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Continued from page 1 
(D) All special instructions or precautions for  
ongoing care, as appropriate.  
 
(E) Comprehensive care plan goals;  
 
(F) All other necessary information, including a copy 
of the resident's discharge summary, consistent  
with §483.21(c)(2) as applicable, and any other  
documentation, as applicable, to ensure a safe and  
effective transition of care.  
 
 
§483.15(c)(3) Notice before transfer.  
 
Before a facility transfers or discharges a resident,  
the facility must-  
 
(i) Notify the resident and the resident's  
representative(s) of the transfer or discharge and the 
reasons for the move in writing and in a language  
and manner they understand. The facility must send 
a copy of the notice to a representative of the Office 
of the State Long-Term Care Ombudsman.  
 
(ii) Record the reasons for the transfer or discharge 
in the resident's medical record in accordance with 
paragraph (c)(2) of this section; and  
 
(iii) Include in the notice the items described in  
paragraph (c)(5) of this section.  
 
 
§483.15(c)(4) Timing of the notice.  
 
(i) Except as specified in paragraphs (c)(4)(ii) and  
(c)(8) of this section, the notice of transfer or  
discharge required under this section must be made 
by the facility at least 30 days before the resident is 
transferred or discharged.  
 
(ii) Notice must be made as soon as practicable  
before transfer or discharge when-  
 
(A) The safety of individuals in the facility would be 
endangered under paragraph (c)(1)(i)(C) of this  
section;  
 
(B) The health of individuals in the facility would be 
endangered, under paragraph (c)(1)(i)(D) of this  
section;  
 
(C) The resident's health improves sufficiently to  
allow a more immediate transfer or discharge, under 
paragraph (c)(1)(i)(B) of this section;  
 
(D) An immediate transfer or discharge is required

F0628 Continued from page 1 
To prevent recurrence of this alleged deficient  
practice, the facility Administrator updated the Notice 
of Emergency transfer notice that is mailed to  
resident representatives and to the resident to  
include the corrected appeals address. Admissions  
and Reception staff was educated by the  
Administrator on the changes to the Notice of  
Emergency transfer notice. This was completed by  
2/20/2026  
 
 
To monitor the corrective actions put in place to  
ensure the alleged deficient practice will not recur,  
the Administrator/Designee will audit 10% of hospital 
transfer for the next 4 weeks and then monthly for 3 
months. The findings of the audit will be presented  
during the quarterly QAPI meeting.  
 
 
The completion date of this alleged deficient practice 
is 2/20/2026.

02/20/2026
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Continued from page 2 
by the resident's urgent medical needs, under  
paragraph (c)(1)(i)(A) of this section; or  
 
(E) A resident has not resided in the facility for 30  
days.  
 
 
§483.15(c)(5) Contents of the notice. The written  
notice specified in paragraph (c)(3) of this section  
must include the following:  
 
 
(i) The reason for transfer or discharge;  
 
(ii) The effective date of transfer or discharge;  
 
(iii) The location to which the resident is transferred 
or discharged;  
 
(iv) A statement of the resident's appeal rights,  
including the name, address (mailing and email), and 
telephone number of the entity which receives such 
requests; and information on how to obtain an  
appeal form and assistance in completing the form  
and submitting the appeal hearing request;  
 
(v) The name, address (mailing and email) and  
telephone number of the Office of the State  
Long-Term Care Ombudsman;  
 
(vi) For nursing facility residents with intellectual and 
developmental disabilities or related disabilities, the 
mailing and email address and telephone number of 
the agency responsible for the protection and  
advocacy of individuals with developmental  
disabilities established under Part C of the  
Developmental Disabilities Assistance and Bill of  
Rights Act of 2000 (Pub. L. 106-402, codified at 42  
U.S.C. 15001 et seq.); and  
 
(vii) For nursing facility residents with a mental  
disorder or related disabilities, the mailing and email 
address and telephone number of the agency  
responsible for the protection and advocacy of  
individuals with a mental disorder established under 
the Protection and Advocacy for Mentally Ill  
Individuals Act.  
 
 
§483.15(c)(6) Changes to the notice.  
 
If the information in the notice changes prior to  
effecting the transfer or discharge, the facility must 
update the recipients of the notice as soon as  
practicable once the updated information becomes  
available.

F0628 02/20/2026
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Continued from page 3 
 
 
§483.15(c)(8) Notice in advance of facility closure  
 
In the case of facility closure, the individual who is  
the administrator of the facility must provide written 
notification prior to the impending closure to the  
State Survey Agency, the Office of the State  
Long-Term Care Ombudsman, residents of the  
facility, and the resident representatives, as well as  
the plan for the transfer and adequate relocation of  
the residents, as required at § 483.70(l).  
 
 
§483.15(d) Notice of bed-hold policy and return-  
 
 
§483.15(d)(1) Notice before transfer. Before a nursing 
facility transfers a resident to a hospital or the  
resident goes on therapeutic leave, the nursing  
facility must provide written information to the  
resident or resident representative that specifies-  
 
(i) The duration of the state bed-hold policy, if any,  
during which the resident is permitted to return and 
resume residence in the nursing facility;  
 
(ii) The reserve bed payment policy in the state plan, 
under § 447.40 of this chapter, if any;  
 
(iii) The nursing facility's policies regarding  
bed-hold periods, which must be consistent with  
paragraph (e)(1 ) of this section, permitting a resident 
to return; and  
 
(iv) The information specified in paragraph (e)(1) of  
this section.  
 
 
§483.15(d)(2) Bed-hold notice upon transfer. At the  
time of transfer of a resident for hospitalization or  
therapeutic leave, a nursing facility must provide to 
the resident and the resident representative written  
notice which specifies the duration of the bed-hold 
policy described in paragraph (d)(1) of this section.  
 
 
§483.21(c)(2) Discharge Summary  
 
When the facility anticipates discharge, a resident  
must have a discharge summary that includes, but is 
not limited to, the following:  
 
(i) A recapitulation of the resident's stay that  
includes, but is not limited to, diagnoses, course of 
illness/treatment or therapy, and pertinent lab,
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Continued from page 21 
procedures for the program, which must include, but 
are not limited to:  
 
(i) A system of surveillance designed to identify  
possible communicable diseases or  
 
infections before they can spread to other persons  
in the facility;  
 
(ii) When and to whom possible incidents of  
communicable disease or infections should be  
reported;  
 
(iii) Standard and transmission-based precautions to 
be followed to prevent spread of infections;  
 
(iv)When and how isolation should be used for a  
resident; including but not limited to:  
 
(A) The type and duration of the isolation, depending 
upon the infectious agent or organism involved, and 
 
(B) A requirement that the isolation should be the  
least restrictive possible for the resident under the  
circumstances.  
 
(v) The circumstances under which the facility must 
prohibit employees with a communicable disease or 
infected skin lesions from direct contact with  
residents or their food, if direct contact will transmit 
the disease; and  
 
(vi)The hand hygiene procedures to be followed by  
staff involved in direct resident contact.  
 
 
§483.80(a)(4) A system for recording incidents  
identified under the facility's IPCP and the  
corrective actions taken by the facility.  
 
 
§483.80(e) Linens.  
 
Personnel must handle, store, process, and transport 
linens so as to prevent the spread of infection.  
 
 
§483.80(f) Annual review.  
 
The facility will conduct an annual review of its IPCP 
and update their program, as necessary.  
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on observations, policy review, and  
interviews, the facility failed to ensure that staff

F0880 Continued from page 21 
 
To prevent recurrence of this alleged deficient  
practice, the facility Director of Nursing implemented 
a mandatory competency validation for all licensed  
nursing staff on catheter care procedures, wound  
care infection prevention practices, proper glove use 
and hand hygiene, transitioning from contaminated  
to clean care tasks. Competency validation includes 
skills demonstration, direct observation validation,  
and on the spot correction of any discrepancies  
observed. The Personal Protective Equipment-Using 
Gloves policy was reviewed and reinforced with the 
licensed nursing staff by the Staff Development  
Nurse. This was completed by 2/20/2026.  
 
 
To monitor the corrective actions put in place to  
ensure the alleged deficient practice will not recur,  
the Infection Preventionist/Designee will conduct a  
weekly direct observation audit of wound and  
catheter care for 10% of facility residents for 4 weeks. 
The audit direct observation will then continue  
monthly for 3 months. The audits will evaluate the  
glove usage and hand hygiene compliance, catheter 
care technique compliance, wound care infection  
prevention compliance and PPE adherence. The  
findings of the audit will be presented during the  
quarterly QAPI meeting. Staff identified with  
noncompliance will receive corrective education and 
progressive discipline if indicated.  
 
 
The completion date of this alleged deficient practice 
is 2/20/2026.

02/20/2026
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Continued from page 23 
Move your hand to where you just cleaned and wash 
the reminder of the catheter to beyond where  
securement device will be."  
 
Review of the facility's policy titled, "Personal  
Protective Equipment-Using Gloves" revised  
02/16/25 indicated, "To establish guidelines for the 
proper use of gloves to ensure hygiene, safety, and 
infection control in healthcare settings…Guidelines  
for Glove Use…4. Use non-sterile primarily to prevent 
contamination of the employee’s hands when  
treating patients or cleaning contaminated  
surfaces…"  
 
 
NJAC 8:39-19.4

F0880 02/20/2026

BRIDGEWAY CARE AND REHAB CENTER AT HILLSBOROUGH 395 AMWELL ROAD , HILLSBOROUGH, New Jersey, 08844

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1E11A6-H1 Facility ID: NJ18104 If continuation sheet Page 24 of 24



PRINTED: 05/20/2026
FORM APPROVED

New Jersey Department of Health

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER:

18104

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

01/22/2026

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 
APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION 

DATE

S0000 
 

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  
 

02/13/2026

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 review of pertinent facility documentation, 
it was determined the facility failed to maintain the  
required minimum direct care staff-to-resident ratios 
as mandated by the state of New Jersey.  
 
Findings include:  
 
 
Reference: New Jersey Department of Health  
(NJDOH) memo, dated 01/28/2021, "Compliance with 
N.J.S.A. (New Jersey Statutes Annotated) 30:13-18,  
new minimum staffing requirements for nursing  
homes," indicated the New Jersey Governor signed 
into law P.L. 2020 c 112, codified at N.J.S.A.  
30:13-18 (the Act), which established minimum  
staffing requirements in nursing homes. The  
following ratio(s) were effective on 02/01/2021:  
 
 
One Certified Nurse Aide (CNA) to every eight  
residents for the day shift.  
 
 
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 CNAs, and each

S0560 The corrective action put in place to rectify the  
alleged deficient practice identified during the annual 
survey was to:  
 
 
The dates identified in the annual survey of  
1/13/2025 and 1/17/2026 were unable to be rectified 
since the dates passed. The Administrator reviewed 
the staffing schedule for the dates stated above  
where the CNA staffing ratios were not met and  
determined that the cause of the missing  
requirement was due to staff call outs and the  
staffing coordinator was unable to find staff at such 
short notice to pick up the shifts. A retrospective  
review of resident outcomes (falls, incidents,  
grievances) for the identified dates was completed  
and no adverse outcomes related to staffing  
shortages were identified.  
 
 
The facility determined that this alleged deficient  
practice had the potential to affect all residents who 
received direct CNA care on the dates of 1/13/25,  
1/17/2026.  
 
 
To prevent the recurrence of this alleged deficient  
practice, the facility Administrator reviewed the 1:8, 
1:10, and 1:14 CNA ratios with the Staffing  
Coordinator. The Administrator tasked the staffing  
coordinator with notifying the  
Administrator/designee when they are struggling  
with replacing staff who call out and meeting the  
ratios for the day. The Administrator also reviewed  
the staffing contracts with the 3 staffing agencies to 
verify they are still active and able to be used as a

02/20/2026
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S0560 Continued from page 1 
direct staff member shall be signed in to work as a  
CNA and shall perform nurse aide duties: and  
 
 
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 CNA and  
perform CNA duties.  
 
 
For the 4 weeks of AAS-11 staffing, the facility was 
deficient as follows:  
 
 
1. For the week of Complaint staffing from  
01/12/2025 to 01/18/2025, the facility was deficient  
in CNA staffing for residents on 1 of 7-day shifts as 
follows:  
 
 
-01/13/25 had 15 CNAs for 126 residents on the day 
shift, required at least 16 CNAs.  
 
 
2. For the 2 weeks of staffing prior to survey from  
01/04/2026 to 01/17/2026, the facility was deficient 
in CNA staffing for residents on 1 of 14-day shifts as 
follows:  
 
 
-01/17/26 had 15 CNAs for 125 residents on the day 
shift, required at least 16 CNAs.

S0560 Continued from page 1 
back-up for call outs of in-house staff. A  
contingency staffing plan including agency utilization 
and internal call-in lists was reinforced by the  
Staffing Coordinator. This was completed by  
2/20/2026  
 
 
To monitor the corrective actions put in place to  
ensure the alleged deficient practice will not recur,  
the Staffing Coordinator/designee will communicate 
with the Administrator/designee in real time  
(immediately) when there are struggles with meeting 
the required ratios. The Staffing  
Coordinator/designee will continue to post all open 
positions to current in-house staff along with the  
agency contracted vendors to meet the minimum  
state requirements. The Staffing  
Coordinator/designee will track all CNA call outs,  
and coverage daily for 4 weeks, then weekly for an  
additional 3 months. The findings of the audit will be 
reviewed at the quarterly QAPI meeting.  
 
 
The completion date of this alleged deficient practice 
is 2/20/2026

02/20/2026
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F0000 INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 03/24/2026 in relation 
to the 01/22/2026 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 03/24/2026 in relation 
to the 01/22/2026 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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E0000 Initial Comments  
 
An Emergency Preparedness Survey was conducted 
by Healthcare Management Solutions, LLC on behalf 
of the New Jersey Department of Health (NJDOH) on 
01/20/26. The facility was found to be in compliance 
with 42 CFR 483.73.
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K0000 
Bldg. 01

INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 3/19/2026 in relation  
to the 1/22/2026 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.
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