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Excel Care at Egg Harbor 6818 Delilah Road
Egg Harbor Township, NJ 08234

F 0550

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Honor the resident's right to a dignified existence, self-determination, communication, and to exercise his or 
her rights.

39460

Based on observation and interview, it was determined that the facility failed to ensure that the residents' 
leisure experience was provided in a manner to promote the dignity and respect of the residents, a) who 
were seated in the dayroom where a television program broadcast contained profanity and vulgar language 
was observed for 1 of 2 dining rooms, first floor, b.) the facility failed to maintain Resident dignity when staff 
were observed standing while feeding Residents their meals on 3 of 3 dining rooms observed for dining and 
c.) did not serve all residents seated at the same table at the same time for 1 of 3 dining areas, 2nd floor. 

This deficient practice was evidenced by the following:

During the initial tour of the facility on 01/27/2025 at 7:15 PM, Surveyor #1 entered the first-floor dayroom. 
There were four residents and one staff member in the room. For entertainment the staff had the television 
playing. The surveyor observed on the television was a comedian using curse words and racial slurs 
repeatedly. 

At 7:19 PM, Surveyor #1 approached the Registered Nurse (RN) Supervisor who was seated at the nurse's 
station. Together they returned to the first-floor dining room where the program was still playing. The RN 
Supervisor acknowledged the profanity and stated the activities staff usually put the television on in the 
dining room for the residents. The RN supervisor stated the staff in the room should have changed the 
program to something more appropriate. 

At 7:24 PM, Surveyor #1 interviewed the Certified Nursing Assistant (CNA #1) who was present in the dining 
room. CNA #1 stated she had not heard the cursing or the slurs because she was concentrating on the 
residents she was seated with. CNA #1 further stated that language would be inappropriate, and the 
television station should have been changed. 

During an interview with Surveyor #1 on 01/29/2025 at 12:20 PM, the Director of Nursing (DON) stated the 
activities staff had a schedule for daily entertainment. Usually when there was no activity going on the staff 
would put the television on instead. The DON added that a CNA would remain in the room with the residents 
for safety and interaction. The television program should be something that can be viewed by a general 
audience. The DON confirmed the program the surveyor described with foul language and racial slurs would 
not be appropriate and the channel should have been changed. 

49712
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315514 01/31/2025

Excel Care at Egg Harbor 6818 Delilah Road
Egg Harbor Township, NJ 08234

F 0550

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

On 01/28/2025 at 12:09 PM, in the first-floor main dining room, a surveyor observed CNA #1 and a Certified 
Home Health Aide for a Hospice company, standing while each were feeding a resident at the same table, 
during the lunch meal. 

On 01/28/2025 at 12:09 PM, in the second-floor main dining room, surveyor #2 observed CNA #2 standing 
next to a resident assisting with feeding, during the lunch meal. 

On 01/28/2025 at 12:16 PM in the second-floor main dining room surveyor #2 observed the Quality 
Assurance Director (QAD) standing while feeding a resident.

During an interview with surveyor #2 on 01/29/2025 the QAD said the expectation when assisting residents 
with feeding is to sit facing the resident. The QAD also said she should have pulled up a chair to feed the 
resident instead of standing.

During an interview with Surveyor #2 on 01/29/2025 at 04:12 PM, the Licensed Nursing Home Administer 
(LNHA) said that staff should be sitting at eye level with the resident when assisting with feeding, for the 
dignity of the resident.

51232

On 01/28/2025 at 11:53 AM, Surveyor #3 observed seven residents who required assistance to consume 
their meals seated at the same table in the feeding dining room on the 2nd floor during lunch. Two facility 
staff members were stationed in the area to assist. Three residents received their meals and started eating, 
while the other four residents at the table did not receive their meals until 12:10 PM.

On 01/28/2025 at 12:11 PM, Surveyor #3 observed Licensed Practical Nurse (LPN #5) in the feeding dining 
room on the 2nd floor during lunch, assisting a resident with their meal while standing over her/him.

On 01/28/2025 at 12:15 PM, Surveyor #3 observed CNA #4 and LPN #5 feeding residents in the feeding 
dining room on the 2nd floor during lunch. Both staff members had their hair styled in braids, which touched 
several residents' food items multiple times as they brushed their hair away from their faces without 
performing hand hygiene.

On 01/29/2025 at 12:04 PM, Surveyor #3 observed six residents who required assistance to consume their 
meals seated at the same table in the feeding dining room on the 2nd floor during lunch. Two facility staff 
members were stationed in the area to assist. Two residents received their meals and started eating, while 
the other four residents did not receive their lunch until 12:25 PM.

On 01/29/2025 at 12:08 PM, Surveyor #3 observed CNA #5 in the feeding dining room on the 2nd floor 
during lunch. CNA #5 uncovered a resident's meal, set it up, removed the meal from the tray, and began 
feeding the resident at 12:08 PM. However, CNA #5 stopped feeding the resident to put clothing protectors 
on other residents, leaving the resident's food uncovered for eight minutes. CNA #5 resumed feeding the 
resident at 12:16 PM, but did not engage with the resident during the meal. She interrupted the feeding again 
to inform another staff member that she needed to go to the bathroom. CNA #5 then stood up, left the dining 
room, leaving the resident's food uncovered, and returned two minutes later to resume feeding the resident.

(continued on next page)
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Excel Care at Egg Harbor 6818 Delilah Road
Egg Harbor Township, NJ 08234

F 0550

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

On 01/29/2025 at 12:28 PM, Surveyor #3 observed a resident sitting in a geriatric chair (a large, padded 
chair designed to assist those with limited mobility) in the corner of the feeding dining room on the 2nd floor 
during lunch, with a bedside table placed over it. CNA #5 uncovered the resident's meal, set it up and 
removed the food from the tray at 12:28 PM, but no one began feeding the resident until 12:42 PM. 

During an interview with Surveyor #3 on 01/29/2025 at 12:26 PM, the Licensed Practical Nurse/Unit Manager 
(LPN/UM #1), said that once residents' food is set up and uncovered, it should be fed to the residents 
immediately, as food should not be left uncovered due to infection control.

During an interview with Surveyor #3 on 01/29/2025 at 12:52 PM, the Quality Assurance Director and Staff 
Educator (QAD/SE) said that once residents' food is set up and uncovered, it should be served to them 
immediately, as leaving food uncovered poses infection control risks.

During an interview with Surveyor #3 on 01/31/2025 at 11:45 AM, the LNHA emphasized the importance of 
creating a home-like environment in the dining area. He said that meals should be served by removing them 
from trays, with all residents at a table being served simultaneously. He noted that staff members' hair 
should not come into contact with residents or their food while feeding, and that hand hygiene should be 
performed if staff touch their hair due to infection control concerns. Additionally, he highlighted the need for 
staff to actively engage with residents during mealtimes. He also mentioned that food should be covered to 
prevent infection and should not be left out for extended periods, as this could cause it to become cold.

A review of a facility policy dated 05/01/2024, titled, Dining Policy, revealed, Resident Rights: Preferences, 
cultural needs, and dignity are respected. 

NJAC 8:39-4.1(a)(12)
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315514 01/31/2025

Excel Care at Egg Harbor 6818 Delilah Road
Egg Harbor Township, NJ 08234

F 0582

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Give residents notice of Medicaid/Medicare coverage and potential liability for services not covered.

34423

Based on interview and review of other facility documentation, it was determined that the facility failed to 
issue the required beneficiary notices for 2 of 3 residents reviewed for Beneficiary Protection Notification, 
(Resident #1 and Resident #27). This deficient practice was evidenced by the following:

On 01/28/2025 at 01:25 PM, the surveyor reviewed the SNF Beneficiary Protection Notification Review 
(SNFBPNR) completed by the facility for Resident #1 and Resident #27 as follows;

1.The SNFBPNR indicated Resident # 1 last covered Medicare day was 10/15/2024 and Resident # 1 
remained in the facility. The SNFBPNR further revealed that a Skilled Nursing Facility Advanced Beneficiary 
Notice of Non-Coverage Form CMS-10055 was not given to Resident #1. Under 1. Was a SNFABN, Form 
CMS-10055 provided to the resident? No was checked. If no explain why the form was not provided: was 
hand written Resident remained in the facility is Medicaid pending. 

2. The SNFBPNR indicated Resident #27 last covered Medicare day was 11/11/2024 and Resident #27 
remained in the facility. The SNFBPNR further revealed that a Skilled Nursing Facility Advanced Beneficiary 
Notice of Non-Coverage Form CMS-10055 was not given to Resident #27. Under 1. Was a SNFABN, Form 
CMS-10055 provided to the resident? No was checked. If no explain why the form was not provided: was 
hand written Resident remained in the facility. 

During an interview with the surveyor on 01/29/2025 at 10:32 AM, the Social Worker (SW) was asked what 
SNFBPN were provided to a resident who is discharged home. The SW replied We give them Medicare A 
NOMNC (Notice of Medicare non-coverage CMS-10123). We provide copies of the forms to the resident. 
The surveyor then questioned what forms are required to be provided to a resident who the facility initiated 
discharge from Medicare A services and remained in the facility. The SW replied we give them the SNFABN 
and NOMNC form because they are staying in house. We issue them 2 days before the last covered day to 
give them an opportunity to appeal. 

On 01/29/2025 at 10:46 AM, the SW confirmed the 2 resident who stayed in facility after being cut from 
Medicare A should have received SNFABN and NOMNC. 

NJAC 8:39-4.1(a)(7)
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Excel Care at Egg Harbor 6818 Delilah Road
Egg Harbor Township, NJ 08234

F 0584

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not limited to 
receiving treatment and supports for daily living safely.

51232

Based on observation, interview, and review of other facility documentation, it was determined that the facility 
failed to maintain a homelike environment by serving meals on trays on 1 of 2 floors (2nd floor). 

This deficient practice was evidenced by the following: 

On 01/28/2025 at 11:53 AM, Surveyor #1 observed Certified Nursing Assistant (CNA #4) in the feeding 
dining room on the 2nd floor during lunch, feeding a resident their meal without removing the food items from 
the meal tray.

On 01/28/2025 at 11:54 AM, Surveyor #1 observed a facility staff member in the feeding dining room on the 
2nd floor during lunch bringing in a meal tray for a resident and began feeding the resident without removing 
the food items from the tray. The Quality Assurance Director and Staff Educator (QAD/SE) entered the dining 
room and intervened, instructing the staff member to remove the food items from the tray while feeding the 
resident.

On 01/29/2025 at 12:26 PM, Surveyor #2 observed CNA #5 in the feeding dining room on the 2nd floor 
during lunch, uncovering a resident's meal, setting it up, and serving it on the meal tray without inquiring 
about the resident's preferences.

During an interview with Surveyor #1 on 01/31/2025 at 11:45 AM, the Licensed Nursing Home Administrator 
(LNHA) emphasized the importance of creating a home-like environment in the dining area. He said that 
meals should be served by removing them from trays.

A review of a facility policy dated 05/01/2024, titled, Dining Policy, revealed, Resident Rights: Preferences, 
cultural needs, and dignity are respected. Dining Environment: Clean, comfortable, and promotes resident 
independence. 

NJAC 8:39-31.3(a)
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Excel Care at Egg Harbor 6818 Delilah Road
Egg Harbor Township, NJ 08234

F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

34423

Refer to F 689

C/O # NJ 182995

Based on interview, review of the Electronic Medical Record (EMR) and review of other facility 
documentation, it was determined that the facility failed to report and submit the facility investigation to the 
New Jersey Department of Health (NJDOH) within 5 days, specifically when a resident eloped for 1 of 3 
residents reviewed for elopement (Resident #160). This deficient practice was evidenced by the following: 

A review of the EMR on 01/30/2025 at 2:20 PM revealed the following: 

According to the Admission Record Resident #160 was admitted with diagnoses including but not limited to: 
unspecified Dementia. 

A review of the most recent comprehensive Minimum Data Set (MDS) an assessment tool dated 09/26/2024 
revealed Resident #160 had a Brief Interview for Mental Status (BIMS) score of 4/14 indicating Resident 
#160 was cognitively impaired. A further review of the MDS indicated the resident was independently 
ambulatory with no assistive device and used a wander/elopement alarm daily. 

A review of the Order Summary Report revealed a physician order dated 06/23/2024, for Wander guard on 
right ankle check placement and function every shift.

A review of the Medication Administration Record (MAR) dated 12/1/2024-12/31/2024 revealed the 
aforementioned physician order for the wander guard. A further review of the MAR indicated that the wander 
guard for Resident #160 was signed as having been checked for placement and function on 12/12/24 at 6AM 
and 2 PM. 

A review of an Elopement Evaluation dated 09/26/2024 revealed a score of 5 and the following statements 
were checked; 2. Does Resident have a history of elopement or attempted leaving the facility without 
informing staff?, 4. Resident wanders, 6. Resident wanders aimlessly or non-goal directed, 7. Wander 
behavior likely to effect the safety or well-being of self/others, and 8. the resident's wandering behavior likely 
to effect the privacy of others. It was noted that 10. The evaluation indicated that score of 1 or higher 
indicates risk of elopement was not checked. 

A review of Resident #160's care plan revealed a Focus area of Risk for Wandering/Elopement. Under the 
Goal section; the resident will not leave the facility unattended. Under the Interventions section; Engaged 
Resident in purposeful activity with date initiated of 10/03/2024, Provide Care in Calm and reassuring 
manner with date initiated 10/03/2024, Provide clear simple instructions with date initiated 10/03/2024, 
Wander guard bracelet as ordered to right ankle and left ankle check placement and function as ordered with 
date initiated 10/03/2024. 

(continued on next page)
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Excel Care at Egg Harbor 6818 Delilah Road
Egg Harbor Township, NJ 08234

F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

A review of the facility Investigation and Summary and Conclusion dated 12/17/2024 revealed the following: 
Under the background section Resident has a history of wandering aimlessly and exit seeking for which 
interventions have been put into place. Resident wears a wander guard to right ankle. 

Under the timeline of Events 12/12/2024 included but not limited to: .12/13/2024

Approx 2:00 am Department of Health called to report on event. 

During an interview on 01/30/2025 at 01:17 PM, the Licensed Nursing Home Administrator (LNHA) said Yes, 
we notified the DOH.

On 01/30/2025 at 02:03 PM, the surveyor spoke with a Supervisor of Inspections at NJDOH, who said there 
was evidence of the facility calling DOH hotline but only left name, facility name and phone number.

On 01/30/2025 at 04:31 PM, Director of Nursing (DON) provided a copy of sent email for reporting purposes, 
but it was to the Ombudsman not NJDOH. The LNHA said he will search in sent emails for the notification to 
the NJDOH.

During a follow up interview with the surveyor on 01/31/2025 at 11:29 AM, the LNHA, DON were again asked 
was this reported as you said email was sent. The LNHA said we can't find the email that the AAS 45 was 
sent to DOH, but I have a record of the call and we did not receive callback from DOH. When asked why you 
had not called again, and the LNHA replied, at that time I did not think to call again.

During a post survey telephone interview on 02/03/25 10:19 AM the DON was asked who is responsible to 
submit the AAS 45 and facility investigation to the department of health. The DON replied It's between me 
and the ADM (LNHA). When asked is there a timeframe for when this is to be completed and submitted to 
the NJDOH, the DON replied when the investigation is done, within 72 hours. We call it in then we usually 
wait for the DOH to call us back and tell us what else we need.

A review of a facility policy titled Reporting Accidents and Incidents dated 05/01/2024 revealed under the 
Intent section: It is the policy of the facility to report Accidents and Incidents in accordance to State and 
Federal Regulations. Under the response to allegations of abuse, neglect, exploitation, or mistreatment, the 
facility will: .Report the results of all investigations to the administrator or his or her designated representative 
and to other officials in accordance with State law, including to the State Survey Agency, within 5 working 
days of the incident .

NJAC 8:39-5.1(a)
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Excel Care at Egg Harbor 6818 Delilah Road
Egg Harbor Township, NJ 08234

F 0658

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure services provided by the nursing facility meet professional standards of quality.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 39460

C/O # NJ 177719, 180562

Based on observation, interview, and review of the Electronic Medical Record (EMR), and review of other 
facility documentation, it was determined that the facility failed to a.) ensure medications were administered 
in accordance with a physician's orders, b.) failed to follow physician order specifically for obtaining a urine 
culture, and c.) ensure physician's medication order was transcribed accurately. This deficient practice was 
identified for 3 of 32 sampled residents (Resident # 311, Resident #312, and Resident #414). This deficient 
practice was evidenced by the following: 

Reference: New Jersey Statutes Annotated, Title 45. Chapter 11. Nursing Board. The Nurse Practice Act for 
the State of New Jersey states: The practice of nursing as a registered professional nurse is defined as 
diagnosing and treating human responses to actual and potential physical and emotional health problems, 
through such services as casefinding, health teaching, health counseling, and provision of care supportive to 
or restorative of life and wellbeing, and executing medical regimens as prescribed by a licensed or otherwise 
legally authorized physician or dentist.

Reference: New Jersey Statutes Annotated, Title 45, Chapter 11. Nursing Board. The Nurse Practice Act for 
the State of New Jersey states: The practice of nursing as a licensed practical nurse is defined as performing 
tasks and responsibilities within the framework of casefinding; reinforcing the patient and family teaching 
program through health teaching, health counseling and provision of supportive and restorative care, under 
the direction of a registered nurse or licensed or otherwise legally authorized physician or dentist.

1.) Surveyor #1 reviewed the closed medical record on 01/29/2025 at 10:41 AM for Resident #312 as 
follows: 

A review of the Admission Record reflected the resident was admitted to the facility with diagnoses which 
included aftercare following joint replacement surgery, major depressive disorder, and muscle weakness. 

A review of the most recent Minimum Data Set (MDS), an assessment tool dated 11/25/24, reflected a brief 
interview for mental status (BIMS) score of 15/15, which indicated a fully intact cognition. A further review 
reflected the resident had received opioids (pain relievers) in the last seven days.

A review of the individualized person-centered care plan reflected a focus area initiated 11/24/24, for 
alteration in pain or discomfort r/t (related to) arthritis, depression, osteoporosis, postoperative R THR (right 
total hip replacement). Interventions included assess for pain prior to beginning therapy program. 
Offer/administer PRN (as needed) analgesics (pain reliever) as ordered/indicated and monitor effectiveness.

A review of the Order Recap Report (ORR) included the following a physician's orders (PO) 

Tramadol HCL oral tablet 50 mg (milligram) give 1 (one) tablet by mouth every 4 hours as needed for pain- 
mild 1-3 of 10, dated 11/23/24

(continued on next page)
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Excel Care at Egg Harbor 6818 Delilah Road
Egg Harbor Township, NJ 08234

F 0658

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Hydrocodone-Acetaminophen oral tablet 5-325 mg give 1 (one) tablet by mouth every 4 (four) hours as 
needed for pain- moderate 4-6 of 10, dated 11/23/24

A review of the corresponding November 2024 Medication Administration Record (MAR) revealed the 
resident received Tramadol on 11/23/24 at 9:42 PM, 11/24/24 at 12:01 AM, 11/24/24 at 7:30 AM and 
11/25/24 at 7:40 AM documented as effective each time.

A further review of the MAR revealed the resident received Hydrocodone-Acetaminophen on 11/24/24 at 
12:41 PM documented as effective.

A review of the facility automated medication dispensing machine Inventory on Hand report revealed the 
facility's machine stocked Tramadol 50 mg tablets but did not stock Hydrocodone-Acetaminophen.

A review of the resident's Nursing Progress Notes for November 2024 did not reveal the Licensed Practical 
Nurse (LPN) had contacted the physician for a change in medication for moderate pain.

On 01/28/2025 at 11:01 AM, the Licensed Nursing Home Administrator (LNHA) provided a Resident/Family 
Concern Form dated 11/25/24 which revealed . resident #312 verbalized he/she wanted to leave the facility 
against medical advice. Resident #312 verbalized he/she was not satisfied because their medication was not 
given in a timely manner. 

During an interview with Surveyor #1 on 01/29/2025 at 11:34 AM, the Director of Nursing (DON) stated 
Hydrocodone/Acetaminophen was not stocked in the facility automated dispensing machine. Surveyor #1 
then requested from the DON the signed pharmacy packing slip receipt for the resident's 
Hydrocodone/Acetaminophen which would indicate when the medication had arrived at the facility. 

On 1/30/25 at 9:40 AM the DON and the Regional [NAME] President of Clinical Services (VPCS) requested 
to speak with the surveyor and in front of the survey team stated they had looked for the pharmacy packing 
slip and could not find a copy. VPCS stated he then called the pharmacy to ask for a copy of the signed 
packing slip. After speaking with the pharmacy it seems the medication was not delivered to the facility, he 
believed it was because the resident had been admitted late on a Friday night and the pharmacy required a 
written physical prescription before it would fill and deliver narcotic medications. The VPCS stated the nurse 
should have called the physician and made them aware the medication was not available and requested 
another medication for that moderate pain scale.

A review of the facility's Pain Management Program policy dated 5/1/24, included . the facility shall provide 
adequate management of pain to ensure that residents attain or maintain the highest practicable physical, 
mental and psychosocial well-being . If the resident's pain is not controlled by the current treatment regimen, 
the practitioner should be notified .

34423

2.) A review of Resident #311 EMR on 01/28/2025 at 10:17 AM revealed the following; 

According to the Admission Record, Resident #311 was admitted to the facility with diagnoses incluidng but 
not limited to: Obstruction of the bile duct, and Urinary Tract infection (UTI). 

(continued on next page)
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Excel Care at Egg Harbor 6818 Delilah Road
Egg Harbor Township, NJ 08234

F 0658

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

A review of the most recent comprehensive MDS dated [DATE] revealed a BIMS score of 12/15 indicating 
Resident #311 was cognitively intact. The MDS further indicated the resident was incontinent of bowel and 
bladder (having no or insufficient voluntary control over urination or defecation).

A review of the OSR with active. completed and discontinued orders included a physician order dated 
09/22/24 URINALYSIS AND CULTURE one time only related to Urinary tract infection. 

A review of the Results tab in the EMR did not include results for the Urine culture. 

A review of the Progress notes dated 9/23/2024 timed at 04:07 AM signed by the nurse . Urine analysis 
picked up by lab tech during previous shift on 9/22/24, 2-10 shift.

A progress note dated 9/25/2024 timed at 4:25 PM, signed by the provider, Member seen today for follow up 
2/2 leukocytosis (WBC 37), decreased PO (oral) intake. Provider RN contacted lab, U/A C&S (urine culture 
and sensitivity) was not sent as ordered on 9/23. 

During an interview with Surveyor #2 on 01/29/2025 at 11:44 AM, LPN #1 was asked what is the process 
when lab work is ordered by the physician. LPN #1 responded 

I put the order in EMR under new then laboratory then it takes you to lab so we can directly order the lab. 
Surveyor #2 asked what is the process for when a urine specimen is ordered. LPN #1 said it is the same 
process when blood work or specimen. We print the requisition and they also have the order on their app 
(application) on their phone. The requisition goes into the lab book. The nurse will collect the urine in AM. On 
the routine results if there was a problem it would be documented on the sheet for a new specimen to be 
sent. 

On 01/31/2025 at 08:45 AM, Surveyor #2 requested urine culture results from the VPCS. 

On 01/31/2025 at 11:35 AM, the VPCS told Surveyor #2 I can't find results. 

During an interview with Surveyor #2 on 01/31/2025 at 12:14 PM, the DON was asked what is the process 
when lab work is ordered by the physician. The DON replied put the order in EMR and goes directly via 
computer to the lab. The DON was questioned what is the process for when a urine specimen is ordered. 
The DON replied the same thing and if lost need to get another order and obtain the culture. The NP (Nurse 
Practioner) followed up in her note and spoke with the nurse who said the urine was not sent on day it was 
ordered. The DON confirmed the urine should have been sent on day it was ordered. 

The facility was unable to provide a policy regarding lab work. 

51337

3.) A review of Resident #414's EMR on 01/28/2025, revealed the following: 

According to the Admission Record, Resident #414 was admitted to the facility with diagnoses including but 
not limited to: Unspecified Dementia (loss of cognitive function) and Essential Hypertension.

(continued on next page)
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Excel Care at Egg Harbor 6818 Delilah Road
Egg Harbor Township, NJ 08234

F 0658

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

A review of the most recent MDS dated [DATE] revealed a BIMS score of 07/15 indicating Resident #414 
had moderately impaired cognition. 

A review of the Pharmacy Consultant Review of medications revealed a recommendation on 01/23/2025 for 
an order clarification of Quetiapine 25 mg BID (two times a day) because the Medication Discharge List from 
the hospital read Quetiapine 50 mg (milligrams) BID (twice a day). The review form was signed and dated by 
the Director of Nursing (DON) on 01/27/2025 at 09:00 AM. 

A review of the Electronic Medical Record (EMR) on 01/28/2025 on 01:54 PM revealed a Medication 
Discharge List from the hospital dated 01/16/2025, included Quetiapine 25 mg oral tablet (tab) 2 tab(s) Oral 
two times a day. 

A review of the Order Summary Report (OSR) dated with active orders as of 01/01/2025-01/31/2025 
revealed that Quetiapine (medication that part of a treatment program to treat bipolar disorder and 
schizophrenia) 50 mg 1 tab PO (by mouth) at HS (bedtime) was entered in EMR by Licensed Practical 
Nurse/ Unit manager (LPN/UM #1) upon Resident #414's admission to the facility.

A review of the Medication Administration Record (MAR) revealed that the dose of Quetiapine 25 mg 2 tabs 
PO BID as per the list of hospital discharged medications upon admission to the facility, was not 
administered Resident #414 until 1/28/2025 at 08:00 AM. 

During an interview with Surveyor #3 on 01/29/2025 at 09:34 AM, Registered Nurse/ Unit Manager (RN/UM 
#1) described how orders were transcribed during admission. RN/UM #1 stated that that they received a 
report from the hospital to confirm orders. She said supervisors put in the orders and the night shift would do 
reconciliation of orders. In the morning, the unit manager or the DON would check the admission orders. The 
DON would get an email from EPIC (Electronic Pharmacist Information Consultant) for review of admission 
orders. Our pharmacy is linked to EPIC.

During an interview with Surveyor #3 on 01/29/2025 at 11:05 AM, Licensed Practical Nurse/ Unit Manager 
(LPN/UM #1) stated that they would compare the discharge summaries from the hospital that resident came 
with and the orders in the admission packet medication list. LPN/UM #1 stated that they matched the orders 
before transcribing into the EMR. LPN/UM #1 further stated that there was a 24-hour turnaround for EPIC's 
review. When asked about the Quetiapine admission order for Resident #414, LPN/UM #1 acknowledged 
that there was a medication error during the transcription of medications as the transcibed orders did not 
match hospital medications. 

On 01/29/2025 at 12:05 PM, during an interview with Surveyors #1 and #3, the DON stated that LPN/UM #1 
transcribed an order on Quetiapine for a different patient. 

During an interview with the survey team on 01/31/2025 at 12:15 PM, the DON was asked how they ensure 
that the transcription of orders for admission was accurate. The DON stated that the supervisor put in the 
medications which would be reviewed for reconciliation by the nurse on 11-7 shift. DON further stated that 
EPIC is integrated with the EMR and that when they receive an EPIC review, they would immediately 
respond on the same day. 

(continued on next page)
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Excel Care at Egg Harbor 6818 Delilah Road
Egg Harbor Township, NJ 08234

F 0658

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

A review of the facility provided policy titled Admission Orders dated 05/01/2024, included under Procedure 
2. The admitting nurse will call the attending physician and clarify all orders on admission. 3. The admitting 
orders will be transcribed to the admission Physician Order Sheets (POS) once the orders are clarified or 
entered into the facility electronic medical record.

NJAC 8:39 - NJAC-8:39-27.1(a), 29.3 (a) (6)
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Excel Care at Egg Harbor 6818 Delilah Road
Egg Harbor Township, NJ 08234

F 0689

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

Note: The nursing home is 
disputing this citation.

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

34423

C/O # NJ 182995

Based on observation, interview, review of the medical record, and review of other facility documentation, it 
was determined that the facility failed to provide adequate supervision for a cognitively impaired resident with 
a known history of aggressive exit seeking which resulted in the resident eloping on 12/12/2024. This 
deficient practice was identified for 1 of 3 residents reviewed for elopement (Resident #160). 

Resident #160, who was cognitively impaired with a known history of aggressive exit seeking, eloped from 
the facility on 12/12/2024. The staff reported last seeing Resident #160 in the dining room between 05:00 PM 
and 05:30 PM on 12/12/2024. The resident wore a wander guard to their left ankle that the physician ordered 
to be checked for placement and function every shift, and was last checked on 12/12/2024 at 02:00 PM. On 
12/12/2024 at 07:40 PM, the Registered Nurse (RN #1) reported that the resident was not in their room to 
receive their medication. Between 08:00 PM and 09:00 PM, the Certified Nursing Assistant (CNA #3) could 
not locate Resident #160, and he observed that the resident did not eat their dinner. At 09:30 PM, CNA #3 
searched the building and alerted RN #1 that Resident #160 could not be found. The facility management 
and staff began a search for the resident both inside and outside the facility and notified the local police. The 
police, along with a canine (K-9; police dog) blood hound and drone searched for Resident #160, and the 
police located the resident on the property in the trees on 12/13/2024 at 01:45 AM. Resident #160 was 
immediately sent to the hospital and the resident was admitted with hypothermia (body temperature lower 
than 95 degrees Fahrenheit (F), normal temperature 97.7 to 99.5 degrees F) and elevated white blood cells 
(WBC).

The facility's failure to provide adequate supervision to a cognitively impaired resident who was at risk for 
elopement and eloped posed a likelihood of serious harm, injury, impairment or death. This resulted in an 
Immediate Jeopardy (IJ) situation which ran from 12/12/2024 at 05:30 PM, when Resident #160 was last 
seen by staff, until 12/13/2024 at 01:45 AM, when the police located the resident and sent them to the 
hospital. The IJ was Past Non-Compliance (PNC).

The PNC IJ was identified from 12/12/2024 at 05:30 PM, which continued to 12/13/2024 at 01:45 AM, when 
the resident was found and sent to the hospital for evaluation. The facility was back in compliance when the 
facility addressed the situation by immediately searching and locating the resident; the resident was sent to 
the hospital for evaluation; the wander guard system was checked for function; all wander guards were 
checked; and all staff were inserviced on the facility's elopement protocol.

The facility Administration was notified of the PNC IJ on 01/30/2025 at 04:31 PM. The facility submitted an 
acceptable Removal Plan (RP) on 01/31/2025 at 01:15 PM. The facility team verified the completion of the 
Removal Plan was 12/30/2024, during the on-site survey on 01/31/2025, and determined the IJ was PNC. 

The evidence was as follows:

(continued on next page)

2313315514

05/28/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

315514 01/31/2025

Excel Care at Egg Harbor 6818 Delilah Road
Egg Harbor Township, NJ 08234
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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

Note: The nursing home is 
disputing this citation.

A review of a facility policy titled Elopement dated 05/01/2024, revealed under the Intent section; It is the 
intent of the facility to be aware of its resident's usual habits and locations as reasonably practical. This is 
with the intent of not invading privacy but to identify a possible missing resident. 

A review of the electronic Medical Record (EMR) on 01/30/2025 at 02:20 PM, revealed the following: 

According to the Admission Record face sheet (an admission summary) Resident #160 was admitted with 
diagnoses including but not limited to; unspecified dementia. 

A review of the most recent comprehensive Minimum Data Set (MDS), an assessment tool dated 
09/26/2024, revealed Resident #160 had a Brief Interview for Mental Status (BIMS) score of 4/14 indicating 
Resident #160 was severely cognitively impaired. A further review of the MDS indicated the resident was 
independently ambulatory with no assistive devices and used a wander/elopement alarm daily. 

A review of Resident #160's individualized comprehensive care plan (ICCP) included a focus area of at risk 
for wandering/elopement. Goals included that the resident will not leave the facility unattended. Interventions 
included to: engage resident in purposeful activity initiated on 10/03/2024; provide care in a calm and 
reassuring manner initiated on 10/03/2024; provide clear simple instructions initiated on 10/03/2024; and 
wander guard bracelet as ordered to right ankle and left ankle, check placement and function as ordered 
initiated on 10/03/2024.

A review of the Order Summary Report revealed a physician's order dated 06/23/2024, for wander guard on 
right ankle; to check placement and function every shift.

A review of the Medication Administration Record (MAR) dated 12/1/2024-12/31/2024, revealed the 
physician's order for the wander guard was signed as having been checked for placement and function on 
12/12/24 at 06:00 AM and 02:00 PM. 

A review of an Elopement Evaluation dated 09/26/2024, revealed a score of 5 and that the resident was 
identified for the following risks; a history of elopement or attempted leaving the facility without informing 
staff, resident wanders, resident wanders aimlessly or non-goal directed, wander behavior likely to effect the 
safety or well-being of self/others, and the resident's wandering behavior likely to effect the privacy of others. 
The evaluation indicated that score of 1 or higher indicated a risk of elopement. 

A review of the progress notes (PN) dated 11/27/2024 at 11:47 PM, included the resident did not have the 
wander guard at this time; resident stated that I keep it somewhere.

A PN dated 11/28/2024 at 11:10 PM, indicated the resident was calling out hallucinations to oncoming staff; 
the resident had increased agitation during this shift. 

A PN dated 11/29/2024 at 11:13 PM, revealed Left ankle wander guard is not functional. Noted resident 
connected with sharp Nails. ??? [sic] Made aware Nursing Supervisor and shift charge to follow up.

A PN dated 11/30/2024 at 12:03 AM, revealed the resident took off their wander guard.

(continued on next page)
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Residents Affected - Few

Note: The nursing home is 
disputing this citation.

A PN dated 11/30/2024 at 05:37 AM, revealed the resident did not have their wander guard on.

A PN dated 12/12/2024 at 07:40 PM, indicated the resident was not in their room to receive medication.

A PN dated 12/13/2024 at 02:25 AM, revealed the resident was transferred out to the hospital.

 A review of the facility's Investigation and Summary and Conclusion dated 12/17/2024, revealed the 
following: under the background section: resident had a history of wandering aimlessly and exit seeking for 
which interventions have been put into place. Resident wore a wander guard to right ankle. 

Under the timeline of Events on 12/12/2024, included the following: 

At approximately (approx) 05:30 PM-06:00 PM, the resident was observed in dining room.

At approx 08:00 PM-09:00 PM, CNA #3 went to check on the resident and observed dinner was not touched.

At approx 09:30 PM, CNA # 3 initiated a search for the resident. 

At approx 10:00 PM, management was notified; head count completed; search in the facility and surrounding 
areas outside of the facility. The outdoor areas were checked by the management team; all doors and 
wander guard system checked by the Director of Maintenance (DOM) and all wander guards worked 
properly. 

At approx 10:15 PM, the family was notified by Director of Nursing (DON). 

At approx 10:45 PM, the local police department was notified, and the police were on site at approximately 
11:00 PM. 

At approx 11:30 PM, the local police department completed search inside the facility and initiated search 
outside. The K-9 unit was on-site and not successful. 

On 12/13/2024:

At approx 12:30 AM, the search continued with a different K-9 and drone.

From approx 12:30 AM-01:30 AM, the management and corporate team continued with search with address 
on record and other addresses as recommended by the family. 

During conversation with family, the [family member redacted] mentioned other locations where the resident 
could be found. 

At approx 01:45 AM, the resident was transferred to the hospital for evaluation. 

At approx 02:00 AM, the Department of Health (DOH) was called to report the event. 

(continued on next page)
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Note: The nursing home is 
disputing this citation.

At approx 10:45 AM, the facility called hospital; the resident was admitted to hospital with elevated WBC.

At approx 02:18 PM, the Ombudsman was notified by the LNHA. 

Under the Interventions in place to prevent future incident included: plan of care reviewed and updated; 
one-to-one (1:1) supervision; will continue with wander guard; ensure list with at risk for elopement residents 
placed at front desk; facility wide education completed for elopement protocol; will consider higher level of 
care for safety-dementia unit; and all wander guards inspected for safety. 

A review of a handwritten statement signed by the Receptionist on duty on 12/12/2024, revealed the 
following: I don't know what happened, I do not remember seeing or letting [them] out nor did I hear any 
alarms going off that night.

A review of a handwritten statement signed by the primary nurse (RN #1) dated 12/12/2024, revealed that at 
09:30 PM, I was informed that [resident's name] was missing, and cannot find them admitted [to hospital 
with]: hypothermia and elevated WBC.

A handwritten statement signed by the DON indicated that on 12/12/2024 at 10:00 PM, I received a call from 
the 02:00 PM-10:00 PM supervisor that the resident was missing and could not be located at the facility .

A review of a handwritten statement dated 12/13/2024 at 12:12 PM, signed by the DON as having phone 
conversation with CNA #3, revealed that CNA #3 stated that at approximately 05:00 PM-06:00 PM, he 
observed the resident in the dining room sitting. At approximately 08:00 PM-09:00 PM, CNA #3 went to 
check the resident in their room, and he observed the resident's dinner tray was not touched. At 09:30 PM, 
CNA #3 initiated a search for the resident, and then informed the nurse and the Nursing Supervisor. 

During an interview with the survey team on 01/30/2025 at 01:17 PM, the Licensed Nursing Home 
Administrator (LNHA), DON, and the [NAME] President of Clinical Services (VPCS) revealed the following 
information:

The DON confirmed Resident #160 eloped on 12/12/2024, that during the evening shift, the resident was last 
seen at 05:30 PM in the dining room. The DON stated staff realized between 08:00 PM-09:00 PM, the 
resident was not in their room, and staff made a facility-wide announcement to alert staff to search the whole 
facility for Resident #160. The DON confirmed the resident was not found in the facility during the search. 
The DON confirmed Resident #160 was an elopement risk; their picture was in the lobby; the resident had a 
wander guard; they were on the risk for elopement list at the front desk; and it was included in their ICCP. 
The DON stated the facility checked the resident's wander guard every shift for placement and function and 
that the facility had a wander guard tester that the nurse was responsible for using. The DON acknowledged 
that the last time the resident's wander guard was checked on 12/12/2024, was at at 06:00 AM. (This 
contradicted the MAR which was signed as checked on 12/12/2024 at 02:00 PM) The DON stated when the 
resident was missing, the Nursing Supervisor called the DON who then notified all the department heads and 
the regional staff.

(continued on next page)
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The LNHA stated we (management team) did another sweep of the building and the outside perimeter, and 
we were unable to locate Resident #160 so we called the police who arrived at the facility and searched both 
inside and outside. The LNHA continued that the police took a piece of Resident #160's clothing from their 
room, and had a K-9 smell the clothing for the resident's scent and the K-9 searched outside for the resident. 
The LNHA stated the DOM went in his car to ask local businesses if they saw Resident #160, and the facility 
contacted the resident's emergency contact to see if they knew where the resident would go with no 
success. The LNHA stated the police then called for a blood hound dog and drone, and the drone located the 
resident on the property in the back left side to the corner of the fence line. The LNHA said that you can not 
get out of the fence back there; that there were trees and brush/bushes. The LNHA stated that you needed 
to go into the tree line to actually see the corner of the fence where the resident was located. The LNHA 
stated that a CNA who was familiar with the resident from a previous facility where Resident #160 had 
eloped from said the resident was found in the trees and that the facility should check there. The LNHA 
stated at that time, the facility informed the police of this because the facility was unable to check outside 
since the police instructed the facility to stay inside so their scents would not interfere with the K-9 search. 
The LNHA stated that the police located Resident #160 in the trees. The police called the ambulance who 
transported the resident to the hospital and the resident was admitted for two days for hypothermia and 
elevated WBC.

When questioned how Resident #160 eloped from the building, the LNHA replied that the elevator doors 
opened if you had a wander guard, but the elevator would not move, it alarmed. The LNHA stated that the 
facility still did not know how Resident #160 left the second floor nursing unit because when the resident 
returned from the hospital, their wander guard was functioning. The LNHA stated that only the perimeter 
doors were alarmed for the wander guard, and the alarm was loud enough to be heard from the elevator at 
the nurse's station.

The VPCS stated at the time of the incident, the nurses were busy administering medication and the CNAs 
were doing second incontinent care for the residents. The LNHA said We tried to watch the video, hard to 
see, but [the resident] went out the front door, which did not alarm. The LNHA stated the Receptionist was 
there until 08:00 PM, and we asked her if she saw Resident #160, but the Receptionist denied it. The LNHA 
stated they were able to tell on the video the time the resident left the building, but he did not recall the time, 
and when asked if it was after 08:00 PM, the LNHA could not recall. 

On 01/30/2025 at 02:23 PM, the surveyor requested to watch the video from 12/12/2024, and the LNHA said 
it only stores for 72 hours, and we couldn't tell what time [the resident] left. This contradicted the LNHA's 
previous statement that the facility was able to determine what time the resident eloped from the video, but 
he could not recall the time.

During an interview with the surveyor on 01/30/2025 at 02:28 PM, CNA #2 stated that they cared for 
Resident #160 frequently, but they were not in the facility on 12/12/2024, when the resident eloped. CNA #2 
stated the resident was aggressive regarding exit seeking behaviors and that they often verbalized wanting 
to leave. CNA #2 stated that Resident #160 felt like they did not belong here, so the resident packed their 
book bag up and sat at the nurse's station waiting to go home. CNA #2 stated that Resident #160 talked 
about leaving all the time; that they went on the elevator and the wander guard would go off and staff had to 
redirect the resident and distract them with things to do.
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During a telephone interview with Surveyor #5 on 1/30/2025 at 02:00 PM, the Receptionist said she worked 
at the facility on 12/12/2024, from 04:00 PM-08:00 PM, and she did not know what happened. The 
Receptionist denied seeing Resident #160 that night; that there were pictures of the residents at risk for 
elopement. The Receptionist denied hearing an alarm go off at the front door, and stated she was unfamiliar 
with the wander guard. 

On 01/30/2025 at 02:30 PM, two surveyors along with VPCS, walked the property to see where Resident 
#160 was located. The following observations and interviews occurred:

The surveyors and VPCS walked left out of the building and toward the rear of the property. Behind the 
building there was an approx eight feet (8 ft) tall vinyl fence that ran the length of the property, and beyond 
the vinyl fence were additional grounds that were contained by a chain link fence. That additional area was 
approx 50 yards (yds) wide with an approx length of 150 yds. The night of the elopement, the VPCS stated 
that he (the VPCS) walked to the vinyl fence on the rear right side where an 8 ft section of vinyl fence was 
missing and looked around and stated it was very dark and the VPCS was unable to locate the resident. The 
VPCS stated there were bushes and small trees that made it harder to see, so he returned to the front of the 
building where he overheard a police officer say they may have located the resident, and the officers began 
running behind the building and the VPCS followed them. The VPCS stated it was December and the trees 
had their leaves and were much bulkier and made it harder to see the area. The resident had gone through 
the vinyl fence and into the retention basin area that was enclosed within a chain-link fence and was found 
on the left side of the perimeter against the chain link fence approx halfway down the fence approx 25 yards 
from the gate. The VPCS stated the administrative team were assuming the resident left the building out the 
front door, walked around the building to the right to the far-left corner of the property and through the vinyl 
fence. 

When the surveyors approached the vinyl fence, they observed that the gate which had a hinge latch that 
was not closed, and the gate appeared to be stuck open with an approximately one foot wide opening to 
pass through. At that time, the VPCS attempted to see if the gate would latch and was unable to do so and 
stated, I could make it close. When asked, the VPCS could not recall if the gate was opened the night the 
resident eloped. 

The area behind the gate enclosed in the chain link fence had tall grasses and bushes and trees that sloped 
down into a valley in the middle similar to a retention basin with black rocks in the middle. The area sloped 
down sharply toward the middle and was uneven with thorn bushes and brambles. The VPCS stated that he 
believed the resident was found wearing shoes, gray sweatpants, and a white t-shirt. The VPCS stated the 
resident was found halfway down the fence line possibly 50 yards beyond the gate entrance along the fence 
line that was approx 100 ft deep. The VPCS stated the resident was alert and responsive. When asked if the 
resident had scratches on their skin when found, and the VPCS stated that he did not do a skin assessment 
at the time because the police were in charge of the situation, and the facility was told to step away. 

The surveyor observed the closest exit door from the facility to that area was from the First-floor rehabilitation 
unit that connected to a sidewalk that led to the area the resident was found. The VPCS stated that door was 
ruled out as where the resident eloped since no one reported hearing an alarm, and the VPCS confirmed if 
the resident left through the main entrance, the wander guard alarm would have sounded.

(continued on next page)
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During a telephone interview with Surveyor #3 on 01/31/2025 at 10:32 AM, RN #1 said that she recalled the 
incident, but she could not recall the exact dates and times. RN #1 said she believed that she was the 
supervisor that evening. At that time, the Surveyor confirmed with RN #1 that the Nursing Note was written 
by her on 12/12/24 at 07:40 PM, that indicated Resident #160 was not in their room to receive medication. 
RN #1 stated that she covered the medication cart as needed, and when the surveyor questioned what RN 
#1 did after she identified Resident #160 was not in their room, RN #1 stated she continued to administer 
medication to other residents. RN #1 stated she recalled seeing Resident #160 at the nurse's station around 
dinner time at maybe 06:00 PM. RN #1 recalled Resident #160 was pleasant and smiling with no indication 
they were exit seeking. RN #1 also recalled seeing Resident #160 in the dayroom, but she could not recall 
the time. RN #1 stated that a CNA (CNA #3) informed her that the resident's dinner plate was untouched as 
he was collecting trays (unable to recall exact time), and we started searching and I immediately notified the 
staff and called the DON. RN #1 stated the police were called and the inside and outside of the building was 
searched. The surveyor asked if RN #1 recalled seeing the resident's meal tray when they attempted to 
administer medications, and she responded, no, that the resident often refused their meal and would eat it 
later. Surveyor #3 asked RN #1 if they made additional attempts to administer Resident #160's medications, 
and the RN stated that typically if a resident was not in their room for medication, she looked for them or she 
went back to give them medication. RN #1 stated that CNA #3 had alerted her about Resident #160 shortly 
after. RN #1 confirmed Resident #160 wore a wander guard that was tested daily.

During an interview with Surveyor #1 on 01/31/2025 at 11:17 AM, the DOM was asked if the stairways were 
alarmed, and the DOM confirmed they were alarmed including for a wander guard. The DOM stated that the 
therapy doors to the outside had a wander guard alarm, magnetic lock and were on a keypad. The DOM said 
there was no problem with the wander guard system at the time the resident eloped.

The acceptable Removal Plan on 01/31/2025 at 01:16 PM, indicated the action the facility took to prevent 
serious harm from occurring or recurring. The facility implemented a corrective action plan to remediate the 
deficient practice including: staff initiated the elopement protocol and contacted the police; Resident #160 
was located outside the facility, assessed, and transported to the hospital for evaluation; Resident #160's 
plan of care was updated to include 1:1 supervision; Resident #160's wander guard was checked for 
function; the facility's wander guard system was checked for function; and all staff were educated on the 
facility's elopement protocol. The facility self-corrected the deficient practice and it was determined that the IJ 
was Past Non-Compliance (PNC); that the facility corrected their non-compliance on 12/30/2024. 

The survey team verified the implementation of the Removal Plan during the continuation of the on-site 
survey on 01/31/2025.

NJAC 8:39-27.1(a)
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Based on observation, interview, it was determined that the facility failed to handle potentially hazardous 
foods and maintain sanitation in a safe and consistent manner to prevent food borne illness. 

This deficient practice was evidenced by the following:

On 01/29/2024 at 09:23 AM during a tour of the second-floor pantry the surveyor observed no thermometer 
in the freezer. There were 5 plastic containers of food in the freezer. The temperature log was marked with 
NA for the whole month of January.

During that same tour the surveyor observed a paper wrapped sandwich labeled with a resident's room 
number and dated for 01/25/2025 in the refrigerator.

During an interview on 01/29/2025 with the surveyor, the Quality Assurance Director (QAD) said that night 
shift nursing staff were responsible for the cleaning the refrigerator and checking the temperature. The QAD 
said she was not sure how long food was allowed to be in the refrigerator and she would have to check the 
policy. The QAD also said that she didn't think the freezer needed a thermometer unless there was food in 
there.

During an interview on 01/30/2025 at 04:12 PM with the surveyor, the Licensed Nursing Home Administrator 
(LNHA) said per our policy there should have been a thermometer in the freezer. The LNHA also said that 
food brought in the facility should only be in the refrigerator for 72 hours and that sandwich should have been 
thrown out.

A review of a facility provided policy dated 05/01/204, titled Food Handling- Refrigerators revealed under 
Procedures that, 6. Temperatures of refrigerators and freezers will be monitored daily and documented.

A review of a facility provide policy dated 05/01/2025, titled Food Brought by Family and Visitors revealed 
that, All foods belonging to residents must be labeled with the resident's name, the item, and the use by 
date. Foods that are not labeled with use by date will be dated upon receipt and discarded within three days. 
Foods brought from home without an expiration date will be discarded after 3 days.

N.J.A.C. 8:39-17.2(g)
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Provide and implement an infection prevention and control program.
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Based on observation, interview, review of medical records, and review of other facility documentation, it was 
determined that the facility failed to a.) follow appropriate hand hygiene practices for 3 of 3 staff observed 
during medication pass and lunch service, respectively b.) implement infection control measures for the 
handling and storage of respiratory equipment for 3 of 3 residents reviewed for respiratory care (Residents # 
23, #315, and #413). 

This deficient practice was evidenced by the following: 

1. On 01/28/2025 at 08:06 AM, Surveyor #1 observed Licensed Practical Nurse (LPN) #4 during medication 
pass. LPN#4 did not perform hand hygiene including not using Alcohol Based Hand Rub (ABHR) after 
administration of medications.

On 01/28/2025 at 08:20 AM, Surveyor #1 observed LPN #4 administer medication to Resident #82. LPN #4 
did not perform hand hygiene prior to administering the medications. 

During an interview with Surveyor #1 on 01/28/2025 at 08:27 AM, LPN #4 was asked about hand hygiene 
practices during medication pass. LPN #4 stated that she should have practiced hand hygiene before and 
after medication pass. LPN #4 further stated that they (staff) have received education about proper hand 
hygiene during medication pass. 

2.) On 01/28/2025 at 12:09 PM, Surveyor #1 observed Certified Nursing Assistant (CNA) #1 assist Resident 
#414 in the 1st floor dining room during lunch service. CNA #1 opened a carton of fruit juice, poured the juice 
in a cup and helped the resident bring the cup to their mouth. After drinking, CNA #1 assisted Resident #414 
with their meal. CNA # 1 did not offer nor assist Resident #1 to perform hand hygiene prior to eating. After 
assisting the resident, CNA #1 was observed to sanitize their hands with alcohol-based sanitizer. Surveyor 
#1 asked CNA #1 if prior to eating should the residents be offered an opportunity to perform hand hygiene. 
CNA #1 responded she should have wiped the resident's hands with the sanitizing wipes before helping the 
resident eat. 

3.) On 01/28/2025 at 12:10 PM, Surveyor #1 observed a Hospice Aide (HA) assist Resident #68 in the 1st 
floor dining room during lunch meal. The HA did not offer nor assist Resident #68 to perform hand hygiene 
prior to eating. Surveyor #1 asked the HA together with CNA #1 the HA stated that they should have wiped 
the resident's hands with the sanitizing wipes before helping the residents eat. 

4.) On 01/27/2025 at 06:33 PM, Surveyor #1 observed Resident #23's bagged nebulizer mask hanging low 
from the side table's handle with the entire bag touching the floor. At that time, Surveyor #1 interviewed LPN 
#6 and showed them the bag touching the floor. LPN #6 stated the bag should not be touching the floor.

(continued on next page)

2321315514

05/28/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

315514 01/31/2025

Excel Care at Egg Harbor 6818 Delilah Road
Egg Harbor Township, NJ 08234

F 0880

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

5.) On 01/29/2025 at 01:10 PM, Surveyor #1 observed Resident #413 lying in bed. Resident #413's oxygen 
tubing was wrapped around the right-side rail with the tip of the nasal cannula touching the trash in the trash 
can located beside the bed. The oxygen concentrator (a medical device that extracts oxygen from the air and 
delivers it to a patient) was noted to be off. Surveyor #1 showed LPN #3 the nasal cannula. LPN #3 stated 
the nasal cannula should have been in the bag, pointing to a labeled plastic bag on the side table. LPN #3 
took the oxygen tubing with the nasal cannula and said they were going to replace it. 

49712

On 01/27/2025 at 06:44 PM, during the initial tour, Surveyor #2 observed Resident # 315 sitting in a 
wheelchair in his/her room with the nasal cannula laying on the floor not labeled. 

A review of Resident # 315's Admission Record revealed the resident was admitted to the facility with 
diagnoses including but not limited to: Acute Respiratory Failure with Hypoxia (low levels of oxygen in your 
body), Chronic Obstructive Pulmonary Disease (a group of lung conditions that cause breathing difficulties), 
and Vascular Dementia (type of dementia caused by brain damage from impaired blood flow).

A review of Resident #315's Medication Administration Record (MAR) revealed a physician's order for 
oxygen at 3L (liters) per min via nasal cannula.

A review of Resident #315's Treatment Administration Record (TAR) revealed a physician's order to change 
oxygen tubing if obstructed, compromised and damaged as needed every 24 hours as needed. There was 
no documentation that the oxygen tubing had been changed per the TAR.

During an interview on 01/29/2025 at 12:36 PM with Surveyor #2, the Licensed Practical Nurse (LPN) # 2 
said that she thinks oxygen tubing gets changed weekly on 3rd shift, and if gets dirty or drops on the floor. 
LPN #2 also said that the tubing should be labeled and dated when changed. When if there was 
documentation of oxygen tubing changes, LPN #2 said I am not sure maybe in a note.

During an interview on 01/29/2025 at 12:56 PM with Surveyor #2, the Infection Preventionist (IP) said that 
oxygen tubing used to be changed on a weekly basis, now it is if compromised, on the floor, or damaged. 
Oxygen tubing should be dated and labeled and documented in the MAR when it is changed. When asked 
when Resident # 315's oxygen tubing was last changed the IP looked in the MAR and replied, I don't know it 
wasn't documented.

During an interview on 01/30/2025 at 04:12 PM with Surveyor #2 the Director of Nursing (DON) said that 
Resident #315 is known for taking the oxygen off and they always find it on the floor. The DON said that the 
oxygen tubing should be changed for infection control when found on the floor and documented in the MAR 
or TAR.

A review of the facility on 01/28/2025 at 10:14 AM, titled Hand Hygiene Policy dated 04/01/2024, did not 
include hand hygiene before and after medication pass. A further review of the policy indicated under 
Procedure: 3. The Centers for Medicare and Medicaid State Operations Manual indicates that hand hygiene 
should be performed .d. Before and after assisting a resident with meal.
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A review of a facility provided policy on Respiratory Equipment dated 05/01/2024 under section Procedure 
and Routine Schedule Changes revealed 3. Statement . Nebulizer masks are stored in a plastic bag when 
not in use, or as per resident's preference. 9. Statement . Nasal cannulas are stored in a plastic bag when 
not in use, or as per resident's preference, Nasal cannulas changed when damaged, visibly soiled and PRN .

8:39-19.4 (k)
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