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Keep all essential equipment working safely.
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Complaint#: NJ175898

Based on observation, interview and review of documentation provided by the facility, it was determined that 
the facility failed to maintain acceptable standards of essential kitchen equipment in a safe and operable 
condition. 

This deficient practice was evidenced by the following:

During the interview with the Surveyor on 07/30/2024 at 11:33 A.M., the Food Service Director (FSD) stated 
that the stove in the facility's kitchen was not working. The FSD further stated the stove caught on fire in May 
2024. The FSD stated that the fire department came out to extinguish the fire and deemed the stove was 
unsafe and needed to be repaired or replaced. 

The Surveyor toured the facility's kitchen with the FSD on 07/30/2024 at 11:50 A.M. and observed the 
following:

The Surveyor observed that the stove was covered with metal sheet pans and the staff was using electric 
burners to cook the food. 

During an interview with the Surveyor on 7/30/2024 at 11:50 A.M., the FSD confirmed that the stove was not 
working. The FSD stated not having a stove affects the types of food that the facility would prepare for the 
residents. The FSD stated certain food items take longer to prepare due to stove not working, but I am still 
able to make nutritional meals for the residents. The FSD further stated that Licensed Nursing Home 
Administrator (LNHA) was made aware of the stove not working in the kitchen since May 2024 and was 
responsible to replace or repair broken equipment in the kitchen.

During an interview with the Surveyor on 7/30/2024 at 1:40 P.M., the Acting Director of Nursing (DON) stated 
that she was aware that the stove in the kitchen needed to be repaired or replaced since May 2024. When 
asked if there should be a working stove in the kitchen, the DON said Yes, I would think it would be the main 
part of the kitchen. The DON said, my expectation is that if an equipment is broken, it should be replaced 
timely, the stove should have been replaced. The DON stated that all broken equipment should be reported 
to the LNHA who was responsible for replacing broken kitchen equipment. The DON stated that there was 
no policy that addressed broken kitchen equipment. 

The Surveyor was unable to reach the LNHA for an interview. 
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