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CFR(s): 483.10(i)(1)-(7)
8483.10(i) Safe Environment.

The resident has a right to a safe, clean, comfortable
and homelike environment, including but not limited to
receiving treatment and supports for daily living
safely.

The facility must provide-

8483.10(i)(1) A safe, clean, comfortable, and homelike
environment, allowing the resident to use his or her
personal belongings to the extent possible.

(i) This includes ensuring that the resident can
receive care and services safely and that the physical
layout of the facility maximizes resident independence
and does not pose a safety risk.

(i) The facility shall exercise reasonable care for
the protection of the resident's property from loss or
theft.

8483.10(i)(2) Housekeeping and maintenance services
necessary to maintain a sanitary, orderly, and
comfortable interior;
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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.
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8483.10(i)(3) Clean bed and bath linens that are in
good condition;

§483.10(i)(4) Private closet space in each resident
room, as specified in 8483.90 (e)(2)(iv);

8483.10(i)(5) Adequate and comfortable lighting levels
in all areas;

8483.10(i)(6) Comfortable and safe temperature levels.
Facilities initially certified after October 1, 1990
must maintain a temperature range of 71 to 81°F; and

8483.10(i)(7) For the maintenance of comfortable sound
levels.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview and review of other
facility documentation it was determined that the
facility failed to maintain the resident environment,
and living areas in a safe, sanitary, and homelike
manner. This deficient practice was evidenced by the
following:

On 10/31/25 at 10:30 AM, the surveyor observed the
following conditions while touring the building from
9:30 AM to 11:30 AM:

The carpet on the stairway leading to the B unit was
heavily soiled and ripped.Heavy dust and debris
accumulation on the stairwell leading to the B Unit.
The corridor leading to the nourishment room of the
B-Unit, had a broken exposed pipe with visible debris
around.

Room 4 had a leaking air conditioner cover which was
yellow stained. A white yellow stained towel was noted
on the windowsill next to the air conditioner.

The windows in the room were covered with dust. The
windows had no window treatments or drapes providing a
clear view of the street.

An observation of Room revealed there were no
windows treatments in the room. From the room the view
was not restricted from the street. The residents

resided in the room could not be interviewed.
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The area of the kitchen where the food was being
transported to the dumbwaiter (small freight elevator
or lift intended to carry food) was heavily soiled with
debris. Cobwebs were noted in the corner. The lift tray
was soiled and covered with debris.

During an interview with the BSSCIEYGIEG)

I on 10/31/25 at 12:05 PM, he confirmed that the
area needed to be cleaned.

On 10/31/25 at 1:00 PM, the surveyor interviewed the
US FOIA (b)(6) and
inquired regarding environmental rounds and a cleaning
schedule. The [l stated that environmental rounds
was done monthly, and housekeeping staff were to clean
the rooms daily. He further stated that he was not
aware of the leaking air conditioner and the missing
drapes in the rooms. The il stated he had not
received a work order for the air conditioner unit to

be repaired. The il did not provide the last
environmental round minutes upon request.

On 10/31/25 at 1:30 PM a kitchen staff member provided
a cleaning schedule of the dumbwaiter area which
indicated that the area was scheduled to be cleaned
weekly.

The above findings were reviewed with the EEEEQE

and the EEIESIEY®IG)

during the exit conference. No additional information
was provided.
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Complaint #: 2616822
Survey Date: 10/31/2025
Census: 71
Sample: 3
The facility was in compliance with the Standards in
the New Jersey Administrative Code, Chapter 8:39,
Standards for Licensure of Long Term Care Facilities. A
complaint Survey was conducted to determine compliance
with 42 CFR Part 483, Requirements for Long Term Care
Facilities. The facility was in compliance, no
deficiencies were cited for this survey.
Office of Primary Care and Health Systems Management
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An offsite/desk review of the facility's Plan of

Correction was conducted on 12/01/2025 in relation to
the 10/31/2025 Complaint survey. The facility was found
to be in compliance with 42 CFR Part 483, Requirements
for Long Term Care Facilities.
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An offsite/desk review of the facility's Plan of
Correction was conducted on 12/01/2025 in relation to
the 10/31/2025 State of New Jersey Complaint 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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