and services for the residents
living and staying in our community. Factors we will
consider high-risk, high-volume, or problem prone
areas that affect health outcomes, quality of care
and services, and areas that affect staff....

NJAC 8:39-33.1(a)(c); 33.2(a)
QAPI/QAA Improvement Activities

CFR(s): 483.75(c)(1)-(4)d)(1)(2)(e)(1)-(3)(9)(2)(ii)(iii)

8§483.75(c) Program feedback, data systems and
monitoring.

A facility must establish and implement written
policies and procedures for feedback, data
collections systems, and monitoring, including
adverse event monitoring. The policies and
procedures must include, at a minimum, the
following:

8483.75(c)(1) Facility maintenance of effective
systems to obtain and use of feedback and input
from direct care staff, other staff, residents, and
resident representatives, including how such
information will be used to identify problems that are
high risk, high volume, or problem-prone, and
opportunities for improvement.

8483.75(c)(2) Facility maintenance of effective
systems to identify, collect, and use data and
information from all departments, including but not
limited to the facility assessment required at §483.71
and including how such information will be used to
develop and monitor performance indicators.

8483.75(c)(3) Facility development, monitoring, and
evaluation of performance indicators, including the

methodology and frequency for such development,

monitoring, and evaluation.

§483.75(c)(4) Facility adverse event monitoring,

F0865

F0867

All current QAPI plans including but not limited to
Activities regarding attendance rates and resident
satisfaction with activities, Staffing due to CNA
staffing was short at times, Minimum Data Set
(MDS)- improve assessment accuracy, improve
communication with team members, reduce number
of modifications. Kitchen ensured food preferences
were adhered to, Call bell audit grievances
3pm-11pm, 11am-7pm residents will be revised to
include measurable data to monitor improvement.

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

The Administrator will inservice all department heads
regarding facility process to measure and utilize data
acquired and develop quantitative and measurable
goals

Increase QAPI meetings to monthly instead of
quarterly to maintain continuity of improvement and
routine analyzation of data.

100% of the QAPI plans that are submitted to the
QAPI committee will be reviewed monthly for clear
measurable goals and documented improvement and
the results will be presented to the QAPI committee
for the next 3 quarters.

05/15/2026

05/15/2026
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systematically identify, report, track, investigate,
analyze and use data and information relating to
adverse events in the facility, including how the
facility will use the data to develop activities to
prevent adverse events.

§483.75(d) Program systematic analysis and systemic
action.

8483.75(d)(1) The facility must take actions aimed at
performance improvement and, after implementing
those actions, measure its success, and track
performance to ensure that improvements are
realized and sustained.

8483.75(d)(2) The facility will develop and implement
policies addressing:

(i) How they will use a systematic approach to
determine underlying causes of problems impacting
larger systems;

(ii) How they will develop corrective actions that will
be designed to effect change at the systems level to
prevent quality of care, quality of life, or safety
problems; and

(iii) How the facility will monitor the effectiveness of
its performance improvement activities to ensure
that improvements are sustained.

8483.75(e) Program activities.

§483.75(e)(1) The facility must set priorities for its
performance improvement activities that focus on
high-risk, high-volume, or problem-prone areas;
consider the incidence, prevalence, and severity of
problems in those areas; and affect health
outcomes, resident safety, resident autonomy,
resident choice, and quality of care.

8483.75(e)(2) Performance improvement activities
must track medical errors and adverse resident
events, analyze their causes, and implement
preventive actions and mechanisms that include
feedback and learning throughout the facility.

8483.75(e)(3) As part of their performance
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F0867 Continued from page 61

paragraphs (c) and (d) of this section.

body regarding its activities, including

committee must:

data to make improvements.

evidenced by the following:

respiratory treatments, CNA staffing, MDS
reviewed did not include quantitative and

and thresholds listed for performance
measurements.

SS=F improvement activities, the facility must conduct
distinct performance improvement projects. The
number and frequency of improvement projects
conducted by the facility must reflect the scope and
complexity of the facility's services and available
resources, as reflected in the facility assessment
required at 8483.71. Improvement projects must
include at least annually a project that focuses on
high risk or problem-prone areas identified through
the data collection and analysis described in

8§483.75(g) Quality assessment and assurance.

§483.75(g)(2) The quality assessment and assurance
committee reports to the facility's governing body,
or designated person(s) functioning as a governing

implementation of the QAPI program required under
paragraphs (a) through (e) of this section. The

(ii) Develop and implement appropriate plans of
action to correct identified quality deficiencies;

(iii) Regularly review and analyze data, including data
collected under the QAPI program and data resulting
from drug regimen reviews, and act on available

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review, it was
determined that the facility Quality Assessment and
Performance Improvement (QAPI) committee failed to
utilize the facility Performance Improvement Plan
(PIP) to follow the facility process to measure and
utilize data acquired and develop quantitative and
measurable goals, this deficient practice was

On 3/24/2026 at 11:00 AM, the surveyor reviewed
facility provided Performance Improvement Plans
(PIPs) for activities regarding resident participation,
missed reimbursement related to failure to capture
modifications, and baseline care plans. All PIPs

measurable goals. In addition, there were no goals

On 3/26/2026 at 8:42 AM, two surveyors interviewed

F0867

05/15/2026
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luBEIU.S. FOIA (b)(6) )
regarding Now the facility determined wnat was

reviewed by the QAPI team and how QAPI plans
were developed. The* stated every quarter the
department heads would present their (PIPs) and
assessed their departments and determined where
they could improve. The surveyor asked what all the
current facility QAPI initiatives were. Theﬂ
stated the facility currently had the following QAPI
plans which included:

Activities regarding attendance rates and resident
satisfaction with activities. (Not specific to room
visits)

Staffing due to CNA staffing was short at times.

Minimum Data Set (MDS)- improve assessment
accuracy, improve communication with team
members, reduce number of modifications.

Kitchen ensured food preferences were adhered to.

Call bell audit grievances 3pm-11pm, 11am-7pm
residents and due to a complaint survey.

The surveyor asked the# if he could provide
any data from the PIPs that was analyzed to assess
whether the PIP was effective or not. The '
stated that he confirmed that he did not have any
specific quantitative and measurable goals,
outcomes and/or audits written down, but he
"knows there has been an improvement.”

The surveyor reviewed the facility QAPI-Quality
Control and Monitoring Plan, revised 7/20/25. How
Our QAPI Plan Address Key Issues: Identify and use
data to monitor our performance; Establish goals
and thresholds for our performance measurements;
Systematically analyze underlying causes of
systematic problems and adverse events; Ensure
Planned Changes/Interventions Are Implemented
and Effective; To ensure the planned
changes/interventions are implemented and effective
in making and sustaining improvements, our
organization chooses indicators/measures that tie
directly to the new action and conducts ongoing
periodic measurement and review to ensure that the
new action has been adopted and is performed
consistently.

N.J.A.C. 8:39--33.1(a), 33.2(b), 33.2(d)
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F0584 Safe/Clean/Comfortable/Homelike Environment F0584 Resident room #15 bathroom tiles behind the toilet 05/15/2026
SS=E were fixed, 4 ceiling tiles were replaced, and cover
CFR(s): 483.10(i)(1)-(7) on top of the bathtub was fastened by the
Maintenance Director. Resident room #19 bathroom
§483.10(i) Safe Environment. tiles toward the left hand side of the toilet bowl and
bathtub were cleaned by the housekeeping director
The resident has a right to a safe, clean, comfortable and all blackish-brownish sediment/rust colored
and homelike environment, including but not limited sediment was removed. Resident room #1bathtub
to receiving treatment and supports for daily living was cleaned by the housekeeping director and any
safely. brownish colored sediment was removed.
Wedgewood shower room was cleaned by the
housekeeping director and any blackish brownish
The facility must provide- sediment, and whitish pinkish sediment was
removed from the tiles. Resident room #13 molding
§483.10(i)(1) A safe, clean, comfortable, and homelike on the floor, blinds, dresser hardware, molding
environment, allowing the resident to use his or her under the sink, and missing caulk around the sink
personal belongings to the extent possible. was repaired by the maintenance Director.
(i) This includes ensuring that the resident can
receive care and services safely and that the All residents have the potential to be affected by this
physical layout of the facility maximizes resident practice.
independence and does not pose a safety risk.
(i) The facility shall exercise reasonable care for the The facility implemented a preventive maintenance
protection of the resident's property from loss or and housekeeping program in which the
theft. maintenance director and Housekeeping Director
audits 2 rooms per week and documents their
findings.

§483.10(i)(2) Housekeeping and maintenance services
necessary to maintain a sanitary, orderly, and
comfortable interior; The facility implemented an electronic work order
system to efficiently track and record all requested
maintenance needs.

§483.10(i)(3) Clean bed and bath linens that are in
good condition;

The facility implemented a shower room cleaning
daily checklist for housekeeping staff and a weekly
§483.10(i)(4) Private closet space in each resident maintenance checklist.

room, as specified in §483.90 (e)(2)(iv);

The Administrator educated the SESEESIEYOIC)
§483.10(i)(5) Adequate and comfortable lighting levels and [WESI O )I(5)] regarding the
in all areas; updated shower room cleaning process and
preventive room rounds.

§483.10(i)(6) Comfortable and safe temperature levels.
Facilities initially certified after October 1, 1990 must The Maintenance Director or designee will audit 4
maintain a temperature range of 71 to 81°F; and resident rooms/bathrooms weekly x 4 weeks, then
monthly x 5 months, and then 10 resident rooms
quarterly x 1 quarter to ensure all residents have a
§483.10(i)(7) For the maintenance of comfortable safe, clean, and homelike environment. Findings will
sound levels. be reported to the QAPI committee quarterly for the
next 3 quarters.

This REQUIREMENT is NOT MET as evidenced by:

Complaint # NJ 2577317
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the surveyor, the (SIS OIN{)((5)]
F stated he oversaw the building and visited

Based on observation, interview and document
review, it was determined that the facility failed to
maintain the resident’s living environment in a

clean, comfortable and homelike manner for 4 of 4
resident rooms (#1, #13, #15 and #19) observed on 1
of 2 resident units (EERSSEERRE and for 1 of 2

shower rooms 'NJ Ex Order 26.4(b)(1)

The evidence was as follows:

a. On 3/22/26 at 10:40 AM, during the initial tour,
the surveyor entered Residents room #15’s
bathroom, observed broken tiles behind the toilet,
four (4) of the 9 ceiling tiles had gaps which also
surrounded the sprinkler head ,were deteriorated on
the corners of the tiles, a plywood on top of the
bathtub which was not fastened, and was covered
with half a mat, positioned lengthwise. At that time,
the surveyor invited the Certified Nurse Aide (CNA)
to enter Room 15’s bathroom. The CNA confirmed
she observed the same and stated she would inform
the nurse of the concerns.

On 3/22/26 at 10:45 AM, the surveyor and the CNA
entered Residents room #19's bathroom and
observed blackish-brownish sediment on the tiles
toward the left-hand side of the toilet bowl and
brownish, rust colored sediment on the bathtub. At
that time, the CNA confirmed she observed the same
and stated that she would inform the nurse of the
concerns.

On 3/23/26 at 12:45 PM, during an interview with
the surveyor, the ISHIZSIINGIGE) ) stated
each nursing station had a boo erein any staff
could report a problem (such as broken tiles,
malfunctioning equipment...) and he fixed the
problems that were logged. Theﬁ stated he
conducted rounds and conducted audits but could

not provide the surveyor evidence that rounds and
audits were conducted. Theﬁ stated he did not
audit for mold, and he did not receive any reports of
mold like substances.

On 3/24/26 at 11:13 AM., during an interview with

ice per month, audited the rooms in no specific
order. The surveyor requested any documentation of
the audits, and theﬁ stated he could not provide
any documented evidence of any previous audits
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On 3/24/26 at 11:18 AM, the surveyor, the and
the | entered Residents’ room #1's bathroom
and observed brownish colored sediment on the
bathtub. At that time, the stated that he was not
sure if the bathtub could be painted. The and the
stated that the brownish color on bathtub was
t that time, theﬁ confirmed the
observation did not reflect a homelike environment.

On 3/24/26 at 11:32 AM, the surveyor, the and
the | entered Resident #15's room bathroom
and observed the plywood over the bathtub that was
not fastened. At that time, the | could not state
if the placement of the unfastened plywood was safe
and added that he would discuss the concern with
the nursing department. At that time, the § and
theﬁ confirmed observing 4 of the 9 celling tles
that surrounded the sprinkler head were deteriorated
and had gaps. Theﬂ acknowledged that the
condition of the ceiling tiles was not safe and could
be a fire hazard.

On 3/24/26 at 11:35 AM, the surveyor, the and
theﬂ entered Residents’ room an

observed the brownish-blackish colored tile behind
the toilet and confirmed the discoloration on the tub
was rust. At that time both acknowledged that the
bathroom did not have the appearance of home-like
environment.

On 3/25/26 at 8:59 AM, in the presence of a
surveyor, the and the the surveyor
observed the shower room. at time, the
confirmed that the shower stall observed was wWhere
the residents who lived in the unit took
a shower. The shower stall had blackish-brownish
colored sediments underneath the tiles, located
underneath the shower head, across the shower
head and to the corners, a whiteish, pinkish residue
was also found on the floor tiles. Theﬁ stated that
it did not look Iike mold At 9:12 AM, ti

U.S. FOIA ( entered the shower room and

informed the surveyors the and the that
all the tiles could be cleane bleach 10 remove
the brownish-blacking and whmsh -pinkish
substance on the tiles. TheF stated that the
cleaning schedule for the shower rooms was twice a
week and that shower was last cleaned "6 days
ago."
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SS=E b. On 3/22/26 at 10:03 AM, during the initial tour,

the surveyor entered Resident #13's room, the
surveyor observed a large portion of the floor
molding between the dresser and the heating/air
conditioning unit was in disrepair, the blinds were
broken, the hardware on the large dresser were
broken and hanging off the furniture, the molding
area under the sink was not affixed to the wall and
falling off the wall and there was missing calking
around the sink area/vanity.

On 3/24/26 at 8:42 AM, the surveyor and the
Certified Nurse Aide (CNA) entered Resident #13's
room, the CNA acknowledged that the blinds should
not have been broken, the molding on the floor
should have been repaired and around the sink
area/vanity should have been repaired. The CNA
further stated that if she had noticed something
needed to be repaired, she would have called
maintenance or gone to the maintenance department
to report the issues. The CNA stated that she was
“unsure” if the issues had been reported.

On 3/24/26 at 11:55 AM, the surveyor interviewed
thep in the presence of the [l The%stated
each nursing station had a Maintenance logbook
available for staff to log maintenance issues. The |
stated that he checked the maintenance logs every
day and he fixed the problems that were logged. The

| stated that he “fixed things every day.” TheE
stated he conducted rounds and conducted audits,
but he did not keep documentation. The and

went to Resident #13's room to view the items

in disrepair. Theﬁ and|@ll agreed that all the
above mentioned items should be repaired.

On 3/24/26 at 12:15 PM, the surveyor reviewed
Maintenance log located at the nurse’s station
reviewed, there were no reports written for Resident
#13's room. The last entry that was recorded in the
log was

On 3/25/26 at 1:57 PM, during a meeting with the
survey team, the|[UESTIZI®] VLN (b)(%)S

-!ﬂ S. FOIA (
mauU.S. FOIA (b)(6)

On 3/26/26 at 10:15 AM, during a meeting with the

survey team, the JESISSINQID). the [l the
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- RGEU.S. FOIA (b)(6
the

cause was the age of the building, recognized that
they should have a program in place, and had a
transition that contributed to the absence of
preventative maintenance. Additionally, theﬂ
stated that the repairs were completed in Resident
#13's room.

A review of the provided facility policy titled,
Homelike Environment, reviewed/updated 9/2025
included that the “Residents are provided with safe,
clean, comfortable and homelike environment and
encouraged to use their personal belongings to the
extent possible”.

NJAC 8:36-4.1(a)11; 31.8(€)

ADL Care Provided for Dependent Residents
CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry out
activities of daily living receives the necessary
services to maintain good nutrition, grooming, and
personal and oral hygiene;

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, record review, and
review of pertinent facility documentation, it was
determined that the facility failed to ensure that
residents who were dependent on staff for activities
of daily living was provided with a) routine and
appropriate RSESEREE care, b) that was
consistent with their needs and preferences, c)
assistance to bkl d) routine and
appropriate kSl in a tmely manner This
deficient practice was identified for 4 of 4 residents
reviewed for activities of daily living (Resident #10,
Resident #31, Resident # 58 and Resident #122).

The evidence was as follows:

1) On 3/22/26 at 8:30 AM, the surveyor #1 entered
Resident #122's room and observed Resident #122
in bed. Upon inquiry, Resident #122 informed the
surveyor that they were not provided with
RERERRN care on the 11:00 PM-7:00 AM shift.

e surveyor asked a Certified Nurse Aide (CNA) in

NJ Ex Order 26.4(b)(1)

the hallway to assist with an check.
The CNA informed the resident of the procedure, and
the resident agreed to get checked. The resident was
covered with a clean blanket, and when the CNA
removed the blanket, we both observed ,

ANESSOLEPERIB@ and the resident’s were a

F0584

FO677

1.

Resident #122

“. Educated to the risk and
refiecte: on care plan.

The Unit Manager immediately completed theﬁ
assessment and REISISERFERIQIEN noted.

Resident #10

The Certified Nursing Assistant immediately offered

NJ Ex Order 26.4(b)(1)

the resident to No adverse effect noted.

Resident #31

The Certified Nursing Assistant immediately offered

NJ Ex Order 26.4(D)(1)

the resident to . No adverse effect noted.

Resident #58

The Certified Nursing Assistant inmediately checked
the resident and provided . This resident

had a plan of care of refusal of care andﬁ.l
Educated to the risk and benefit as reflected on his

care plan.

The Unit Manager immediately completed theﬁ

assessment andieiSASIEEERIDE noted except the

05/15/2026

05/15/2026
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surveyor left the room and accompanied the
Licensed Practical Nurse (LPN) into the room. The
LPN observed also observed that the resident was
NNISROREPERGE The LPN stated that the CNA
reported that the resident had refused care. The LPN
confirmed that Resident #122 needed to

The surveyor then asked the LPN if she Spoke wi
the resident after the CNA stated the resident
refusedm_rcare and to follow up on the
resident’s condition. The LPN she stated, “No”, she
had not followed up with the resident.

On 3/22/26 at 9:00 AM, during an interview with
Resident #122, Resident #122 stated that a CNA had
checked them this morning and observed they were
NSROEEPLRION) The CNA informed them the
NJ Ex Order 26.4(b)(1) KalCECuRay
eft the room and did not return. eS|dent #122 was
also served breakfast while being |EEEEEEEEEEN

. The Resident stated to the surveyor,
you observed was not over six hours only.” The
surveyor asked Resident 122, if they |kl
, Resident #122 stated, RISSELLRERIC/ Q)

On 3/23/26 at 10:00 AM, the surveyor reviewed
Resident #122's medical record which revealed the
following: According to the Admission Minimum
Data Set (MDS) datedm, Resident #122 had a
BIMS score of @i out of15 which was indicative of
NJ Ex Order 26.4(b)(1) EUCKRUEEIYSTIE
observation on 3/22/26, Resident 122's Care Pan
revealed a Care Plan implemented orﬁ, for
refusal of care. The Care Plan also a focus for ADL
. The interventions
were 1or s 0 encourage participation with ADLs

care. Initiate

2) On 3/22/26 at 9:30 AM, the surveyor observed
Resident #10 seated at the bedside eating breakfast.
Resident #10's [NJ Ex Order 26.4(b)( were INJ Ex Order 26.4(b)(1)

Jpon Inquiry, Resl #10 INTO e Surveyor
that they would Ilke thelr and
N Resident #10 was supposed 1o have their
on their scheduled
received

‘aays. #
and was observed with In the
same condition as observed on rouah

. Resident #10 had their RASESLEEEROIQ)
after the surveyor inquiry Ol .

3) On 3/22/26 at 10:00 AM, the surveyor entered
Resident #58's room. The surveyor observed
Resident #58 seated in a wheelchair at the bedside.

{ on
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IS\, £ Order 26.4(b)(1) The NG 2401 JMIN Ex Ordr 26.4(0)( 1)}

2. All residents in the facility have the potential to be
affected by this practice.

3. The following measures have been put into place
to prevent this practice from recurring:

A. The Facility educator and/or designee will provide
an in-service all the nurses and Certified Nursing
Assistance on Federal Guidelines on F677 related to
the care of the residents who are unable to carry out
their activities of daily living.

B. Shower schedules were reviewed by Unit
Managers for their respective units and deemed
appropriate. Validation of shower completion is
documented in the Medication Administration
Record.

C. The Unit Manager and/or designee will audit 10
resident’s showers and nail care weekly for 4 weeks
the 15 patients monthly for 3 months.

D. The Unit Manager and/or designee will audit the
incontinence care of 10 residents weekly for 4
weeks, then 10 residents monthly for 3 months.

E. Resident non-adherence will be managed through
education on risk vs benefits, care planning and
reinforcement of safety agreements.

4. The Director of Nursing and/or designee will
submit the audit report to the Quality Assurance
Committee quarterly for the next 3 quarters.
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u
€ same pajamas on_
, seated in the room

R e5|dent #58 stated that
they had been trylng tfor so long,
and it did not happen. The resident asked the
surveyor if they could facilitatemfor them.
The surveyor asked the resident when they last had

. The resident stated, “the last kil was

The surveyor then reviewed the medical record for
Resident #58 which revealed:

A review of the Admission Face Sheet (an admission
summary) reflected that Resident #58 was admitted

to the facility with diaanoses which included but
were not limited to|NNE='qO](s Il R:1{) 1§}

Accordlnq to the quarterly Minimum Data Set ( MDS)
date Resident #58 had

and score out of 15 on the Briet Interview for
Mental Status (BIMS). Resident #58 had a care plan

for ADL|\N] Ex Order 26 4(b)( ) related IOP
ated .
ain current level 0
m The interventions
0 assist Resident #58 as needed.

4. On 3/22/26 at 9:31 AM the surveyor observed
Resident #31 in bed, when asked about how their
stay had been at the facility Resident #31 stated |

T EE RS AN Ex Order 26.4(b)(1)

e surveyor observed|N\NE=>gU] (e[S @IR{ N
R ex oraer 264NN Ex Order 26. 4(b)(

NJ EX Urder 26.4(b)(1)

On 3/22/26 at 11:10 AM The surveyor reviewed the
medical record for Resident #31. According to the
Admission Record (an admission summary) Resident
#31 was admitted to the facility with diaanoses that
included but were not limited to: RASISEEFIEID]
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A review of the most recent comprehensive Minimum
Data Set (MDS), an assessment tool dated

reflected the resident h a Brief Interview tor Mental
Status (BIMS) score of @l out of 15, which indicated
the resident waiaEFLEIDEN
revealed that Resident #31 was coded as

NJ Ex Order 26.4(b)(1)

NJ Ex Order 26.4(b)(1)

A review of the resident's comprehensive Care Plan
i j identified a problem area of ADL

NJ Ex Order 26. 4(b)( ) related to
) S were malntmmevel

and V onay3 00 PM-11: 00 AM date

initiated W

A review of the resident‘sw Physician
Order Sheet reflected a physician's order dated

™ for Bi-weekly | days, Day
every day shift every Thursday, and physician order

dated, Bi-weekly NUISSCISEWIEIDIE)] Day
every evening shift every Monday.

On 3/23/26 at 11:18 AM, the surveyor |nterV|ewed
the CNA regarding [~
stated that Residen

stated today was their
took I, they receiveq

§li Ooy. The CNA then stated if theﬁ
NJ Ex Orger 26.4{ TJEXO(O&{BJJ becauset e
resident could ¢ . . I'he CNA stated

that Resident # not ask to have theirm
The surveyor and CNA went to Resndent #31's room

ey had

e surveyor asked the CNA if
INJ Ex Orger 26.

was i and the CNA was unable

to answer.

On 3/23/26 at 11:27 AM, the surveyor interviewed
the Licensed Practical Nurse (LPN) regarding
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SS=E andjl care. LPN #1 stated that “only if
ey asked, we would NJ Ex Order 26.4(b)(1) Thelrm
usuallym e LPN urther state
she didn't notice e5|dent #31's i and they had
not requested to have their Sl The LPN stated
the nurses would i the resident’s sl if the
resident was and the CNA'should not
if the resident was [l The LPN stat
esident #31 did [RSSlESEROl{) _The LPN stated,
“we should offer t0 ju entjahaee When we
provided care on their jukaal ey should not
have to ask.”
On 03/25/26 at 1:56 PM, the survey team met with
S. I!KQU'S-
miEuU.S. FOIA (b)(6)
U.S. FOIA (b)(6)
u.S. FOIA (b)(6)
A review of the facilities policy updated 10/25 titled
“Activities of Daily Living (ADL), Supporting”
revealed Policy Statement: Residents who are
unable to carry out activities of daily living
independently will receive the services necessary to
maintain good nutrition, grooming and personal and
oral hygiene” Policy Interpretation and
Implementation 2. Appropriate care and services will
be provided for residents who are unable to carry
our ADLs independently ... a. hygiene (bathing,
dressing, grooming, and oral care).
NJAC 8:39-27.1 (a)2(g)(h)
F0679 Activities Meet Interest/Needs Each Resident F0679 |On3/27/26 the was in serviced by 05/15/2026
SS=E the Administrator on ensuring resident activity
CFR(s): 483.24(c)(1) preferences and attendance are addressed including
documentation. On 3/27/26 Resident
§483.24(c) Activities. number was visited by the activity director and
social worker to discuss activity preferences
§483.24(c)(1) The facility must provide, based on the including shopping, activity programs and trips.
comprehensive assessment and care plan and the Resident #56 requested items and were purchased
preferences of each resident, an ongoing program to by social worker. was offered the current
support residents in their choice of activities, both . Resident #56
facility-sponsored group and individual activities and 0In activity programs
independent activities, designed to meet the and shopplng tnps - and attendance will be
interests of and support the physical, mental, and documented.
psychosocial well-being of each resident,
encouraging both independence and interaction in
the community. All residents have the potential to be affected by the
deficient practice. A review was done of resident
This REQUIREMENT is NOT MET as evidenced by: activity preferences, participation and documentation
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SS=E of attendance and refusals.
Based on observation, interview and document
review it was determined that the facility failed to
ensure a process was in place to provide an Any residents who have been refusing have
ongoing program to support a resident’s individual documentation entered in their record.
activity preferences to the
needs of the residents. The deficient practice was
identified for 1 of 1 resident (Resident # 56) reviewed The activity policy and procedure were reviewed, a
for activities and was evidenced by the following: new form was created to document the date, time
spent, and employee assigned for room visits. All
On 03/24/26 at 10:39 AM, the surveyor interviewed recreation staff were re-educated by the Activities
Resident #56 and asked Resident #56 regarding what Director on activity policy and procedure including
they liked to do for activities, and Resident #56's the new room visit form.
regular certified nurse aide was also present. The
resident stated they loved and showed the
surveyor their When asked if the resident Activity director/designee will conduct chart reviews
attended the trips, the resident stated they were of activity documentation of 3 residents weekly x4
never asked about the trips and would go on trips. weeks and monthly x2 months to ensure that
When asked if the resident walked, the resident residents are being provided with the opportunity to
stated they could dance and the Certified Nurse Aide engage in activities and documentation of
(CNA) stated the resident liked to il attendance and refusals is complete as well as 1:1
room visits are complete. The results of these audits
On 03/24/26 at 11:00 AM, the surveyor reviewed the will be reported to the QAPI committee x 3 months
medical record for Resident #56 which revealed the to ensure ongoing compliance.
following:
A Quarterly Minimum Data Sheet (assessment tool)
dated e which revealed a Brief Interview for
Menta .
Resident Mood Interview revealed
experienced episodes of [NNE=YE®] (e[ gl R ()&}
* guring the prior
e resident was coded as
The Care Plan revealed a Focus area for Resident
#56 was dependent on staff for meeting
risk for
(b)(1
as desired through review date and red
W, with a Target date of
Intervenuons Included: All staff to
converse while providing care, Initiated ;
Establish and record the resident's prior level of
activity involvement and interests by talking with the
resident, caregivers, and family on admission and as
necessary, Initiated ; Invite/ encourage to
scheduled activities, Initiate: ; Provide a
program of activities that is of interest and
empowers the resident by encouraging/allowing
choice, self-expression and responsibility Initiated
Provide with activities calendar. Notify of
any changes to the calendar of activities. Initiated
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An Activity Assessment datew revealed the

resident was coded as “Yes" fOr on occasion

NJ Ex Ordr 26 4(o) 1) VN f0 (the If yes,
speciiic dated and the actvity section was blank);
“Yes” fo[\NISECICEIPIEIIIEN (the If yes,
specific dated and the acuvity section was blank).
On 03/24/26 at 11:07 AM, the surveyor interviewed
the [SISTIEOIIX()(E))) regarding the activities and
how often trips were scheduled. The stated trips
were scheduled once per month, and that she asked
residents if they wanted to attend. When asked if
Resident #56 went on trips, the il stated Resident
#56 wanted NNISOICEWIFIDIED and when they
went on shopping trips, there would be other
residents and Resident #56 RESEESERRE. The
surveyor asked were the trip refusals documented?
Theg “it was a long time ago” and confirmed that
she did not document refusals and when asked what
activities were provided for Resident #56 and the
stated, room visits were provided to Resident #5

three times per week and the surveyor asked if that
was documented.

On 03/24/26 at 11:49 AM, the provided the
surveyor with one-page handwritten document with
Resident #56's name on the top, with Date of Room
Visit, and a section for brief description of visit with
resident. The document did not indicate the time
spent with the resident, or staff signature that
identified the staff. When asked how long the visits
were supposed to be. Theﬁ(stated they should be
NN long. When'asked if the information
was documented anywhere else, the |l stated “no.”
When asked how she could confirm how long the
visits were, or what happened when a refusal was
documented? TheF could not confirm the staff
who documented the visits, or the time spent with
the resident and no additional information was
provided. The document revealed offered

er 26.4(b)(1) |EUsEg sed,w
SRR Offered trips-refused,
d walk- refused,

ake a
offered (no specific).

Three visits per week were not documented for
NJ Ex Order 26.4(b)(1)|

On 03/25/26 at 1:56 PM, the survey team met with
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§483.45(c) Drug Regimen Review.

§483.45(c)(1) The drug regimen of each resident must
be reviewed at least once a month by a licensed
pharmacist.

§483.45(c)(2) This review must include a review of
the resident's medical chart.

§483.45(c)(4) The pharmacist must report any
irregularities to the attending physician and the
facility's medical director and director of nursing,
and these reports must be acted upon.

(i) Irregularities include, but are not limited to, any
drug that meets the criteria set forth in paragraph (d)
of this section for an unnecessary drug.

(ii) Any irregularities noted by the pharmacist during
this review must be documented on a separate,
written report that is sent to the attending physician
and the facility's medical director and director of
nursing and lists, at a minimum, the resident's
name, the relevant drug, and the irregularity the
pharmacist identified.

(iii) The attending physician must document in the
resident's medical record that the identified
irregularity has been reviewed and what, if any,
action has been taken to address it. If there is to be
no change in the medication, the attending physician
should document his or her rationale in the
resident's medical record.

§483.45(c)(5) The facility must develop and maintain
policies and procedures for the monthly drug
regimen review that include, but are not limited to,
time frames for the different steps in the process
and steps the pharmacist must take when he or she

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAC%ggggi%g;géﬁgé%NTgH%%m . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY) DATE
F0679 Cotjnd from page 74 F0679 05/15/2026
SS=E 3=*U.S. FOIA (b)(6) and the facility
[~ o6 FERE:
information was provided.
NJAC 8:39-7.3(a)(g)
FO756 Drug Regimen Review, Report Irregular, Act On FO0756 Element | 05/15/2026
SS=E
CFR(s): 483.45(c)(1)(2)(4)(5) Resident #95

The Licensed Practical Nurse immediately notified
me and VEAESIBIE)] on how to
prepare the medication related to residents on
modified.

The Unit Manager immediately notified the physician

related to pharmacy recommendation on how to
administer the et

The Director of Nursing immediately assessed the
resident following the medication pass with no
adverse effect noted.

The Director of Nursing immediately educated the
Licensed Practical Nurse on cautionaries for
medication administration for residents on modified
diet.

The Director of Nursing initiated a facility-wide audit
of all residents with puree, honey and nectar thick
diet and their medication formulation. All residents
were noted in compliance with safe administration
and no adverse effect noted.

The Director of Nursing immediately completed
related to a medication error report.
Element Il

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

Element Il
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SS=E identifies an irregularity that requires urgent action The Facility Educator and/or designee will in-service
to protect the resident. all nurses on Federal Regulation F 756 related to
residents on modified diet and following up the
This REQUIREMENT is NOT MET as evidenced by: pharmacy recommendation in a timely basis.
Refer to 759.

The Pharmacy consultant will do monthly, admission
and as needed medication review.

Based on observation, interview, and record review,
it was determined that the facility failed to ensure
the recommendation made by the Unit manager and/or designee will complete

was acted upon In a tmely manner Pharmacy recommendation on a timely basis per
or one 0 (2) residents (Resident #95) with a policy.

' l!! o'!
physician ordered diet of NUISJCISEIWLEIDIE and
was evidenced by the following:

The DON and/or designee will do an audit of 5

On 3/23/26 at 9:45 AM, the surveyor began the residents to verify completion of pharmacy
Medication Observation Pass for Resident #95. The recommendation weekly x 4 weeks then, 10 residents
Licensed Practical Nurse (LPN) began to prepare the monthly x 3 months.

medication that included a physician order (PO) of
NJ Ex Order 26 4(b)(1)

The Facility Educator and/or designee will do the
rm Med Pass Competency for 4 nurses weekly x 4

and sched or administration at 9:0 . NO weeks, then 6 monthly x 3 months.

additional instruction was reflected on the PO.

The Pharmacy consultant will complete a Med Pass
At that time, the surveyor observed an order on the Competencies for 2 nurses monthly x 3 months.
electronic Medication Administration Record (eMAR)
that indicated the resident had a|RMSESEEEERION)

diet. Element IV

On 3/23/26 at 9:52 AM, the LPN requested The Director of Nursing and/or designee will submit
assistance from another staff to retrieve a pre the audit findings to the Quality Assurance and
thickened nectar liquid for Resident #95 since she Performance Improvement (QAPI) committee for
did not have one in her medication cart. At 9:53 AM, trend analysis and corrective action quarterly for 3

the other staff member brought the LPN aja
that was [\N] Ex Order 26.4(b)(1)

quarters.

On 3/23/26 at 9:55 AM, the LPN confirmed with the
surveyor that she was ready to administer the
medications to Resident #95, turned and walked
toward the Resident’s door threshold. At that time,
the surveyor asked to speak with the LPN to review
the electronic Medical Record (eMR).

On 3/23/26 at 9:59 AM, the surveyor and the LPN
reviewed the eMR together. The LPN informed the
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surveyor that the)SRSISIEEEERIONN was not
something she had in her cart. The LPN stated that
administering [RESSSEEEE t0 a resident with a

could cause the

essems@aNJ Ex Order 26.4(b)(1)

1 g
PN stated that the administration

esident’s eMK,
of the was not appropriate for
Resident #95 wno had ajNASSSCEEPLERGIE] and

she would call the physician Tor an alternative.

On 3/23/26 at 10:24 AM. durina an interview with
the survevor. the [SISIIF OIS}

stated that resigents wi diet
changes were reviewed by the @l and the nurses,
who also notified the physician.

The surveyor reviewed the medical record for
Resident #95.

According to the Admission Record, face sheet, an
admission summary reflected that Resident #95 was
admitted to the facility with dlagnoses wh|ch
included but were not limited to;

A review of the quarterly Minimum Data Set (QMDS)
datez“;I reflected Resident #95 had a Brief
Interview Tor Mental Status (BIMS) score ﬁ
out of 15 which indicated Resident #95's
wadmlSRSEEPEROE  Further review of the

1)

On 3/23/26 at 11:55 AM, during an interview with

the surveyor, the UESIIZOIVN{)I(5))
informed the surveyor that the resident was

EemniceRaINJ Ex Order 26.4(b)(1)

admitted witl NJ Ex Order 26 4(b)(1) and was
upgraded to NJ Ex Order 26. 4(b)(1) on
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U.S. FOIA (b)(6),

e dietary s

with the surveyor, the
expectation was that {

previously requested g

report.

At that time, the

informed the surveyor

were updated.

survey team, the[UIS

survey team, the

U.S. FOIA (b)(6)

a Quality Assurance

FO0756 Continued from page 77
SS=E which allowed Resident #95 more time toﬂ
and NJ Ex Order 26.4(b)(1)| . The also sta ed
| hat NEES ORI was shared with the

On 3/23/26 at 1:29 PM, during a follow-up interview

medication irregularities. em could not
recall if the gl made recommendations. At that time,

the surveyor requested for all of the
recommendations report for Residen

On 3/24/26 at 10:27 AM., during an interview with
the survevor, them FOIA (b)(6)
provided the surveyor wi e
Resident #95. The surveyor and the U,S, FOIA (b)(6)
reviewed the gall recommendations together whic

included a recommendation to notify the prescriber

of the LSRR
the current consistency was safe for administration.

A facility staff signed the|ji}j recommendations

WERZOENRIE) acknowledged and
confirmed that the gl recommendation was signed
and was not acted upon. The

that the resident was
assessed after the medication pass observation, the
physician was notified, and the medication orders

On 3/25/26 at 1:57 PM, during a meeting with the
. FOIA (b)(6)
-mus FO"’”WU.S.
mcEU.S. FOIA (b)(6)

, e s
discussed the concern with the sl recommendation
was signed and not acted upon.

On 3/26/26 at 10 , dur
wEofU.S. FOIA (b)(6)

(QAPI) was started after surveyor inquiry, the
interdisciplinary team which included the

and mem would review the
and medications t0 ensure safe administration.

aft and the nursing staff.

jstated that the

e would notify “us” of

5.

B recommendations report for

and to ask the prescriber if

urveyor

ijrgU-S- FOIA (b)(6) RSP R
erformance for Improvement

FO756

05/15/2026
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A review of the facility provided document titled,
Pharmacist Recommendations Review, Nursing
Protocol dated 12/2025, included the following under
Notify the Attending Physician/APN [Advanced
Practical Nurse]: Pharmacist-identified irregularities
must be acted upon. The attending physician must
review, decide on action, and document justification
if no change is made. Nursing staff contact the
provider within 24 hours for urgent issues (e.qg.
high-risk drug interactions, missing monitoring.)
NJAC 8:39-29.3
FO759 Free of Medication Error Rts 5 Prcnt or More FO759 Element | 05/15/2026
SS=E
CFR(s): 483.45(f)(1)
Resident 84
§483.45(f) Medication Errors.
The facility must ensure that its- The Unlt Manager immediately verified the order of

W, discontinued, and changed to
NJ Ex Order 26.4(b)(1)

to the NJ Ex Order 26.4(b){1)| )
§483.45(f)(1) Medication error rates are not 5 percent

or greater;
The Unit Manager immediately completed the
This REQUIREMENT is NOT MET as evidenced by: Medication Error form related to theW
that was almost given by LPN #1.
Refer to 756.
Director of Nursing and/or designee immediately
Based on observation, interview, and record review, in-serviced LPN #1 on importance of verifying
it was determined that the facility failed to ensure physician orders for accuracy and completeness.

that all medications were administered without error
of 5% or more. During the medication administration
observation on 3/23/26 and 3/24/26, the surveyor The Facility Educator completed the Med Pass
observed six (6) nurses administer medications to Competency for LPN #1.

six (6) residents. There were 26 opportunities, and
three errors were observed which resulted in a
medication error rate of 7.69%. This deficient practice Resident 95
was identified for two (2) of six (6) residents
(Resident #84 and #95), that was administered by two
(2) of six (6) nurses. The Unit Manager immediately verified that
medication was not administered and was
immediately discarded.

This deficient practice was evidenced by the
following:

The Unit manager and Director of Nursing

a. On 3/23/26 at 8:46 AM, the surveyor observed immediately educated the nurse on importance of
the Licensed Practical Nurse (LPN #1) prepare reading the cautionary label.

medications for Resident #84. The medlcatlons
included a physician’s order (PO) of ks :

Director of Nursing and/or designee immediately
in-serviced LPN #2 on importance of verifying
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started orw At 8:52 AM. LPN #1 confirmed
she was ready 10 administer JRESESIEEEERIDIQ)

medications to Resident #34. At that time,

e surveyor observed Resident #84*
in their wheelchair in their room toward the doorway
and stated that they were scheduled for

that morning. LPN #1 admlnlstere(i
medications to Resident #84 and LPN #1
returned to their medication cart.

On 3/23/26 at 8:55 AM, LPN#1 informed the
surveyor and Resident #84 that the
was not in her medication cart and was going to
retrieve it from her treatment cart. At 9:02 PM, LPN
#1 returned and stated to Resident #84 and the
survevor, that she could not find the
in the treatment cart, was not aware If it was
stocked in the facility as “house stock” and the [l
was going to call the physician for an

alternative. At 9:07 AM, LPN #1 saw the new PO of
NJ Ex Order 26 4(b)(1)
o

Resident #84 At that time, the surveyor stopped the
medication pass observation to review the PO with
LPN #1.

On 3/23/26 at 9:12 AM, during an interview with
LPN #1, the surveyor asked how she knew how
much to administer when it was not specified on the
PO. At that time, LPN #1 acknowledged and
confirmed that the PO forw did not have a
dosage and that she should have Clarified the order

prior to administration.

b. On 3/23/26 at 9:45 AM, the surveyor began the
Medication Observation Pass for Resident #95. LPN
#2 began to prepare the medication that included a

ISR NJ Ex Order 26.4(b)(1)
give 1 table by moutn one tme a
cevaEINJ Ex Order 26.4(b)(1)

isiopyvieagNJ Ex Order 26 4

’b)('

At that time, the surveyor observed an order on the
electronic Medication Administration Record (eMAR)

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (E:g_'o \({:”C:))IERRESC?'IL\'?S A?gT?C?NRgl-EigEB)NBE (X5)
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SS=E and was to be removed per schedule. The PO physician orders for accuracy and completeness.

The Facility Educator completed the Med Pass
Competency for LPN #2.

Director of Nursing and Regional Clinical Director of
Nursing immediately completed a facility wide audit
on all residents on thickened liquids and reviewed
their medication cautionary label. No other residents
are affected by this practice.

Element ||

All residents in the facility have the potential to be
affected by this practice.

Element lll

Director of Nursing and/or designee will in-serviced
all licensed staff on Federal Guideline F759
regarding medication administration policies
emphasizing verifying physician orders for accuracy
and completeness and reading the
medication-specific cautionary label.

The Facility Educator and/or designee will do the
Med Pass Competency for 4 nurses weekly x 4
weeks, then 6 monthly x 3 months.

The Pharmacy consultant will complete a Med Pass
Competencies for 2 nurses monthly x 3 months.

Director of Nursing and/or designee will review
pharmacy consultant’'s medication pass competency
audit and address findings in real time

Element IV

The Director of Nursing and/or designee will submit
the audit findings to the Quality Assurance and
Performance Improvement (QAPI) committee for
trend analysis and corrective action quarterly for the
next 3 quarters.
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that indicated the resident had

On 3/23/26 at 9:50 AM, the surveyor observed LPN
#2 remove one (1) tablet of kSl from the bingo

card (a multidose card containing individually

packaged medications) that included a cautionary

NJ Ex Order 26.4(b)(1)
0 a PN #

NJ Ex Order 26. NJ Ex Orger 26.4|

NJ Ex Order 26.4(0)(1)grarey’™ = 00 540

On 3/23/26 at 9:55 AM, the LPN confirmed with the
surveyor that she was ready to administer the
medications to Resident #95, turned and walked
toward the Resident’s door threshold. At that time,
the surveyor asked to speak with the LPN to review
the electronic Medical Record (eMR).

On 3/23/26 at 10:00 AM, during an interview with
the surveyor, LPN #2 stated she missed the
cautionary of on the bingo card of ‘iR

On 3/23/26 at 10:24 AM, during an interview with
IR | the surveyor discussed the concerns that
occurred during the medication pass observation.
The stated she would contact the physician
and place a request for the UASTISOIN{II(G) N to
review Resident #95’s medications.

On 3/25/26 at 1:57 PM, during a meeting with the
survey team, the [SRSTR O] V\{)I(5))

.!E FC”'MmU,S
pEU.S. FOIA (b)(6)

discussed e administration of
Resident #84's medication without
dosing to ensure that the resident’s s would be
adequately managed and the concern with the
administration of Resident #95's | medication
against the pharmacy cautionary label and specified
physician’s order for administration.
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Continued from page 81
On 3/26/26 at 10:15 M dunnq a meetlnq wnh the

i the[U] S FOIA (b)(6) ,
U S FOIA (b)(6) gagV-S-FOIA ®)

(QAPI) was started after surveyor inquiry, the

U.S. FOIA (D)(6)
and mem would review the |kl
and medications 10 ensure safe administration.

A review of the facility provided policy titled,
Administering Medications, reviewed and updated on
7/2025, included Medications are administered in
accordance with prescriber orders... Further review
reflected that the individual administering the
medication checks the label three (3) times to verify
the right resident, the right dosage, right time, and
right method (route) of administration before giving
the medication.

NJAC 8:39-11.2(b), 29.2(d)

Maintains Effective Pest Control Program
CFR(s): 483.90(i)(4)

§483.90(i)(4) Maintain an effective pest control
program so that the facility is free of pests and
rodents.

This REQUIREMENT is NOT MET as evidenced by:
Complaint NJ #2743500

Based on observation, interview and document
review, it was determined that the facility failed to
maintain an effective pest control program to ensure
the facility was free of cockroaches. The deficient
practice had the potential to affect all residents who
resided in the facility and was evidenced by the
following:

On 3/22/26 at 8:57 AM, Resident #54 approached
surveyor and stated that they had been in the facility
approximately and they resided in the
Bl room since they had been admitted. The
resident then proceeded to show the surveyor a
plastic bag with 4 dead cockroach- like insects
inside. Resident #54 then informed the surveyor the
dead bugs were cockroaches. The resident then
stated that when they used the bathroom during the
night, and then turned on the light, they would see
the cockroaches scatter. The resident also stated
that they reported this to the facility, and when they

FO759

F0925

Maintenance Director and Housekeeping Director
inspected Resident #54's room and fixed the gap
between the door molding and the floor, deep
cleaned the room and bathroom and scheduled a
treatment by pest control contractor.

All residents have the potential to be affected by this
practice

Concerns related to pest activity will be a focus
question during resident council for the next 6
months council meetings.

The facility initiated a schedule with the contracted
pest company to do a preventative spray throughout
all resident rooms in addition to rooms specified in
the pest log.

The facility increased pest control visits from once a
week to two times per week to ensure the facility
remains free of any pests.

The Administrator educated thew
to monitor rooms for overall cleanliness to

prevent pests.

05/15/2026

05/15/2026
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was also present with the
exterminator. The resident further stated this was the
second bag they had with examples of dead
cockroaches and stated the first bag was given to
the facility.

On 3/24/26 at 8:26 AM, the surveyor interviewed
Resident #54, who stated when awake around 3:00
AM to use the bathroom, they saw them
(cockroaches) and showed the surveyor a gap
between the door molding and the floor. Resident
#54 stated that the cockroaches would come in and
out of that gap.

On 3/24/2026 at 11:27 AM, the surveyor reviewed
the pest control reports provided by the facility
which revealed the following:

-UlMZG,mwing; roach (cockroach)
cleanout complete. Treated all cracks and crevices.
Activity found coming out of the drop ceiling and
molding around the ceiling;

-1/12/26, Room treated the bathroom and heater
for general pests. Treated entire kitchen, replaced
glue traps due to roach activity on them;

-1/7/26, Inspected and treated for initial roach clean
out. Unit wasn't fully prepared, there were cabinets
that had items inside of them;

-1/5/26, Follow- up in room #|l for roaches;

-12/15/25, Treated rooms and /@ due to roach
sightings throughout any accessible Tloorboards and
bathrooms ... Replaced any visible glue boards and
monitors throughout the kitchen area due to wet
traps or roach activity on them;

-11/10/25, Replaced any glue traps in the kitchen
due to roach activity on them or wet traps;

-10/13/25, Replaced most glue boards and monitors
throughout each area due to roach activity on them
or wet traps. Kitchen and dishwasher areas roach
activity seen on glue traps;

-9/22/25, Kitchen prep station, dishwasher areas,
changed insect monitor by dishwasher area due to
minor roach activity.

-9/15/25, Replaced the glue boards and monitors
throughout the kitchen and basement due to minor
roach activity or ineffective glue traps.

The Administrator educated the [UESIIZOIEN(I()!
to monitor the facility for potential entry points Tor

pests.

Administrator or designee will audit resident
satisfaction regarding pest control 5 residents
weekly for 4 weeks, then monthly for 5 months, and
then quarterly for 1 quarter. Results will be
presented to the QAPI committee for the next 3
quarters.
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On 3/24/26 at 12:01 PM, the surveyor toured with

uElU.S. FOIA (b)(6) ) and showed him the
gap between the molding and floor in Resident
#54's room. He stated he was not aware of roaches
in that room. He further stated that he completed
environmental rounds, however didn't document the
rounds. Theﬁ stated if he observed something, he
would fix it, and stated the pest company came in
every Monday. He stated the procedure to report a
pest sighting would be that after an insect would be
reported to staff, the staff was supposed to put it in
athe pest log. The gl stated there was one at each
nursing station and one was also located in the
kitchen. The pest company was responsible to
checks the books and treat accordingly.

On 3/24/26 at 12:33 PM, the surveyor interviewed
the (UESTI O] V-NI{}I(5) B who explained the
procedure Tor Insect sightings was to log the
sightings in the book. There was a book at each
nursing station, and then he would call the pest
control company. He confirmed that Resident #54
reported to him, sometime earlier that month
regarding the cockroaches, and the pest company
came, assessed the room and didn't find anything.
He further stated that Resident #54 provided him
with a bag with dead insects in it, and he held onto
it and showed it to the pest control company. He
also stated that lately (this month) the facility has
had a "little roach problem." The pest control
company came, sprayed and also fumigated the
section that had a problem.

On 3/25/26 at 9:03 AM, the surveyor reviewed
Resident #54's electronic medical record (EMR)
which revealed the resident had a Brief Interview for
Mental Status score of il out of 15, dated |Skal
which indicatedUISIOREPLRIDIE)]

On 3/25/26 at 12:32 PM, the surveyor reviewed the
Commercial Pest Control Service Agreement between
[name redacted] Services and the facility which was
dated 2/3/25, and which indicated treatment would

be on a weekly basis.

On 3/25/26 at 12:47 PM, the surveyor reviewed the
facility provided policy, "Pest Control Program”, with
a revised date of November 2025, which included:
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program that eradicates and contains common
household pests.
Policy Explanation and Compliance Guidelines:
3. Facility will maintain a report system of issues
that may arise i between scheduled visits with the
outside pest service and treat as indicated.
On 3/25/26 at 1:56 PM, the surveyor notified the
facility leadership of above concerns.
On 3/26/26 at 10:13 AM, the [UISHIZCIENGI(S
ry
resident or employee who sees a bug called it a
roach, and he did not believe it was a widespread
concern. No further information was provided
NJAC 8:36-4.1(a)11; 31.5(a)(1)
FO755 Pharmacy Srvcs/Procedures/Pharmacist/Records FO755 Element | 05/15/2026
SS=D
CFR(s): 483.45(a)(b)(1)-(3)
Resident #58
§483.45 Pharmacy Services
The facility must provide routine and emergency The Unit Manager confirmed that the Licensed
drugs and biologicals to its residents, or obtain them Practical Nurse (LPN) immediately went back to
under an agreement described in §483.70(f). The Resident #58 regarding meds left at the bedside and
facility may permit unlicensed personnel to validated that medication was not taken by the
administer drugs if State law permits, but only under resident and not administered.
the general supervision of a licensed nurse.
The LPN confirmed that the medications due for the
§483.45(a) Procedures. A facility must provide resident were given as scheduled.
pharmaceutical services (including procedures that
assure the accurate acquiring, receiving, dispensing,
and administering of all drugs and biologicals) to All licensed nursing staff were immediately
meet the needs of each resident. re-educated on medication administration policies
including prohibition of leaving medications at
bedside without a physician order.
§483.45(b) Service Consultation. The facility must
employ or obtain the services of a licensed
pharmacist who- Element Il
All residents have the potential to be affected by
§483.45(b)(1) Provides consultation on all aspects of non-adherence according to standard of practice.
the provision of pharmacy services in the facility.
Element IlI
§483.45(b)(2) Establishes a system of records of
receipt and disposition of all controlled drugs in
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and

§483.45(b)(3) Determines that drug records are in
order and that an account of all controlled drugs is
maintained and periodically reconciled.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview and review of
facility’s documentation, the facility failed to ensure
that medications were administered according to
standards of practice. This deficient practice was
identified for 1 of 1 resident observed with
medication left unattended at the bedside (Resident
#58).

The evidence was as follows:

On 3/22/26 at 10:00 AM the surveyor entered
Resident #58's room and observed a medication cup
with | tablets inside the cup and a cup of water on
the bedside table. The surveyor observed the
resident seated in the room by the bed. Upon
inquiry, the resident informed the surveyor that the
nurse left the medications at the bedside for them to
take. The surveyor exited the room at 10:28 AM, and
the medications were still at the bedside. The
surveyor did not observe any other residents
wandering in the hallway.

On 3/22/26 at 10:30 AM, the surveyor observed the
Licensed Practical Nurse (LPN) on the medication
cart in the hallway and inquired regarding Resident
#58's medications. The LPN stated that Resident #58
received their medications at 9:00 AM, and the
surveyor asked the LPN to elaborate on the facility’s
policy regarding medication administration.

The LPN stated the process was as follows: Check
the identification bracelet to ensure this is the right
patient, ensured the resident swallowed the
medication prior to exiting the room, then signed the
medication administration record after the
medications were administered. The surveyor then
asked the LPN if she observed Resident #58
their medications this morning. The LPN
en stated she observed Resident #58 took their

medications, drank the water prior to leaving the
room. The surveyor showed the nurse the tablets in
the cup and the cup of water still at the bedside 90
minutes later, the nurse stated”

" The nurse then ran to the room and had a
conversation with Resident #58 regarding the

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACI—é:(FigggiCE‘I"__I'\E/gé'\?glE%NTgH%llJELD . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY) DATE
FO755 Continued from page 85 FO755 Continued from page 85 05/15/2026
SS=D sufficient detail to enable an accurate reconciliation; The Facility Educator and/or designee will in-service

all licensed nurses on federal guideline F755 related
to standard of practice in nursing and medication
administration policies including prohibition of
leaving medications at bedside without a physician
order.

The Facility Educator and/or designee will do the
Med Pass Competency for 4 nurses weekly x 4
weeks, then 6 monthly x 3 months.

The Pharmacy consultant will complete a Med Pass
Competencies for 2 nurses monthly x 3 months.

Element IV

The Director of Nursing and/or designee will submit
the audit reports to the Quality Assurance
Committee quarterly for the next 3 quarters.
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On 3/24/26 at 11:00 AM, the surveyor reviewed
Resident #58' medical record.

A review of the Admission Face Sheet (an admission
summary) reflected that Resident #58 was admitted
to the facility with diaanoses which included but was
NOANECROANJ Ex Order 26.4(b)(1

The Quarterly Minimum Data Set (MDS), an
assessment tool, OW' indicated that the
resident's BIMS (Brier Interview for Mental Status)
wasgiout of 15 which indicated that the resident
had NJ Ex Order 26.4(b)(1) i

On 3/22/26 at 11:30 AM, the surveyor interviewed
theg regarding Resident #58 and requested a
printed copy of the Medication Administration
Record (TAR) The surveyor then inquired if staff
should leave medications unattended at the bedside.
Theﬁ stated that the nurses were to ensure that
residents took their medications prior to leaving the
room.

The following medications were scheduled to be
administered at 9:00 AM and were observed by the
surveyor as left at the bedside:

NNR QO] [ 2R () I&B] medication to control
NJ Ex Order 26.4(b)(1)

NJ Ex Order 26.4(b)(1) medication
0 prevent|\NE=by Order 26. 4(b)(1) icati
JORIE WV Ex Order 26.4(b)(1)y PN signed the MAR
that the above medications were administered at
9:00 AM.

On 03/24/2026 at 12:35 PM, during an interview with
Uty .S. FOIA (b)(6) , she stated, "nurses
were not to leave medications at the bedside for

safety. This is standard of practice".

On 3/25/26 at 2:00 PM, during a pre-exit meeting
held with the survey team and the administrative
U.S. FOIA

w a g Resident #58's

medlcatlons left at the beside unattended and

reauested any additional information. Thew
stated that the staff ha n

educated.
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in-service education regarding the above concerns,
and no other information was provided.

A review of the facility's policy titled
Medications” provided by chﬁ
712025, reflected the following:

, “Administering
last updated

Policy:

Medications are administered in a safe and timely
manner, and as prescribed. The facility will maintain
appropriate system to ensure medications are
available and that residents receive their medications
in a timely manner.

The individual administering the medication initials
the resident’s MAR on the appropriate line after
giving each medication and before administering the
next ones.

NJAC: 8:39-29.2(d)
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Census: 119
Sample: 24 + 2 Closed Records
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
S0560 Mandatory Access to Care S0560 Staffing coordinator was reeducated on the proper 05/15/2026
staffing guidelines as mandated by the state of New
CFR(s): 8:39-5.1(a) Jersey. ( Day shift= 1:8, Evening shift- 1:10. Night
shift 1:14).
The facility shall comply with applicable Federal,
State, and local laws, rules, and regulations.
b. The Infection Preventionist/immediately
This LICENSURE REQUIREMENT is NOT MET as implemented masking requirements for all employees
evidenced by: who have declined the influenza vaccination. All
employees were immidiately educated on the
Based on interview, and review of pertinent facility masking requirement for unvaccinated employees.
documentation, it was determined the facility failed No adverse effecte observed from this deficient
to @) maintain the required minimum direct care practice.
staff-to-resident ratios for 14 of 14-day shifts, in
total staff for residents one (1) of 14 evening shifts
and four (4) of 14 overnight shifts as mandated by All residents have the potential to be affected by the
the state of New Jersey and b) ensure that practice of not meeting the NJ Staffing requirement
employees are vaccinated for influenza and those ratios.
who have not received the influenza vaccine due to
a medical exemption wear a surgical or procedural
mask when in direct contact with patients and in 3. a. The following measures have been put into
common areas as mandated by the state of New place to prevent the deficient practice from
Jersey. recurring:
a)Reference: NJ State requirement, CHAPTER 112. Advertisement / Job postings for CNAs have been
An Act concerning staffing requirements for nursing posted on social media websites that we are hiring
homes and supplementing Title 30 of the Revised and offering generous sign on bonus for new hires.
Office of Primary Care and Health Systems Management
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Statutes.
Be It Enacted by the Senate and General Assembly Will initiate an incentive to promote CNA attendance
of the State of New Jersey: C.30:13-18 Minimum in the form of a bonus and/or raffle
staffing requirements for nursing homes effective
2/1/21.
Facility will increase bonus amount for referral
1. a. Notwithstanding any other staffing requirements bonuses to increase applicant flow.
as may be established by law, every nursing home
as defined in section 2 of P.L.1976, ¢.120 (C.30:13-2)
or licensed pursuant to P.L.1971, ¢.136 (C.26:2H-1 et facility has updated and increased sponsorships of
seg.) shall maintain the following minimum direct advertisements on job search platforms.
care staff -to-resident ratios:
(1) one certified nurse aide to every eight residents Facility hired a new Human Resource Director to
for the day shift. assist with aggressively pursuing and hiring certified
nurses aides.
(2) one direct care staff member to every 10
residents for the evening shift, provided that no
fewer than half of all staff members shall be certified Facility initiated process to increase starting rates
nurse aides, and each staff member shall be signed for CNA and to help with recruiting new employees.
in to work as a certified nurse aide and shall
perform certified nurse aide duties, and
The Director of Nursing and or Administrator has
(3) one direct care staff member to every 14 reinforced masking requirements for unvaccinated
residents for the night shift, provided that each employees during influenza season. The Infection
direct care staff member shall sign in to work as a preventionist had the unvaccinated employees
certified nurse aide and perform certified nurse aide re-sign the masking acknowledgement. Non
duties compliance will result in work schedule removal.
b. Upon any expansion of resident census by the
nursing home, the nursing home shall be exempt Education will be provided to all staff annually and
from any increase in direct care staffing ratios for a upon hire regarding by IP or designee: Influenza
period of nine consecutive shifts from the date of vaccination expectations, Masking requirements for
the expansion of the resident census. unvaccinated staff and Consequences for
non-compliance. Signage reminding staff of masking
c. (1) The computation of minimum direct care requirements will be posted in designated staff
staffing ratios shall be carried to the hundredth areas. Supervisors and department heads will be
place. responsible for real-time monitoring of staff
compliance. Failure to comply will result in removal
(2) If the application of the ratios listed in subsection from resident care and progressive disciplinary
a. of this section results in other than a whole action per facility policy.
number of direct care staff, including certified nurse
aides, for a shift, the number of required direct care
staff members shall be rounded to the next higher The Administrator/Designee will review the staffing
whole number when the resulting ratio, carried to schedule weekly for 3 months to monitor the staffing
the hundredth place, is fifty-one hundredths or ratio on the day, evening, and night shift
higher.
(3) All computations shall be based on the midnight The Infection Preventionist or designee will conduct
census for the day in which the shift begins. weekly audits during influenza season to monitor:
Vaccination status documentation, Proper mask use
d. Nothing in this section shall be construed to by unvaccinated staff, Compliance across all shifts
affect any minimum staffing requirements for nursing and departments.
homes as may be required by the Commissioner of
Health for staff other than direct care staff, including
STATE FORM Event ID: 1F4D53-H1 Facility ID: NJ61341 If continuation sheet Page 2 of 10
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Continued from page 2

certified nurse aides, or to restrict the ability of a
nursing home to increase staffing levels, at any time,
beyond the established minimum ...

a) A review of "New Jersey Department of Health
Long Term Care Assessment and Survey Program
Nurse Staffing Report" for the two-week period
beginning 3/8/2026 and ending 3/21/2026 for the
Standard survey on 3/26/2026, revealed the facility
was not in compliance with the State of New Jersey
minimum staffing requirements.

The facility was deficient in CNA staffing for
residents on 14 of 14-day shifts, deficient in total
staff for residents on 1 of 14 evening shifts and
deficient in total staff for residents on 4 of 14
overnight shifts as follows:

-03/08/26 had 12 CNAs for 116 residents on the day
shift, required at least 14 CNAs.

-03/09/26 had 13 CNAs for 115 residents on the day
shift, required at least 14 CNAs.

-03/10/26 had 13 CNAs for 115 residents on the day
shift, required at least 14 CNAs.

-03/10/26 had 7 total staff for 115 residents on the
overnight shift, required at least 8 total staff.

-03/11/26 had 13 CNAs for 115 residents on the day
shift, required at least 14 CNAs.

-03/12/26 had 13 CNAs for 115 residents on the day
shift, required at least 14 CNAs.

-03/13/26 had 12 CNAs for 115 residents on the day
shift, required at least 14 CNAs.

-03/14/26 had 12 CNAs for 115 residents on the day
shift, required at least 14 CNAs.

-03/14/26 had 7 total staff for 115 residents on the
overnight shift, required at least 8 total staff.

-03/15/26 had 12 CNAs for 119 residents on the day
shift, required at least 15 CNAs.

-03/15/26 had 7 total staff for 119 residents on the
overnight shift, required at least 8 total staff.

-03/16/26 had 11 CNAs for 119 residents on the day
shift, required at least 15 CNAs.

S0560

Continued from page 2

All results of the monitoring will be presented to the
QAPI committee for review and any additional
monitoring or modification of this plan monthly for 3
months.

05/15/2026
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Continued from page 3

-03/16/26 had 11 total staff for 119 residents on the
evening shift, required at least 12 total staff.

-03/17/26 had 11 CNAs for 119 residents on the day
shift, required at least 15 CNAs.

-03/18/26 had 13 CNAs for 119 residents on the day
shift, required at least 15 CNAs.

-03/19/26 had 10 CNAs for 119 residents on the day
shift, required at least 15 CNAs.

-03/19/26 had 7 total staff for 119 residents on the
overnight shift, required at least 8 total staff.

-03/20/26 had 13 CNAs for 119 residents on the day
shift, required at least 15 CNAs.

-03/21/26 had 12 CNAs for 119 residents on the day
shift, required at least 15 CNAs.

On 3/23/26 at 10:00 AM, during an interview with
the surveyor, the Staffing Coordinator (SC) stated
she was aware of the staffing regulation that the
7:00 AM to 3:00 PM shift required one (1) CNA to
every 8 residents, the 3:00 PM to 11:00 PM shift
required one (1) CNA to every 10 residents and the
11:00 PM to 7:00 AM shift required one (1) CNA to
every 14 residents. When asked if she was meeting
the required staffing ratios, the SC stated that she
met the required ratios “most of the time”. At that
time, the SC stated that when someone could not
make their shift, she would ask the staff on duty if
they could stay; the facility did not offer a bonus.
The SC also stated the facility used one (1) staffing
agency to supply the facility with staff. The SC
stated she did not receive any complaints from
Residents’ family regarding staffing.

On 3/23/26 at 10:15 AM, during an interview with
the surveyor, the Director of Nursing (DON) stated
that she was aware of the staffing ratio, she posted
the shift when there was a shortage, asked staff to
cover a shift, and offered an alternate day off; the
facility did not offer bonuses as an incentive for
staffing. The DON stated she had the most shortage
of shift coverage during the day shift. At that time,
the DON stated that she had not received any
complaint from any family regarding delay in care
that could be attributed to staffing shortage.

On 3/23/26 at 10:27 AM, during an interview with

S0560
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the surveyor, the Licensed Nursing Home
Administrator (LNHA) admitted that “staffing could

be a struggle; we always try our best”. The LNHA
stated they offered bonuses however it was “not a
set bonus”. The LNHA also stated he had not
received a complaint from a family member, however
received reports from staff when there was a
shortage of coverage for a shift.

A review of the provided facility policy titled,
Staffing-Contingent reviewed/updated on 1/2025,
included under Purpose: Maintain resident care
standards and compliance with CMS and state
regulations which is 1 CAN per 8 residents on 7-3
shift, 1 CAN per 10 residents o 3-11 shift and 1 CAN
per 14 residents on 11-7 shift.

No further information was provided.

b) Reference:

On January 13, 2020, Governor Murphy signed P.L.
2019 c. 330 (codified at N.J.S.A. 26:2H-18.79 and
referred to hereafter as "the Statute"). The Statute
requires certain healthcare facilities to establish and
implement an annual influenza vaccination program.
The New Jersey Department of Health (Department)
is required by the Statute to promulgate rules and
designate a medical exemption form to be
distributed to the covered healthcare facilities. This
memo and the attached form are intended to assist
general or special hospitals, nursing homes
(long-term care facilities licensed pursuant to
N.J.A.C. 8:39), and home health care agencies,
collectively referred to as "facility” or "facilities," in
understanding and meeting their obligations under
the Statute, until the rules and the medical
exemption form can be adopted through rulemaking.

All facility employees are required to be vaccinated,
including employees who are not responsible for
direct patient care. Per diem and contract employees
are to be considered facility employees and are
required to be vaccinated.

Facilities are required to review and confirm each
medical exemption to ensure the exemption is
consistent with standards enumerated by the
Advisory Committee on Immunization Practices,
which can be found at:
https://www.cdc.gov/vaccines/hcp/acip-recs/vac
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c-specific/flu.html.

Facilities must maintain a record or attestation, as
applicable, of influenza vaccinations and medical
exemptions for each employee. The Department will
address through rulemaking proper procedures for
submitting data to the Department.

The facility must require any employee who does not
receive an influenza vaccination to wear a surgical
or procedural mask when in direct contact with
patients and in common areas, as specified in
facility policy, or to be removed from direct patient
care responsibilities during influenza season.

On 3/23/2026 at 8:36 AM, the surveyor observed a
list of "unvaccinated staff required to wear a mask"

at the Rosewood unit nurse’s station. No date was
noted on list. Certified Nurse Assistant (CNA) #1, was
on the list and was noted yesterday during multiple
observations to be wearing a mask.

On 3/23/2026 at 9:48 AM, the surveyor observed
Licensed Practical Nurse (LPN) #1 at a medication
cart in the hallway without a mask. Survey team has
seen her on multiple occasions since entrance
without a mask on.

On 3/23/2026 at 9:52 AM, the surveyor observed
CNA #2 on multiple occasions in Rosewood hallway
and in and out of multiple resident rooms without a
mask.

On 3/23/2026 at 9:55 AM, the surveyor observed
CNA #3 in the Rosewood dayroom at the vending
machine without a mask.

On 3/23/2026 at 10:14 AM, the surveyor interviewed
the Infection Preventionist (IP) nurse and the
Assistant Director of Nursing (ADON).

The ADON stated that all staff required to have the
influenza vaccine, and they have a handful with
medical issues. If they have an exemption, they have
to mask. She stated the list observed on the
Rosewood unit was this year's list.

STATE FORM Event ID: 1F4D53-H1 Facility ID: NJ61341 If continuation sheet Page 6 of 10
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On 3/23/2026 at 10:58 AM, the surveyor observed
various forms of physician documentation for flu
vaccine exemption. None of them had the New Jersy
mandated form completed. The ADON was unaware
of state required documentation. The IP stated she
was aware and stated she will obtain it and start
using.

The ADON stated the facility policy states employees
without vaccine must wear a mask during flu season
while in the facility.

On 3/23/2026 at 11:20 AM, CNA #2 was noted
wearing a mask in the hallway of Rosewood.

On 3/23/2026 at 12:25 PM, LPN #1 noted to be
wearing a surgical mask. When asked why by the
surveyor, she stated she's coughing a little. When
asked if it has anything to do with the flu vaccine,
she stated she did not receive the flu vaccine as she
is allergic. She also stated she should be wearing a
mask at all times during flu season.

On 3/23/2026 at 12:29 PM, CNA #3 was noted with
a surgical mask on and stated when the surveyor
had seen her previously, she had forgotten to put it
back on. She further stated she is not vaccinated for
the flu and she wears the mask at all times.

On 3/23/2026 at 12:45 PM, Social Worker (SW) #1
was noted wearing a surgical mask. She stated she
is wearing the mask because she is not vaccinated
for the flu. She also admitted that she had not been
wearing a mask yesterday. She stated she didn't
think about a mask yesterday

On 3/24/2026 at 8:16 AM, LPN #1, was noted on the
med cart wearing a surgical mask.

On 3/24/2026 at 8:44 AM, the surveyor interviewed
the Director of Nursing (DON) who stated some staff
declined the influenza vaccine without a medical
exemption and they have been allowed to work. She
further stated they are supposed to wear a mask, but
some are noncompliant with masking. She further
stated they educated about the policy and they
started a QAPI yesterday and they started an audit.

The surveyor reviewed the facility provided list of
employees who declined or have a medical
exemption for the influenza vaccine. 26 employees
did not receive the flu vaccine. Out of the 26, only 4
are documented as having a medical exemption,
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Continued from page 7 S0560
although none of the medical exemptions have the
New Jersey mandated medical exemption form filled
out and signed by a physician.

On 3/25/2026 at 1:56 PM, the facility leadership was
notified about the concern regarding employee
influenza vaccines.

The surveyor reviewed the facility provided policy
"Influenza vaccination", revised January 2026, which
included:

Policy:

It is our policy to offer our residents, staff members,
and volunteer workers annual immunization against
influenza.

Policy Explanation and Compliance Guidelines:

7. Staff reserve the right to decline the influenza
vaccine related to medical exemption. A proof of
medical exemption should be submitted to Human
Resource or Designee.

8. Staff who does not receive an influenza
vaccination should wear a surgical or procedural
mask when in direct contact with patients and in
common areas during influenza season.

Mandatory Nurse Staffing S1680
CFR(s): 8:39-25.2(b)(1)&(2)

(b) The facility shall provide nursing services by
registered professional nurses, licensed practical
nurses, and nurse aides (the hours of the director of
nursing are not included in this computation, except
for the direct care hours of the director of nursing in
facilities where the director of nursing provides more
than the minimum hours required at N.J.A.C.
8:39-25.1(a)) on the basis of:

1. Total number of residents multiplied by 2.5
hours/day; plus

2. Total number of residents receiving each service
listed below, multiplied by the corresponding number
of hours per day:

Wound care 0.75 hour/day

Staffing coordinator was reeducated on the proper
staffing guidelines as mandated by the state of New
Jersey.

All residents have the potential to be affected by the
deficient practice of not meeting the minimum
staffing level.

The following measures have been put into place to
prevent the deficient practice from recurring:

Advertisement / Job postings for RN’s, LPN’s and
CNA's have been posted on social media websites
as well as flyers posted in local supermarkets and
stores that we are hiring.

Incentives are offered to RN’s, LPN’s and CNA's to
work extra shifts in form of bonuses.

Administrator has reached out to RN’s, LPN’s and
CNA's schools to advise we are hiring and willing to

05/15/2026
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Continued from page 8

Nasogastric tube feedings and/or gastrostomy 1.00
hour/day

Oxygen therapy 0.75 hour/day

Tracheostomy 1.25 hours/day

Intravenous therapy 1.50 hours/day

Use of respirator 1.25 hours/day

Head trauma stimulation/advanced

neuromuscular/orthopedic care 1.50 hours/day

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Mandatory Nurse Staffing

CFR(s): 8:39-25.2(b)(1)&(2)

(b) The facility shall provide nursing services by
registered professional nurses, licensed practical
nurses, and nurse aides (the hours of the director of
nursing are not included in this computation, except
for the direct care hours of the director of nursing in
facilities where the director of nursing provides more
than the minimum hours required at N.J.A.C.
8:39-25.1(a)) on the basis of:

1. Total number of residents multiplied by 2.5
hours/day; plus

2. Total number of residents receiving each service
listed below, multiplied by the corresponding number
of hours per day:

Wound care 0.75 hour/day

Nasogastric tube feedings and/or gastrostomy 1.00
hour/day

Oxygen therapy 0.75 hour/day
Tracheostomy 1.25 hours/day
Intravenous therapy 1.50 hours/day

Use of respirator 1.25 hours/day

51680

Continued from page 8
train new graduates.

Facility updated and increased sponsorships of
advertisements on job search platforms.

The Administrator/Designee will review the staffing
schedule weekly to monitor the staffing levels for 3
months.

All results of the monitoring will be presented to the
QAPI committee for review and any additional
monitoring or modification of this plan monthly for 3
months.
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Head trauma stimulation/advanced
neuromuscular/orthopedic care 1.50 hours/day

This STANDARD is NOT MET as evidenced by:

Based on review of the Nurse Staffing Reports for
the weeks of 03/08/2026 to 03/21/2026, it was
determined that the facility failed to provide at least
minimum staffing levels for 2 of 14 days. The
required staffing hours and actual staffing hours are
as follows:

For the 2 weeks of AAS-12 staffing from 03/08/2026
to 03/21/2026, the facility was deficient in staffing

for required resident services on 2 of 14 days as
follows:

For the week of 03/15/26
Required Staffing Hours: 306.75
-03/16/26 had 304 actual staffing hours, for a

difference of -2.75 hours.

-03/19/26 had 296 actual staffing hours, for a
difference of -10.75 hours.

STATE FORM Event ID: 1F4D53-H1 Facility ID: NJ61341 If continuation sheet Page 10 of 10



New Jersey Department of Health

PRINTED: 10/09/2026

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

IDENTIFICATION NUMBER:
061341

(X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION
A. BUILDING
B. WING

(X3) DATE SURVE
05/15/2026

Y COMPLETED

NAME OF PROVIDER OR SUPPLIER
KING MANOR CARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
2303 WEST BANGS AVE , NEPTUNE, New Jersey, 07753

(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

S0000

S0560

Initial Comments

Survey Date: revisit for survey conducted on
5/15/26

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. The facility is not in compliance with
the Standards in the New Jersey

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 review of pertinent facility documentation,
it was determined the facility failed to maintain the
required minimum direct care staff-to-resident ratios
for 1 of 9 day shifts as mandated by the state of
New Jersey

a) Reference: NJ State requirement, CHAPTER 112.
An Act concerning staffing requirements for nursing
homes and supplementing Title 30 of the Revised
Statutes.

Be It Enacted by the Senate and General Assembly
of the State of New Jersey: C.30:13-18 Minimum
staffing requirements for nursing homes effective
2/1/21.

1. a. Notwithstanding any other staffing requirements
as may be established by law, every nursing home
as defined in section 2 of P.L.1976, ¢.120 (C.30:13-2)
or licensed pursuant to P.L.1971, ¢.136 (C.26:2H-1 et
seq.) shall maintain the following minimum direct

S0000

S0560

1. What corrective action was accomplished for the
resident found to have been affected by the deficient
practice?

There were no known or confirmed negative
outcomes to residents on the shift identified as not
meeting the NJ staffing requirements for the day
shift (7-3) on 5/5/26

2. How will other residents who may have the
potential to be affected be identified?

All residents have the potential to be affected by the
deficient practice of not meeting the NJ staffing
requirement ratios.

3. What measures will be put into place or what
systematic changes will be made to ensure that the
deficient practice does not reoccur?

The following measures have been put into place to
prevent the deficient practice from recurring:

A. Advertisement / Job postings for RN’s, LPN'’s
and CNA's have been posted on social media
websites as well as flyers that we are hiring.

B. Incentives are offered to RN’s, LPN’s and CNA's
to work extra shifts such as raffles.

C. Facility increased sign on bonuses and referral

07/14/2026

07/14/2026
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care staff -to-resident ratios:

(1) one certified nurse aide to every eight residents
for the day shift.

(2) one direct care staff member to every 10
residents for the evening shift, provided that no
fewer than half of all staff members shall be certified
nurse aides, and each staff member shall be signed
in to work as a certified nurse aide and shall
perform certified nurse aide duties, and

(3) one direct care staff member to every 14
residents for the night shift, provided that each
direct care staff member shall sign in to work as a
certified nurse aide and perform certified nurse aide
duties

b. Upon any expansion of resident census by the
nursing home, the nursing home shall be exempt
from any increase in direct care staffing ratios for a
period of nine consecutive shifts from the date of
the expansion of the resident census.

c. (1) The computation of minimum direct care
staffing ratios shall be carried to the hundredth
place.

(2) If the application of the ratios listed in subsection
a. of this section results in other than a whole
number of direct care staff, including certified nurse
aides, for a shift, the number of required direct care
staff members shall be rounded to the next higher
whole number when the resulting ratio, carried to
the hundredth place, is fifty-one hundredths or
higher.

(3) All computations shall be based on the midnight
census for the day in which the shift begins.

d. Nothing in this section shall be construed to

affect any minimum staffing requirements for nursing
homes as may be required by the Commissioner of
Health for staff other than direct care staff, including
certified nurse aides, or to restrict the ability of a
nursing home to increase staffing levels, at any time,
beyond the established minimum ...

a) A review of "New Jersey Department of Health
Long Term Care Assessment and Survey Program
Nurse Staffing Report" for the two-week period
beginning 3/8/2026 and ending 3/21/2026 for the
Standard survey on 3/26/2026, revealed the facility
was not in compliance with the State of New Jersey
minimum staffing requirements.

Continued from page 1
bonuses to increase applicant flow.

D. Facility updated and increased sponsorships of
advertisements on job search platforms.

E. Administrator and HR began pursuing alternative
hiring methods to take a more proactive hiring
approach such as agency conversions, networking
platforms, and job fairs.

4. How will the corrective action(s) be monitored to
ensure the deficient practice will not reoccur and
what QA program will be put in place?

The Administrator/Designee will review the staffing
schedule weekly to monitor the staffing levels for 3
months.

All results of the monitoring will be presented to the
QA committee for review and any additional
monitoring or modification of this plan monthly for 3
months.
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STATE FORM

Event ID: 1F4D53-H2

Facility ID: NJ61341 If continuation sheet Page 2 of 3



New Jersey Department of Health

PRINTED: 10/09/2026

FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

061341

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVE
A. BUILDING 05/15/2026
B. WING

Y COMPLETED

NAME OF PROVIDER OR SUPPLIER
KING MANOR CARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
2303 WEST BANGS AVE , NEPTUNE, New Jersey, 07753
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follows:

For the 9 days of staffing prior to survey from
05/05/2026 to 05/13/2026, the facility was deficient
in CNA staffing for residents on 1 of 9 day shifts as

-05/05/26 the facility had 13 CNAs for 112 residents
on the day shift, required at least 14 CNAs.

No further information was provided
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An offsite/desk review of the facility's Plan of
Correction was conducted on 8/20/2026 in relation
to the first onsite revisit of 5/15/2026 in association
with the 3/26/2026 State of New Jersey
Re-Licensure survey. The facility was found to be in
compliance with the Standards in the New Jersey
Administrative Code, Chapter 8:39, Standards for
Licensure of Long Term Care Facilities
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K0000
Bldg. 01

K0321
SS=F
Bldg. 01

INITIAL COMMENTS

A Life Safety Code Survey was conducted by the

New Jersey Department of Health, Health Facility
Survey and Field Operations on 03/25/26 and

03/26/26 and King Manor 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 Fire Protection Association (NFPA) 101, Life
Safety Code (LSC), Chapter 19 EXISTING Health Care
Occupancies.

King Manor is a single-story, Type | Fire Resistant
building with a basement area that was built in
January 1967. The facility is divided into 7 smoke
zones. The facility has one Diesel emergency
generator with an above ground tank. King Manor
has 2 dumbwaiters.

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 extinguishing
system in accordance with 8.7.1 or 19.3.5.9. When
the approved automatic fire extinguishing system
option is used, the areas shall be separated from
other spaces by smoke resisting partitions and
doors in accordance with 8.4. Doors shall be
self-closing or automatic-closing and permitted to
have nonrated or field-applied protective plates that
do not exceed 48 inches from the bottom of the
door.

Describe the floor and zone locations of hazardous
areas that are deficient in REMARKS.

19.3.2.1, 19.3.5.9

Area Automatic Sprinkler Separation N/A

a. Boiler and Fuel-Fired Heater Rooms

K0000

K0321

The facility immediately ordered hardware to secure
the left leaf of the housekeeping chemical closet
door and the right leaf of the soiled linen closet
door, to ensure the self-closing mechanism
functions properly. This was completed on 04/01/26.

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

INEU.S. FOIA (b)(6) [EWERgE”s "' €
were in-serviced Dy the
Administrator on the importance of ensuring that all
chemical storage rooms and soiled linen rooms are
equipped with doors that automatically close and

latch in accordance with NFPA 101 Life Safety Code
requirements.

The Director of Maintenance or designee will audit
all storage rooms throughout the facility to ensure
doors are automatically closing and latching in
accordance with NFPA 101 Life Safety Code. Audits
will be conducted monthly for six months, with
findings reported to the Quality Assurance and
Performance Improvement (QAPI) Committee
quarterly for three quarters.

05/20/2026

04/19/2026

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Continued from page 1

b. Laundries (larger than 100 square feet)

c. Repair, Maintenance, and Paint Shops

d. Soiled Linen Rooms (exceeding 64 gallons)
e. Trash Collection Rooms

(exceeding 64 gallons)

f. Combustible Storage Rooms/Spaces

(over 50 square feet)

g. Laboratories (if classified as Severe
Hazard - see K322)

This STANDARD is NOT MET as evidenced by:

Based on observations and interviews on
0.S.

were protected in accordance with NFPA 101:2012
Edition, Section 19.3.5.9. This deficient practice had
the potential to affect all residents and was
evidenced by the following:

Observation at 10:05 AM revealed that the left leaf
for house-keeping chemical storage room set doors
was not self-closing.

Observation at 1:29PM revealed that the right leaf
for soiled linen receiving room set doors was not
self-closing.

In an interview at the time, the il and the
confirmed the findings.

The facility'sm was notified of the
deficient practice at the Lite Safety Code survey exit
conference on 03/26/2026 at 2:15 PM.

N.J.A.C 8:39-31.9(e).

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

Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or

K0321

K0363

1.The doors to resident rooms 14, 36, 52, 66, and the
Dietary Office were immediately inspected. Repairs
and adjustments were completed

to eliminate excessive gaps between the tops of the
doors and the frames. Measures included
realignment of doors, hinge adjustments, and
installation of appropriate materials to ensure
compliance with NFPA standards.

04/19/2026

04/19/2026
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K0363 Continued from page 2 K0363 Continued from page 2 04/19/2026
SS=F hazardous areas resist the passage of smoke and
Bldg. 01 are made of 1 3/4 inch solid-bonded core wood or
other material capable of resisting fire for at least 20 All residents have the potential to be affected by
minutes. Doors in fully sprinklered smoke this practice.
compartments are only required to resist the
passage of smoke. Corridor doors and doors to
rooms containing flammable or combustible The (WESII O] EN{)I(5)] was in-serviced by the
materials have positive latching hardware. Roller Administrator on the importance of ensuring that all
latches are prohibited by CMS regulation. These corridor doors resist the passage of smoke in
requirements do not apply to auxiliary spaces that accordance with NFPA 101 Life Safety Code
do not contain flammable or combustible material. requirements. A preventive maintenance program
has been implemented to inspect door gaps, door
Clearance between bottom of door and floor closures, and the overall integrity of corridor doors.
covering is not exceeding 1 inch. Powered doors This program will be fully implemented by 05/09/26.
complying with 7.2.1.9 are permissible if provided
with a device capable of keeping the door closed
when a force of 5 Ibf is applied. There is no The Maintenance Director, or designee will conduct
impediment to the closing of the doors. Hold open monthly audits of a sample of corridor doors to
devices that release when the door is pushed or ensure ongoing compliance. Findings will be
pulled are permitted. Nonrated protective plates of documented, and corrective actions will be taken as
unlimited height are permitted. Dutch doors meeting necessary. Audits will be conducted monthly for six
19.3.6.3.6 are permitted. Door frames shall be labeled months, with findings reported to the Quality
and made of steel or other materials in compliance Assurance and Performance Improvement (QAPI)
with 8.3, unless the smoke compartment is Committee quarterly for three quarters.
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 STANDARD is NOT MET as evidenced by:
Based on observations and interviews on
03/25/2026 in the presence of the ks
ELLRGEU.S. FOIA (b)(6
, ltwas determined
0 ensure that doors in the
corridor were able to resist the passage of smoke in
accordance with NFPA 101:2012 Edition, Sections
19.3.6.3.2 and 19.3.6.3.5.
This deficient practice had the potential to affect all
residents and was evidenced by the following:
An observation at 10:41 AM revealed resident room
14 contained a %2 -inch space between the top of the
door and the door frame.
An observation at 11:09 AM revealed resident room
36 contained a ¥z -inch space between the top of the
FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1F4D53-L1 Facility ID: NJ61341 If continuation sheet Page 3 of 12



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/09/2026
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

315299

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING 01 - MAIN BUILD...
B. WING

03/26/2026

(X3) DATE SURVEY COMPLETED

NAME OF PROVIDER OR SUPPLIER
KING MANOR CARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
2303 WEST BANGS AVE , NEPTUNE, New Jersey, 07753

PROVIDER'S PLAN OF CORRECTION

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 STANDARD is NOT MET as evidenced by:

Based on observations and interviews on
03/25/2026 in the presence of theRSREeBIC)
(b)(6)

, ltwas determined
alled 10 ensure that Packaged
Terminal Air Conditioner (PTAC) units in residents’
rooms were maintained in accordance with NFPA
101:2012 Edition, Section 19.5.2.1. This deficient
practice had the potential to affect all residents and
was evidenced by the following:

Observations conducted between 9:10 AM and 2:37
PM revealed that the Filters for PTAC units in

NJ Ex Orger 26.4(b)( 1

residents’ rooms on the
wings were dirty and clogged.

In an interview at the time, the il and the [l
confirmed the findings.
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K0363 Continued from page 3 K0363 04/19/2026
SS=F door and the door frame.
Bldg. 01

An observation at 11:18 AM revealed resident room

52 contained a ¥: -inch space between the top of the

door and the door frame.

An observation at 11:41 AM revealed resident room

66 contained a ¥z -inch space between the top of the

door and the door frame.

An observation at 1:49 PM revealed Dietary office

contained a ¥z -inch space between the top of the

door and the door frame.

In an interview at the time, the MD and the VPES

confirmed the findings.

The facility'sm was notified of the

deficient practice at the Lite Safety Code survey exit

conference on 03/26/2026 at 2:15 PM.

N.J.A.C 8:39-31.9(e).
K0521 HVAC K0521 Upon identification on 03/25/2026, the facility 04/19/2026
SS=F immediately initiated corrective actions to address
Bldg. 01 CFR(s): NFPA 101 the deficient practice. All Packaged Terminal Air

Conditioner (PTAC) unit filters in resident rooms on
the iRl andj wings were cleaned
or replaced, as needed, 10 ensure proper airflow and
compliance with NFPA. This was completed on
4/10/26

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

The [UASHIZOIN{)[(S)IM and maintenance staff
were In-serviced by the administrator on the
importance of maintaining PTAC units, including
routine inspection and cleaning of filters, to ensure

proper operation and compliance with NFPA 101 Life
Safety Code requirements.

The Director of Maintenance or designee will
implement a preventive maintenance program for all
PTAC units. Filters will be inspected and cleaned or
replaced on a routine schedule (at least monthly).
Audits will be conducted monthly for three months

to ensure compliance, and any identified deficiencies
will be corrected immediately. Findings will be
documented and reported to the Quality Assurance
and Performance Improvement (QAPI) Committee as

appropriate.
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Escalators, Dumbwaiters, and Moving Walks
2012 EXISTING

Escalators, dumbwaiters, and moving walks comply
with the provisions of 9.4.

All existing escalators, dumbwaiters, and moving
walks conform to the requirements of ASME/ANSI
A17.3, Safety Code for Existing Elevators and
Escalators.

(Includes escalator emergency stop buttons and
automatic skirt obstruction stop. For power
dumbwaiters, includes hoistway door locking to keep
doors closed except for floor where car is being
loaded or unloaded.)

19.5.3,9.4.2.2
This STANDARD is NOT MET as evidenced by:
Repeated Deficiency:

Based on documentation review and interview on
03/26/2026 in the presence of the SEMESEIQIC)
EUeRGEU.S. FOIA (b)(6)
itwas determined
0 ensure that existing
dumbwaiters were inspected annually in accordance
with NFPA 101:2012 Edition, Section 9.4.2.2 and
ASME A17.3, Safety Code for Existing Elevators and
Escalators. This deficient practice had the potential
to affect all residents and was evidenced by the
following:

A documentation review revealed the following: two
(2) of two (2) dumbwaiters were last inspected on
11/07/2024, and the certificates of
occupancy/compliance expired on 11/30/2025,
which was 117 days after the last compliance date.

No further documentation was provided regarding

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EAC%gggg%(:EEZSSSJIE%NTgH%%LD . COMPLETION
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K0521 Continued from page 4 K0521 04/19/2026
SS=F
Bldg. 01 The facility'sm was notified of the
deficient practice at the Lite Safety Code survey exit
conference on 03/26/2026 at 2:15 PM.
N.J.A.C 8:39-31.2 (e)
NFPA 90A.
K0532 Escalators, Dumbwaiters, and Moving Walks K0532 The facility immediately contacted a licensed 04/19/2026
SS=F elevator inspection vendor to schedule the required
Bldg. 01 CFR(s): NFPA 101 annual inspections for both dumbwaiters. The

inspections will be completed, and current
certificates of compliance/operation will be obtained
and maintained on-site upon completion.

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

The (UESHIZOIV-N(}I(S) MW was in-serviced by the
Administrator on the importance of ensuring that all
dumbwaiters are inspected annually and maintained
in compliance with applicable codes and regulations,

and that current certificates of compliance are kept
on file and readily available for review.

The Director of Maintenance or designee will
implement a tracking system to monitor inspection
due dates for all dumbwaiters to ensure timely
completion. Audits will be conducted monthly for
three months to verify compliance, and any
identified deficiencies will be corrected immediately.
Findings will be documented and reported to the
Quality Assurance and Performance Improvement
(QAPI) Committee quarterly for 3 quarters.
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SS=F
Bldg. 01 CFR(s): NFPA 101

Smoking Regulations

Smoking regulations shall be adopted and shall
include not less than the following provisions:

(1) Smoking shall be prohibited in any room, ward, or
compartment where flammable liquids, combustible
gases, or oxygen is used or stored and in any other
hazardous location, and such area shall be posted
with signs that read NO SMOKING or shall be posted
with the international symbol for no smoking.

(2) In health care occupancies where smoking is
prohibited and signs are prominently placed at all
major entrances, secondary signs with language that
prohibits smoking shall not be required.

(3) Smoking by patients classified as not responsible
shall be prohibited.

(4) The requirement of 18.7.4(3) shall not apply where
the patient is under direct supervision.

(5) Ashtrays of noncombustible material and safe
design shall be provided in all areas where smoking
is permitted.

(6) Metal containers with self-closing cover devices
into which ashtrays can be emptied shall be readily
available to all areas where smoking is permitted.
18.7.4,19.7.4

This STANDARD is NOT MET as evidenced by:

the facility immediately initiated corrective actions. A
metal container with a self-closing cover device was
obtained and placed in the designated smoking
courtyard to ensure safe disposal of smoking
materials. The area around the ambulance entrance
was cleaned, and all dried grass, leaves, and
cigarette butts were removed. Signage was
reinforced to clearly identify designated smoking
areas, and staff were instructed to prohibit smoking
in non-designated areas.

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

e U.S. FOIA (b)(6) BU.S. FOIA (b)(6)
and staft were In-serviced by the Administrator on
the importance of maintaining safe smoking
practices in accordance with NFPA 101 Life Safety
Code requirements. This includes ensuring approved
metal containers with self-closing covers are readily
available in designated smoking areas, maintaining
grounds free of combustible materials, and enforcing
smoking only in designated areas.

The Director of Maintenance or designee will
conduct environmental rounds twice daily to monitor
designated and non-designated smoking areas for
compliance. Audits will be conducted weekly for four
weeks and monthly thereafter for 6 months to
ensure that smoking receptacles are in place,
combustible materials are removed, and
non-designated areas remain smoke-free. Any
deficiencies identified will be corrected immediately.
Findings will be documented and reported to the
Quality Assurance and Performance Improvement

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EAC%ggggi%g;géﬁgé%NTgH%%LD . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) APPROPRIATE DEFICIENCY) DATE
K0532 Continued from page 5 K0532 04/19/2026
SS=F current annual elevator inspections.
Bldg. 01 _ _
In an interview at the time, the il and the
confirmed the findings.
The facility's was notified of the
deficient practice during the Life Safety Code survey
exit conference on 3/26/26 at 2:15 PM.
N.J.A.C 8:39-31:2(e)
ASME A17.3
This deficient practice was cited during the facility’s
previous standard recertification survey on
10/23/2024.
K0741 Smoking Regulations K0741 Upon identification of this practice on 03/25/2026, 04/19/2026
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K0741
SS=F
Bldg. 01

K0918
SS=F
Bldg. 01

Continued from page 6
Based on observation and interview on 03/25/2026

ensure that metal containers with self-closing cover
devices were readily available to all areas where
smoking is permitted B) ensure that None
designated smoking area was maintained free from
combustible dried grass, leaves and cigarette butts,
and failed to prohibit the practice of smoking in
none designated smoking areas in accordance with
NFPA 101:2012 Edition, Section 19.7.4

These deficient practices had the potential to affect
all residents and were evidenced by the following:

An observation at 1:30 PM revealed a metal
container with a self-closing cover device into which
ashtrays can be emptied was not provided nor
readily available to the smoking area courtyard.

In an interview at the time, the Sl and the
confirmed the finding.

An observation at 1:58 PM revealed that there was
dried grass and leaves at the outer perimeter of the
ambulance entrance. The surveyor observed
100-plus cigarette butts littered in that area.

In an interview at the time, the and the
confirmed the finding.

The facility'sm was notified of the
deficient practice at the Lite Safety Code survey exit
conference on 03/26/2026 at 2:15 PM.

N.J.A.C 8:39-31.9(e).

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

K0741

K0918

Continued from page 6
(QAPI) Committee quarterly for 2 quarters.

Upon identification of the deficiency on 03/26/2026,
the facility immediately contacted a certified
generator maintenance vendor to obtain and test
diesel fuel samples for the emergency and standby
power generator. Fuel testing was completed and
results were obtained on 04/07/26.

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

The [VISHIFOIN(IIEM will be in-serviced by
the Administrator on the requirement to ensure that
emergency and standby generator diesel fuel is

tested annually in accordance with NFPA 110
standards, and that all required documentation is

04/19/2026

04/19/2026
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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)

This STANDARD is NOT MET as evidenced by:

Based on documentatlon review and |nterV|ew on
US.

itwas determined
alled 10 ensure that the emergency
and standby power generator diesel fuel quality was
tested annually and maintained in accordance with
NFPA 110 Standard for Emergency and Standby
Power Systems (2010 Edition) Section 8.3.8. This
deficient practice had the potential to affect all
residents and was evidenced by the following:

A review of the facility's generator annual service
reports dated 8/22/2025, and 3/9/2026, provided by
the revealed no record on diesel sample
analysis test had been conducted. No further
documentation was provided regarding diesel fuel
sample analysis test that had been conducted.

During an interview with the surveyor on 3/26/26 at
12:20 PM, the [l d confirmed the findings.

The facility's was notified of the
deficient practice at the Lite Safety Code survey exit
conference at 2:15 PM.

N.J.A.C 8:39-31:2(e)

NFPA 99, 110

The Director of Maintenance or designee will
implement a compliance tracking system to ensure
annual diesel fuel testing is completed and
documented. Audits will be conducted monthly for
three months and then quarterly for 2 quarters to
verify compliance, and any deficiencies identified will
be corrected immediately. Findings will be reported
to the Quality Assurance and Performance
Improvement (QAPI) Committee quarterly for 3
quarters.
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K0918 Continued from page 7 K0918 Continued from page 7 04/19/2026
SS=F under load 30 minutes 12 times a year in 20-40 day properly maintained and readily available for survey
Bldg. 01 intervals, and exercised once every 36 months for 4 review.
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K0222 Egress Doors K0222 The Director of Maintenance immediately contacted a 04/19/2026
SS=E vendor to inspect the delayed egress system on the
Bldg. 01 CFR(s): NFPA 101 doors. The issue with Door #4 was identified as a
dead battery, which was replaced on 03/30/26. For
Egress Doors Door #11, new hardware was ordered, with an
estimated completion date of 04/10/26. A sign was
Doors in a required means of egress shall not be placed on door #11 indicating the 15-second delayed
equipped with a latch or a lock that requires the use egress system

of a tool or key from the egress side unless using
one of the following special locking arrangements:
All residents have the potential to be affected by this

CLINICAL NEEDS OR SECURITY THREAT LOCKING practice.
Where special locking arrangements for the clinical
security needs of the patient are used, only one The [SASHIJOIN{)[(S)IM was in-serviced by the
locking device shall be permitted on each door and Administrator on the importance of ensuring that the
provisions shall be made for the rapid removal of 15-second delayed egress system activates in
occupants by: remote control of locks; keying of all accordance with NFPA 101 Life Safety Code
locks or keys carried by staff at all times; or other requirements.
such reliable means available to the staff at all
times.
The Director of Maintenance or designee will
18.2.2.25.1,18.2.2.2.6, 19.2.2.2.5.1, 19.2.2.2.6 conduct checks weekly for four weeks, and then
monthly for 3 months, to ensure the 15-second
SPECIAL NEEDS LOCKING ARRANGEMENTS delayed egress system is functioning properly. All
findings will be reported to the Quality Assurance
Where special locking arrangements for the safety and Performance Improvement (QAPI) Committee
needs of the patient are used, all of the Clinical or quarterly for three quarters.

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, TIA12-4
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.

18.2.2.2.4,19.2.2.24

ACCESS-CONTROLLED EGRESS LOCKING
ARRANGEMENTS

Access-Controlled Egress Door assemblies installed

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1F4D53-L1 Facility ID: NJ61341 If continuation sheet Page 9 of 12
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18.2.2.2.4,19.2.2.2.4

ELEVATOR LOBBY EXIT ACCESS LOCKING
ARRANGEMENTS

Elevator lobby exit access door locking in

approved, supervised automatic fire detection
sprinkler system.

18.2.2.2.4,19.2.2.2.4

2 of 9 exit discharge doors would activate in

Edition) Section 7.2.1.6.1.

of 116 residents and was evidenced by the
following:

observed that the exit/egress door # 4 was

the door did not open.

At 11:27 AM, the surveyor, the and the
observed that the exit/egress door # 11 was
Door Can Be Opened in 15-seconds.” The

the sign, but the door did not open.

confirmed the findings.

conference on 03/26/2026 at 2:15 PM.

N.J.A.C 8:39-31.9(e).

accordance with 7.2.1.6.3 shall be permitted on door
assemblies in buildings protected throughout by an

system and an approved, supervised automatic

This STANDARD is NOT MET as evidenced by:

Based on observation and interview on 03/25/2026

ensure that the 15-second delayed egress feature on

accordance with NFPA 101 Life Safety Code (2012

This deficient practice had the potential to affect 52

At 10:45 AM, the surveyor, the il and theﬂ
provided

with a sign "Push Until Alarm Sounds, Door Can Be
Opened in 15-seconds." Theﬁ tried to activate the
door delayed device as indicated on the sign, but

U.S. FOIA (

provided with a sign "Push Until Alarm Sounds,

to activate the door delayed device as indicated on

In an interview at the time, the i and the

The facility'sm was notified of the
deficient practice at the Lite Safety Code survey exit

tried
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K0222 Continued from page 9 K0222 04/19/2026
SS=E in accordance with 7.2.1.6.2 shall be permitted.
Bldg. 01
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K0372 Subdivision of Building Spaces - Smoke Barrie K0372 The Director of Maintenance immediately sealed the 04/19/2026
SS=D penetration in the smoke barrier above the door
Bldg. 01 CFR(s): NFPA 101 following adjustments to Room #1. The repair was
completed on 03/27/26 using @l Fire Barrier Sealant
Subdivision of Building Spaces - Smoke Barrier CP 25WB.
Construction
2012 EXISTING All residents have the potential to be affected by this
practice.
Smoke barriers shall be constructed to a 1/2-hour
fire resistance rating per 8.5. Smoke barriers shall be
permitted to terminate at an atrium wall. Smoke The [UESHIOIY(YI(G)MM will be in-serviced by
dampers are not required in duct penetrations in the Administrator on the importance of ensuring that
fully ducted HVAC systems where an approved all penetrations through smoke and fire barriers are
sprinkler system is installed for smoke properly sealed with materials capable of restricting
compartments adjacent to the smoke barrier. the transfer of smoke, in accordance with NFPA 101
Life Safety Code requirements.
19.3.7.3,8.6.7.1(1)
Describe any mechanical smoke control system in The Director of Maintenance or designee will audit
REMARKS. all smoke barriers to ensure compliance with NFPA
standards. Audits will be conducted monthly for
This STANDARD is NOT MET as evidenced by: three months, and any identified deficiencies will be
corrected immediately. All findings of the audits will
Based on observation and interview on 03/25/2026 be reported to the Quality Assurance and
) and Performance Improvement (QAPI) Committee
quarterly for the next 3 quarters.
ensure that penetrations through smoke/fire barriers
are protected by a system or materials capable of
restricting the transfer of smoke in accordance with
NFPA 101:2012 Edition, Section 8.5.6,8.3.5,
This deficient practice had the potential to affect 22
of 116 residents and was evidenced by the
following:
An observation at 9:18AM, revealed that the smoke
barrier wall above the door set adjacent to room #1
contained unsealed penetrations around wires and
piping.
In an interview at the time, the|jil# and the
confirmed the finding.
The facility'sm was notified of the
deficient practice at the Lite Safety Code survey exit
conference on 03/26/2026 at 2:15 PM.
N.J.A.C 8:39-31.9(e).
K0374 Subdivision of Building Spaces - Smoke Barrie K0374 The facility immediately ordered hardware to ensure 04/19/2026
SS=D the smoke barrier door by Wedgewood nurses
Bldg. 01 CFR(s): NFPA 101 station to the lobby closes fully into the frame and
resists the passage of smoke in accordance with
Subdivision of Building Spaces - Smoke Barrier NFPA 101 Life Safety Code requirements.
Doors
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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 STANDARD is NOT MET as evidenced by:

Based on observation and interview on 03/25/2026

frame to resist the passage of smoke in accordance
with NFPA 101: 2012 Edition, Section
19.3.6.3,19.3.6.3.3 t0 19.3.6.3.17,8.5.4 and NFPA 80:
2010 Edition.

This deficient practice had the potential to affect 32
of 116 residents and was evidenced by the
following:

An observation at 9:20 AM revealed the smoke
barrier door located by Wedgewood Nurses’ station
to the front lobby was not completely closing to its
frame. A %2 inch gap was observed along the top of
the door.

In an interview at the time, the il and the
confirmed the finding.

The facility'sm was notified of the
deficient practice at the Lite Safety Code survey exit
conference on 03/26/2026 at 2:15 PM.

N.J.A.C 8:39-31.9(e).
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K0374 Continued from page 11 K0374 Continued from page 11 04/19/2026
SS=D
Bldg. 01 2012 EXISTING All residents have the potential to be affected by this

practice.

The [SASHIZOIN{) ()M Wwill be in-serviced by
the Administrator on the importance of ensuring that
smoke barrier doors fully close and latch into the

frame to resist the passage of smoke in accordance
with NFPA 101 Life Safety Code requirements.

The Director of Maintenance or designee will audit
all smoke barrier doors to ensure they close
completely into the frame and function properly.
Audits will be conducted monthly for 6 months, and
any identified deficiencies will be corrected
immediately. All findings will be reported to the
Quality Assurance and Performance Improvement
(QAPI) Committee quarterly for two quarters.
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An Emergency Preparedness Survey was conducted
by the New Jersey Department of Health, Health
Facility Survey and Field Operations on 03/25/26
and 03/26/26. 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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E0000 Initial Comments E0000 05/20/2026

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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