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Continued from page 10 
Review the resident’s care plan to assess for any 
special needs of the resident. 
 
A review of facility policy “Care 
Plans-Comprehensive" updated 6/19/25, revealed 
Policy Interpretation and Implementation...7. The 
comprehensive, person-centered care plan:...d. 
builds on the resident's strengths; and e. reflects 
currently recognized standards of practice for 
problem areas and conditions....9. Care plan 
interventions are chosen only after data gathering, 
proper sequencing of events, careful consideration 
of the relationship between the resident's problem 
areas and their causes, and relevant clinical decision 
making. 
 
NJAC 8:39-27.1 (a)

F0689 07/01/2026
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Initial Comments 
 
 
The facility is not in compliance with the Standards 
in the New Jersey Administrative Code, Chapter 
8:39, Standards for Licensure of Long Term Care 
Facilities. The facility must submit a plan of 
correction, including a completion date, for each 
deficiency and ensure that the plan is implemented. 
Failure to correct deficiencies may result in 
enforcement action in accordance with the 
Provisions of the New Jersey Administrative Code, 
Title 8, Chapter 43E, Enforcement of Licensure 
Regulations. 
 

S0000  
 

06/09/2026

S1405 Mandatory Infection Control and Sanitation 
 
CFR(s): 8:39-19.5(a) 
 
The facility shall require all new employees to 
complete a health history and to receive an 
examination performed by a physician or advanced 
practice nurse, or New Jersey licensed physician 
assistant, within two weeks prior to the first day of 
employment or upon employment. If the new 
employee receives a nursing assessment by a 
registered professional nurse upon employment, the 
physician's or advanced practice nurse's 
examination may be deferred for up to 30 days from 
the first day of employment. The facility shall 
establish criteria for determining the completeness 
of physical examinations for employees. 
 
This LICENSURE REQUIREMENT is NOT MET as 
evidenced by: 
 
Based on interview and review of pertinent facility 
documents, it was determined that the facility failed 
to ensure newly hired employees received a health 
examination (physical) by a Physician, Advanced 
Practice Nurse, or a Licensed Physician’s Assistant 
prior to employment; or within thirty days of a 
Registered Nurse’s (RN) completed initial 
assessment upon employment. This deficient 
practice was identified for 4 out of 14 employees 
(Employee #1, #4, #5, and #6) hired since the last 
Department of Heath recertification survey date of 
12/31/24. 
 
On 5/12/26 at approximately 5:45 PM, during the 
entrance conference, the surveyor requested from

S1405 S1405 
 
Corrective Actions: 
 
Employees #1, #4, #5, and #6, are scheduled to have 
repeat physical examinations completed by the 
facility’s Medical Director on 06/10/2026. Any 
employee who misses their physical examination 
appointment will be prohibited from working until the 
repeat physical examination is completed. 
 
The Administrator and Director of Nursing met with 
the Medical Director to address the need for legible 
dates and signatures when documenting medical 
records and staff physical examinations. The 
Director of Nurses shall review completed physical 
examinations to ensure that the exams, signatures 
and dates are legible. 
 
Identification of Others at Risk: 
 
All residents have the potential to be affected by this 
deficient practice. In addition, employees hired within 
the last twelve months have the potential to be 
affected by this deficient practice. The Director of 
Nursing shall review the resident medical records to 
identify if any residents were affected by this 
deficiency. The Director of Nursing shall also review 
employee personnel files for staff members hired 
within the past twelve months in order to identify 
other staff members affected by this deficiency. This 
review shall specifically cross-reference dates of 
hire against the completion, signatures, legibility, 
and dating of all mandatory physical examinations 
and clinical assessments. Any individual file found 
during this review to contain missing information or

07/01/2026
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F0000 INITIAL COMMENTS 
 
An offsite/desk review of the facility's Plan of 
Correction was conducted on 07/08/2026 in relation 
to the 5/15/2026 Recertification survey. The facility 
was found to be in compliance with 42 CFR Part 
483, Requirements for Long Term Care Facilities.

F0000

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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An offsite/desk review of the facility's Plan of 
Correction was conducted on 07/08/2026 in relation 
to the 05/15/2026 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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An Emergency Preparedness Survey was conducted 
by the New Jersey Department of Health (NJDOH), 
Health Facility Survey and Field Operations on 
05/13/2026 and 05/14/2026. The facility was found 
to be in compliance with 42 CFR 483.73.

E0000 05/28/2026
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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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INITIAL COMMENTS 
 
An offsite/desk review of the facility's Plan of 
Correction was conducted on 07/16/2026 in relation 
to the 5/15/2026 Recertification survey. The facility 
was found to be in compliance with 42 CFR Part 
483, Requirements for Long Term Care Facilities.

K0000

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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