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INITIAL COMMENTS  
 
Complaint #s NJ 392824  
 
STANDARD SURVEY: 3/6-3/12/26  
 
CENSUS: 107  
 
SAMPLE SIZE: 22+3 closed records  
 
A Recertification Survey was conducted to determine 
compliance with 42 CFR Part 483, Requirements for 
Long-Term Care Facilities. Complaint investigations 
were also completed during this survey. Deficiencies 
were cited for this survey.  
 

F0000  
 

04/17/2026

F0812 
SS = F

Food Procurement,Store/Prepare/Serve-Sanitary  
 
CFR(s): 483.60(i)(1)(2)  
 
§483.60(i) Food safety requirements.  
 
The facility must -  
 
 
§483.60(i)(1) - Procure food from sources approved  
or considered satisfactory by federal, state or local  
authorities.  
 
(i) This may include food items obtained directly  
from local producers, subject to applicable State and 
local laws or regulations.  
 
(ii) This provision does not prohibit or prevent  
facilities from using produce grown in facility  
gardens, subject to compliance with applicable safe 
growing and food-handling practices.  
 
(iii) This provision does not preclude residents from 
consuming foods not procured by the facility.  
 
 
§483.60(i)(2) - Store, prepare, distribute and serve  
food in accordance with professional standards for  
food service safety.  
 
This REQUIREMENT is NOT MET as evidenced by:  

F0812 Criteria 1:  
 
The spices found with lids open were closed at time 
of inspection.  
 
The steam table pans that were found wet nested  
were re-washed, air dried and stored properly.  
 
 
Criteria 2:  
 
All residents have the potential to be affected by this 
practice.  
 
 
Criteria 3:  
 
All dietary staff have been educated on proper  
storage of food products and pans being washed in 
three compartment sink to be air dried prior to  
storage.  
 
Spice containers were closed at time of inspection.  
 
Pans noted during inspection were re-washed and  
air dried prior to storage.  
 
 
Criteria 4:  
 
Kitchen sanitation audits will completed five times  
per week by the kitchen general manager/designee

04/17/2026
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Continued from page 33 
and biologicals are stored safely, securely, and  
properly following manufacturer’s recommendations 
or those of the supplier”.  
 
The facility’s “Administration of Medications  
Procedure,” “Medication Administration Policy,” and 
“Medication Storage Policy and Procedure” did not  
address the requirement of the facility to provide  
permanently affixed compartments for storage of  
controlled drugs.  
 
NJAC 8:39-29.4
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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 the interview and review of pertinent  
facility documentation, it was determined that the  
facility failed to maintain the required minimum  
direct care staff-to-resident ratios as mandated by  
the state of New Jersey. This deficient practice was 
evidenced by the following:  
 
Be 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:  
 
 
(1) one certified nurse aid 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

S0560 Criteria 1:  
 
The facility failed to maintain minimum direct care  
staff ratios. No residents were directly affected by  
this practice. Staffing schedules were reviewed byt  
DON for compliance. Appropriate number of staff will 
be scheduled according to census and matrix acuity. 
 
 
Criteria 2:  
 
All residents have the potential to be affected by this 
practice.  
 
 
Criteria 3:  
 
All nursing administration staff were educated  
regarding maintaining staffing levels to ensure that  
staffing mandate requirements are being met.  
 
 
Criteria 4:  
 
Staffing ratios will be reviewed daily by the DON and 
Assistant Administrator. Results will be presented at 
the facility's QAPI committee meetings monthy for  
three months and then quarterly thereafter for one  
year.

04/17/2026

Office of Primary Care and Health Systems Management
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S0560 Continued from page 1 
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 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 the "New Jersey Department of Health  
Long Term Care Assessment and Survey Program  
Nurse Staffing Report" for the two-week staffing  
period before the survey, beginning 2/15/26 and  
ending 2/28/26, for the 03/12/2026 Standard survey 
at the facility, revealed the facility was not in  
compliance with the State of New Jersey CNA  
minimum staffing requirements for residents on 2 of 
14- day shifts as follows:  
 
 
On 2/21/26, had 12 CNAs for 102 residents on the  
day shift, required at least 13 CNAs.  
 
 
On 2/22/26, had 12 CNAs for 102 residents on the  
day shift, required at least 13 CNAs.  
 
 
On 3/12/26 at 10:35 AM, the surveyor interviewed  
the Assistant License Nursing Home Administrator  
and the Director of Nursing (DON) regarding the  
concern above. The DON stated that during the  
specific days of 2/21/26 and 2/22/26, there is a  
snow blizzard and there is a shutdown of  
transportation. The DON added that they have a van

S0560 04/17/2026
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Continued from page 2 
driver to pick up the staff who got stuck in their  
home. They outsourced from the [Name Redacted]  
agency at that time and got 2 CNA's who worked  
those days.  
 
 
A review of the facility policy title "Issue:  
S560-Staffing with a revised date of November 2025 
under "Purpose: 1. DON/designee will oversee  
staffing levels based on census and state  
recommendations."  
 

S0560  04/17/2026

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 interviews and a review of other facility  
documentation, it was determined that the facility  
failed to ensure that employees received a physical 
examination performed by a physician, an advanced 
practice nurse, or a licensed physician assistant  
within two weeks prior to the first day of  
employment or upon employment. This deficient  
practice was identified in 18 of 28 new employees  
(Staff#1, 4, 5, 6, 7, 9, 11, 14, 15,16, 17, 18, 20, 23, 24, 
25, 26, and #27).  
 
This deficient practice was evidenced by the  
following:  
 
 
The surveyor reviewed 28 newly hired employee  
files.  
 
 
A review of health examinations upon hire for 18 of 
the 28 new employees revealed the following:  
 

S1405 Criteria 1:  
 
 
The facility failed to ensure that employees received 
a physical examination performed by a physician,  
advanced practical nurse or licensed physician  
assistant within two weeks prior to the first day of  
employment.  
 
 
Active staff identified during survey, #4, #5, #7, #9,  
#11, #14, #15, #17, #18, #20, #23, #27) that did not  
receive a physical exam by a licensed physician,  
advanced practice nurse, or physician assistant have 
had their physical completed.  
 
Employees #1, #6, #16, #24, #25, #26 are terminated 
and no longer active at the facility.  
 
 
Criteria 2:  
 
Policies and procedures related to onboarding new  
employees have been reviewed and revised as  
necessary.  
 
All Hiring Managers were in-serviced regarding the  
policies and procedures for new hire physical  
examinations by the Assistant Administrator.  
 
Assistant Administrator will monitor all new hires to 
ensure that they receive proper physical exams.  
 
 
Criteria 3:  
 
All new employees are at risk.  
 
 
Criteria 4:  
 
Audits of new hires will be conducted by the  
Assistant Administrator/designee weekly for four  
weeks, then monthly. Reports of these audits will be

04/17/2026
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S1410 Continued from page 9 
for All New Employees" with a revised date of  
December 2025 under Policy: A. [Name redacted]  
requires all new employees to complete a health  
history and receive an examination performed by an 
MD or designee prior to the first day of employment. 
B. All new employees, including the medical staff  
employed by the facility, will receive a one-step  
Mantoux tuberculin test with five tuberculin units of 
purified protein derivative (PPD). The only exceptions 
will be the employees with documented Mantoux  
skin test (zero to nine millimeters of induration)  
within the last year, employees with a documented  
positive Mantoux skin test result (ten or more  
millimeters of induration, employees who received  
appropriate medical treatment for tuberculosis, or  
when medically contraindicated."

S1410 04/17/2026
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F0000 INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 05/04/2026 in relation 
to the 03/12/2026 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

F0000
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program participation.
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SS = D 
Bldg. 01

Continued from page 12 
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  
 
ELEVATOR LOBBY EXIT ACCESS LOCKING

K0222 Continued from page 12 
Criteria 2:  
 
15 of 107 residents have the potential to be affected 
by this practice.  
 
 
Criteria 3:  
 
Building service staff were in-serviced regarding  
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 by the Director 
of Building Services.  
 
The Director of Building Services/designee will  
conduct monthly audits of all identified exit door to 
ensure they do not contain a thumb latch.  
 
 
Criteria 4  
 
The Director of Building Services will report the  
results of these audits to the facility's QAPI  
committee monthly for three months and then  
quarterly thereafter for one year.
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E0000 Initial Comments  
 
An Emergency Preparedness Survey was conducted 
by the New Jersey Department of Health on  
03/10/2026,03/11/2026 and 03/12/2026. Daughters  
of Israel was found to be in compliance with 42 CFR 
483.73.

E0000 04/17/2026

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.

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

DAUGHTERS OF ISRAEL PLEASANT VALLEY HOME 1155 PLEASANT VALLEY WAY , WEST ORANGE, New Jersey, 07052

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1F25B4-L1 Facility ID: NJ70770 If continuation sheet Page 1 of 1



PRINTED: 06/05/2026
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:

315029

(X2) MULTIPLE CONSTRUCTION

A. BUILDING 01 - MAIN BUILD...

B. WING

(X3) DATE SURVEY COMPLETED

05/04/2026

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 
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K0000 
Bldg. 01

INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 05/05/2026 in relation 
to the 03/12/2026 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.

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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