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Continued from page 5 
 
(i) A system of surveillance designed to identify 
possible communicable diseases or 
 
infections before they can spread to other persons 
in the facility; 
 
(ii) When and to whom possible incidents of 
communicable disease or infections should be 
reported; 
 
(iii) Standard and transmission-based precautions to 
be followed to prevent spread of infections; 
 
(iv)When and how isolation should be used for a 
resident; including but not limited to: 
 
(A) The type and duration of the isolation, depending 
upon the infectious agent or organism involved, and 
 
(B) A requirement that the isolation should be the 
least restrictive possible for the resident under the 
circumstances. 
 
(v) The circumstances under which the facility must 
prohibit employees with a communicable disease or 
infected skin lesions from direct contact with 
residents or their food, if direct contact will transmit 
the disease; and 
 
(vi)The hand hygiene procedures to be followed by 
staff involved in direct resident contact. 
 
 
§483.80(a)(4) A system for recording incidents 
identified under the facility's IPCP and the 
corrective actions taken by the facility. 
 
 
§483.80(e) Linens. 
 
Personnel must handle, store, process, and transport 
linens so as to prevent the spread of infection. 
 
 
§483.80(f) Annual review. 
 
The facility will conduct an annual review of its IPCP 
and update their program, as necessary. 
 
This REQUIREMENT is NOT MET as evidenced by: 
 
Based on observation, interview, record review and 
review of pertinent facility documentation, it was 
determined that the facility failed to follow 
appropriate infection control practices for: a)

F0880 Continued from page 5 
from service. These items were either re-laundered 
or cleaned and disinfected, then properly stored in 
designated clean storage areas in protective plastic 
coverings. 
 
The two fans with visible black debris and broken 
components were removed from service on 
05/22/2026. 
 
 
How the facility will identify other residents having 
the potential to be affected by the same deficient 
practice. 
 
All residents have the potential to be affected by this 
practice. 
 
What measures will be put into place or systemic 
changes will be made to ensure that the deficient 
practice will not recur. 
 
The Environmental Services Director and designee 
completed a comprehensive audit of linen and 
equipment storage. All used equipment was 
appropriately cleaned, disinfected, and stored in 
accordance with facility policy and procedures. 
 
An additional storage area was identified and 
designated to accommodate unused linens and 
equipment to ensure proper organization and reduce 
risk of contamination. The Housekeeping Department 
implemented a daily cleaning schedule along with 
ongoing monitoring of the laundry docking area, 
laundry room, and equipment storage areas to 
maintain a safe and sanitary environment. 
 
The Director of Nursing immediately provided 
education to certified nursing assistants regarding 
the proper handling and distribution of residents’ 
personal items during care activities. 
 
The Infection Preventionist Nurse provided education 
to all staff on the facility’s Infection Prevention and 
Control policy, including appropriate cleaning of 
storage areas, proper disinfection and storage of 
equipment, storage of clean linens, and correct 
handling of residents’ personal items or belongings. 
 
 
How the facility will monitor its corrective actions to 
ensure that the deficient practice is being corrected 
and will not recur, i.e. what QA program will be put 
into place to monitor the continued effectiveness of 
the systemic change. 
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NJAC 19.8(c)(g),29.4(a)(h), 29.7(b) 
 

F0761  07/08/2026

F0842

F0842 
SS = D

Resident Records - Identifiable Information 
 
CFR(s): 483.20(f)(5),483.70(h)(1)-(5) 
 
§483.20(f)(5) Resident-identifiable information. 
 
(i) A facility may not release information that is 
resident-identifiable to the public. 
 
(ii) The facility may release information that is 
resident-identifiable to an agent only in accordance 
with a contract under which the agent agrees not to 
use or disclose the information except to the extent 
the facility itself is permitted to do so. 
 
 
§483.70(h) Medical records. 
 
§483.70(h)(1) In accordance with accepted 
professional standards and practices, the facility 
must maintain medical records on each resident that 
are- 
 
(i) Complete; 
 
(ii) Accurately documented; 
 
(iii) Readily accessible; and 
 
(iv) Systematically organized 
 
 
§483.70(h)(2) The facility must keep confidential all 
information contained in the resident's records, 
 
regardless of the form or storage method of the 
records, except when release is- 
 
(i) To the individual, or their resident representative 
where permitted by applicable law; 
 
(ii) Required by Law; 
 
(iii) For treatment, payment, or health care 
operations, as permitted by and in compliance with 
45 CFR 164.506; 
 
(iv) For public health activities, reporting of abuse, 
neglect, or domestic violence, health oversight 
activities, judicial and administrative proceedings, 
law enforcement purposes, organ donation purposes, 
research purposes, or to coroners, medical

F0842 How the corrective action will be accomplished for 
those residents found to have been affected by the 
deficient practice. 
 
 
Resident #125 is no longer at the facility; however, a 
retrospective chart review was completed, 
documentation discrepancies were addressed, and 
all identified missing documentation were addressed 
and submitted accordingly. 
 
 
How the facility will identify other residents having 
the potential to be affected by the same deficient 
practice. 
 
 
All residents have the potential to be affected by this 
practice. 
 
 
What measures will be put into place or systemic 
changes will be made to ensure that the deficient 
practice will not recur. 
 
 
The Director of Nursing provided mandatory 
education to all nursing staff, including Registered 
Nurses (RNs), Licensed Practical Nurses (LPNs), and 
Certified Nursing Assistants (CNAs), regarding the 
facility’s documentation policy. The education 
included requirements for proper documentation, 
including emergency contact information and 
notification procedures. 
 
The Director of Nursing also implemented a new 
daily documentation review process utilizing a 
standardized checklist to identify and correct 
documentation deficiencies within 24 hours of 
identification. 
 
 
How the facility will monitor its corrective actions to 
ensure that the deficient practice is being corrected 
and will not recur, i.e. what QA program will be put 
into place to monitor the continued effectiveness of 
the systemic change. 
 
The Director of Nursing will conduct daily audits of 
resident medical records five days a week for four 
weeks to ensure complete and accurate 
documentation of nursing assessments, progress
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Continued from page 37 
examiners, funeral directors, and to avert a serious 
threat to health or safety as permitted by and in 
compliance with 45 CFR 164.512. 
 
 
§483.70(h)(3) The facility must safeguard medical 
record information against loss, destruction, or 
unauthorized use. 
 
 
§483.70(h)(4) Medical records must be retained for- 
 
(i) The period of time required by State law; or 
 
(ii) Five years from the date of discharge when there 
is no requirement in State law; or 
 
(iii) For a minor, 3 years after a resident reaches 
legal age under State law. 
 
 
§483.70(h)(5) The medical record must contain- 
 
(i) Sufficient information to identify the resident; 
 
(ii) A record of the resident's assessments; 
 
(iii) The comprehensive plan of care and services 
provided; 
 
(iv) The results of any preadmission screening and 
resident review evaluations and determinations 
conducted by the State; 
 
(v) Physician's, nurse's, and other licensed 
professional's progress notes; and 
 
(vi) Laboratory, radiology and other diagnostic 
services reports as required under §483.50. 
 
This REQUIREMENT is NOT MET as evidenced by: 
 
Complaint #2713977 
 
Based on observation, interview, and record review, 
it was determined that the facility failed to maintain 
accurately documented, complete and readily 
accessible medical records. This deficient practice 
was identified for 1 of 22 residents (Resident #125) 
reviewed. 
 
On 5/18/26 at 9:09AM, the surveyor reviewed the 
electronic medical record (EMR) of Resident #125. 
The resident no longer resided at the facility. 
 
The Admission Record (a summary of important

F0842 Continued from page 37 
notes, and emergency contact notifications. 
 
 
The unit managers will conduct daily audits of 
Certified Nursing Assistant (CNA) task 
documentation to verify completion, no blank or 
unsigned entries and that all documentation is 
properly completed. 
 
The Administrator and Director of Nursing will 
conduct a weekly review of all incident 
investigations to ensure appropriate and complete 
documentation in resident medical records, including 
verification that emergency contact notifications 
were completed. 
 
Audit results will be reported to the Quality 
Assurance and Performance Improvement (QAPI) 
Committee during monthly meetings to evaluate 
compliance trends and determine if additional 
corrective actions are necessary to achieve and 
maintain 100% compliance.
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Continued from page 41 
condition or status. 
 
The surveyor reviewed the facility provided policy 
titled “Activities of Daily Living, Supporting” dated 
April 2025 which did not address documentation of 
ADL or incontinence care. 
 
NJAC 8:39-27.1 (a) ;35.2
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S0000 
 

Initial Comments 
 
 
The facility was not in compliance with the 
standards in the New Jersey Administrative Code, 
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, and enforcement of licensure 
regulations. 
 

S0000  
 

06/05/2026

S0560 Mandatory Access to Care 
 
CFR(s): 8:39-5.1(a) 
 
The facility shall comply with applicable Federal, 
State, and local laws, rules, and regulations. 
 
This LICENSURE REQUIREMENT is NOT MET as 
evidenced by: 
 
Based on interview, and review of pertinent facility 
documentation, it was determined the facility failed 
to maintain the required minimum direct care 
staff-to-resident ratios for 14 of 14 day shifts as 
mandated by the State of New Jersey. 
 
This deficient practice was evidenced by the 
following: 
 
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, c.120 (C.30:13-2) 
or licensed pursuant to P.L.1971, c.136 (C.26:2H-1 et 
seq.) shall maintain the following minimum direct 
care staff -to-resident ratios: 

S0560 How the corrective action will be accomplished for 
the residents affected by the deficient practice: 
 
 
No residents were identified nor immediately affected 
by the failure to provide minimum staffing levels as 
per state regulation. 
 
 
How the facility will identify other residents having 
the potential to be affected by the same deficient 
practice: 
 
 
All residents will have the potential to be affected by 
the same failure to provide minimum staffing levels 
as per state regulation. 
 
 
Measures or systemic changes made to ensure no 
recurrence: 
 
 
The staffing coordinator will inform the Director of 
Nursing or designee of any call outs that result in 
insufficient certified nursing assistant staffing levels. 
This will be reported as soon as possible. Any 
staffing deficiencies will be filled prior to the start of 
the shift with other employees or agency if required. 
 
 
The facility will monitor its corrective actions to 
ensure that the deficient practice is being corrected 
and will not recur by: 
 

06/15/2026
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S0560 Continued from page 1 
(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 review of New Jersey Department of Health Long 
Term Care Assessment and Survey Program Nurse 
Staffing Report (AAS-11) for the two-week period 
beginning 5/3/26 through 6/16/26 revealed the 
facility was not in compliance with the State of New 
Jersey minimum staffing requirements.

S0560 Continued from page 1 
The Director of Nursing or designee will report any 
staffing issues on a daily basis to the administrator 
or designee. Any findings will be followed up 
immediately. Findings will be documented and 
reported during the quarterly QAPI meetings for 6 
months.
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Continued from page 2 
 
The facility was deficient in CNA staffing for 
residents on 14 of 14 day shifts as follows: 
 
-05/03/26 had 11 CNAs for 111 residents on the day 
shift, required at least 14 CNAs. 
 
-05/04/26 had 11 CNAs for 111 residents on the day 
shift, required at least 14 CNAs. 
 
-05/05/26 had 12 CNAs for 111 residents on the day 
shift, required at least 14 CNAs. 
 
-05/06/26 had 11 CNAs for 111 residents on the day 
shift, required at least 14 CNAs. 
 
-05/07/26 had 13 CNAs for 112 residents on the day 
shift, required at least 14 CNAs. 
 
-05/08/26 had 13 CNAs for 112 residents on the day 
shift, required at least 14 CNAs. 
 
-05/09/26 had 13 CNAs for 111 residents on the day 
shift, required at least 14 CNAs. 
 
-05/10/26 had 11 CNAs for 110 residents on the day 
shift, required at least 14 CNAs. 
 
-05/11/26 had 12 CNAs for 110 residents on the day 
shift, required at least 14 CNAs. 
 
-05/12/26 had 13 CNAs for 110 residents on the day 
shift, required at least 14 CNAs. 
 
-05/13/26 had 12 CNAs for 110 residents on the day 
shift, required at least 14 CNAs. 
 
-05/14/26 had 12 CNAs for 111 residents on the day 
shift, required at least 14 CNAs. 
 
-05/15/26 had 12 CNAs for 110 residents on the day 
shift, required at least 14 CNAs. 
 
-05/16/26 had 13 CNAs for 109 residents on the day 
shift, required at least 14 CNAs. 
 

S0560  06/15/2026

S1405

S1405 Mandatory Infection Control and Sanitation 
 
CFR(s): 8:39-19.5(a) 
 
The facility shall require all new employees to 
complete a health history and to receive an 
examination performed by a physician or advanced 
practice nurse, or New Jersey licensed physician 
assistant, within two weeks prior to the first day of 
employment or upon employment. If the new

S1405 How the corrective action will be accomplished for 
the residents affected by the deficient practice: 
 
 
No residents were identified nor immediately affected 
by the failure to ensure that the 19 out of 130 new 
employees didn’t receive physicals within the 
required time frames. 
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S1680 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 
 
 
Head trauma stimulation/advanced 
neuromuscular/orthopedic care 1.50 hours/day 
 
This LICENSURE REQUIREMENT is NOT MET as 
evidenced by: 
 
Based on review of NJ Department of Health the 
Supplementary Nurse Staffing Report (AAS-12) for 
the weeks of 5/3/26 through 5/16/26 obtained for 
the 5/21/26 Standard survey it was determined that 
the facility failed to provide at least minimum 
staffing levels for 1 of 14 days. The required staffing 
hours and actual staffing hours are as follows: 
 
The week of 05/03/26 required 327 staffing hours

S1680 How the corrective action will be accomplished for 
the residents affected by the deficient practice: 
 
 
Staffing coordinator was educated on the mandatory 
nurse staffing requirement that the facility shall 
provide nursing services by registered professional 
nurses based on the required RN staffing hours for 
1 of the 14 days. 
 
 
How the facility will identify other residents having 
the potential to be affected by the same deficient 
practice: 
 
 
All residents have the potential to be affected by this 
deficient practice. 
 
 
Measures or systemic changes made to ensure no 
recurrence: 
 
 
The DON/designee will audit weekly the weekly 
staffing schedules to assure that the required 
registered professional nurses, licensed practical 
nurses and nurse aides hours are scheduled 
appropriately to comply with minimum hours 
required. 
 
 
The facility will monitor its corrective actions to 
ensure that the deficient practice is being corrected 
and will not recur by: 
 
 
The results of the weekly and monthly audits will be 
submitted to the Quality Assurance and Process 
Improvement Committee Meeting quarterly for 2 
quarters. Based on the results of these audits, a 
decision will be made regarding the need for 
continued submission and reporting.
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 07/13/2026 in relation 
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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 
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SS = E 
Bldg. 01

Continued from page 3 
Egress Doors 
 
Doors in a required means of egress shall not be 
equipped with a latch or a lock that requires the use 
of a tool or key from the egress side unless using 
one of the following special locking arrangements: 
 
CLINICAL NEEDS OR SECURITY THREAT LOCKING 
 
Where special locking arrangements for the clinical 
security needs of the patient are used, only one 
locking device shall be permitted on each door and 
provisions shall be made for the rapid removal of 
occupants by: remote control of locks; keying of all 
locks or keys carried by staff at all times; or other 
such reliable means available to the staff at all 
times. 
 
18.2.2.2.5.1, 18.2.2.2.6, 19.2.2.2.5.1, 19.2.2.2.6 
 
SPECIAL NEEDS LOCKING ARRANGEMENTS 
 
Where special locking arrangements for the safety 
needs of the patient are used, all of the Clinical or 
Security Locking requirements are being met. In 
addition, the locks must be electrical locks that fail 
safely so as to release upon loss of power to the 
device; the building is protected by a supervised 
automatic sprinkler system and the locked space is 
protected by a complete smoke detection system (or 
is constantly monitored at an attended location 
within the locked space); and both the sprinkler and 
detection systems are arranged to unlock the doors 
upon activation. 
 
18.2.2.2.5.2, 19.2.2.2.5.2, TIA 12-4 
 
DELAYED-EGRESS LOCKING ARRANGEMENTS 
 
Approved, listed delayed-egress locking systems 
installed in accordance with 7.2.1.6.1 shall be 
permitted on door assemblies serving low and 
ordinary hazard contents in buildings protected 
throughout by an approved, supervised automatic 
fire detection system or an approved, supervised 
automatic sprinkler system. 
 
18.2.2.2.4, 19.2.2.2.4 
 
ACCESS-CONTROLLED EGRESS LOCKING 
ARRANGEMENTS 
 
Access-Controlled Egress Door assemblies installed 
in accordance with 7.2.1.6.2 shall be permitted. 
 
18.2.2.2.4, 19.2.2.2.4

K0222 Continued from page 3 
having a visible sign with letters not less than 1 inch 
high on contrasting background that reads as 
follows shall be located on the door leaf adjacent to 
the releasing device in the direction of egress: 
PUSH UNTIL ALARM SOUNDS DOOR CAN BE 
OPENED IN 15 SECONDS, in accordance with NFPA 
101:2012 Edition, Section 7.2.1.6.1 (4). 
 
How the facility will identify other residents having 
the potential to be affected by the same deficient 
practice: 
 
All residents have the potential to be affected by this 
practice. 
 
Measures or systemic changes made to ensure no 
recurrence: 
 
On 5/22/2026 the Director of Maintenance installed a 
clearly visible sign with lettering no less than one 
inch in height on a contrasting background that 
reads: “PUSH UNTIL ALARM SOUNDS. DOOR CAN 
BE OPENED IN 15 SECONDS.” 
 
Additionally, the Director of Maintenance revised the 
Door Inspection Audit Tool to include verification of 
“Delayed Egress Door Inspection Signage” as a 
required component of the facility’s comprehensive 
Door Inspection and Maintenance Program. This 
measure will ensure ongoing monitoring and 
compliance with delayed egress door signage 
requirements. 
 
Administrator immediately provided education on 
having visible signage on delayed egress doors. 
 
The facility will monitor its corrective actions to 
ensure that the deficient practice is being corrected 
and will not recur by: 
 
The Maintenance Director, or designee, will conduct 
audits of all exit doors weekly for four consecutive 
weeks, followed by continued weekly audits for an 
additional four weeks to ensure sustained 
compliance. 
 
Audit results will be reviewed and presented by the 
Maintenance Director to the Quality Assurance and 
Performance Improvement (QAPI) Committee during 
the monthly meeting. The Committee will evaluate 
compliance trends, identify any areas requiring 
corrective action, and determine whether additional 
interventions are necessary to achieve and maintain 
100% compliance.

07/08/2026

EXCEL CARE AT WAYNE 296 HAMBURG TURNPIKE , WAYNE, New Jersey, 07470

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 23197E-L1 Facility ID: NJ61614 If continuation sheet Page 4 of 5





PRINTED: 08/31/2026
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER:

315103

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

05/21/2026

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

(X4) ID 
PREFIX 

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

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

CROSS-REFERENCED TO THE 
APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION 

DATE
E0000

E0000 Initial Comments 
 
An Emergency Preparedness survey was conducted 
by the New Jersey Department of Health, Health 
Facility Survey and Field Operations on 05/19/2026. 
Excel Care at Wayne was found to be in compliance 
with Medicare/Medicaid at 42 CFR, Subpart 483.73, 
Requirements for Long Term Care Facilities.

E0000 05/22/2026
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INITIAL COMMENTS 
 
An offsite/desk review of the facility's Plan of 
Correction was conducted on 07/29/2026 in relation 
to the 05/21/2026 Life Safety Code survey. The 
facility was found to be in compliance with the 
requirements for participation in Medicare/Medicaid 
at 42 CFR 483.90(a), Life Safety from Fire, and the 
2012 Edition of the National Fire Protection 
Association (NFPA) 101, Life Safety Code (LSC), 
Chapter 19 EXISTING Health Care Occupancy.
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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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