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Continued from page 39 
facility and the hospice provider, to ensure that the 
needs of the resident are addressed and met 24 
hours per day. 
 
(E) A provision that the LTC facility immediately 
notifies the hospice about the following: 
 
(1) A significant change in the resident's physical, 
mental, social, or emotional status. 
 
(2) Clinical complications that suggest a need to 
alter the plan of care. 
 
(3) A need to transfer the resident from the facility 
for any condition. 
 
(4) The resident's death. 
 
(F) A provision stating that the hospice assumes 
responsibility for determining the appropriate course 
of hospice care, including the determination to 
change the level of services provided. 
 
(G) An agreement that it is the LTC facility's 
responsibility to furnish 24-hour room and board 
care, meet the resident's personal care and nursing 
needs in coordination with the hospice 
representative, and ensure that the level of care 
provided is appropriately based on the individual 
resident's needs. 
 
(H) A delineation of the hospice's responsibilities, 
including but not limited to, providing medical 
direction and management of the patient; nursing; 
counseling (including spiritual, dietary, and 
bereavement); social work; providing medical 
supplies, durable medical equipment, and drugs 
necessary for the palliation of pain and symptoms 
associated with the terminal illness and related 
conditions; and all other hospice services that are 
necessary for the care of the resident's terminal 
illness and related conditions. 
 
(I) A provision that when the LTC facility personnel 
are responsible for the administration of prescribed 
therapies, including those therapies determined 
appropriate by the hospice and delineated in the 
hospice plan of care, the LTC facility personnel may 
administer the therapies where permitted by State 
law and as specified by the LTC facility. 
 
(J) A provision stating that the LTC facility must 
report all alleged violations involving mistreatment, 
neglect, or verbal, mental, sexual, and physical 
abuse, including injuries of unknown source, and 
misappropriation of patient property by hospice
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Continued from page 40 
personnel, to the hospice administrator immediately 
when the LTC facility becomes aware of the alleged 
violation. 
 
(K) A delineation of the responsibilities of the 
hospice and the LTC facility to provide bereavement 
services to LTC facility staff. 
 
 
§483.70(n)(3) Each LTC facility arranging for the 
provision of hospice care under a written agreement 
must designate a member of the facility's 
interdisciplinary team who is responsible for working 
with hospice representatives to coordinate care to 
the resident provided by the LTC facility staff and 
hospice staff. The interdisciplinary team member 
must have a clinical background, function within 
their State scope of practice act, and have the ability 
to assess the resident or have access to someone 
that has the skills and capabilities to assess the 
resident. 
 
The designated interdisciplinary team member is 
responsible for the following: 
 
(i) Collaborating with hospice representatives and 
coordinating LTC facility staff participation in the 
hospice care planning process for those residents 
receiving these services. 
 
(ii) Communicating with hospice representatives and 
other healthcare providers participating in the 
provision of care for the terminal illness, related 
conditions, and other conditions, to ensure quality of 
care for the patient and family. 
 
(iii) Ensuring that the LTC facility communicates with 
the hospice medical director, the patient's attending 
physician, and other practitioners participating in the 
provision of care to the patient as needed to 
coordinate the hospice care with the medical care 
provided by other physicians. 
 
(iv) Obtaining the following information from the 
hospice: 
 
(A) The most recent hospice plan of care specific to 
each patient. 
 
(B) Hospice election form. 
 
(C) Physician certification and recertification of the 
terminal illness specific to each patient. 
 
(D) Names and contact information for hospice 
personnel involved in hospice care of each patient.
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Continued from page 44 
(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, interviews, record review, 
and review of other pertinent facility documentation, 
it was determined that the facility failed to use 
appropriate infection control practices to prevent the 
spread or reduce the risk of infection: a.) by

F0880 Continued from page 44 
competency validation related to hand hygiene, PPE 
donning and 
doffing, transmission-based precautions for all 
staff. Professional nurses education 
includes treatment protocol, storage and cleaning 
of multi-use equipment. 
 
 
The Infection Preventionist or designee will complete 
random five hand hygiene observations, two 
treatment cart audits, Personal protective equipment 
(PPE) observation audits and equipment weekly 
respiratory supply storage checks, weekly equipment 
cleaning observations, and transmissions-based 
precaution audits weekly for 4 weeks and then 
monthly for 3 months. 
 
 
Results of the audits will be presented by the 
Director of Nursing or designee to the Administrator 
at the monthly Quality Assurance and Performance 
Improvement meeting for a period of three months. 
Any identified variance will be reviewed, and the 
plan will be revised until compliance is achieved.
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Continued from page 54 
(adopted 2021), included: 
 
Resident-care equipment, including reusable items 
and durable medical equipment will be cleaned and 
disinfected according to CDC (Centers for Disease 
Control) recommendations for disinfection and the 
OSHA (Occupational Safety and Health 
Administration) bloodborne pathogens standard. 
 
...Non-Critical items are those that come in contact 
with intact skin but not mucous membranes. 
Non-critical resident-care items include bedpans, 
blood pressure cuffs,...Most non-critical reusable 
items can be decontaminated where they are used... 
 
A review of the facility's "Handwashing/Hand 
Hygiene" policy, (Revision Date 2023), included: 
 
The facility considers hand hygiene the primary 
means to prevent the spread of 
healthcare-associated infections. 
 
...Indications for Hand Hygiene: 
 
...after touching a resident; after touching the 
resident's environment; 
 
NJAC 8:39-19.4(a); 27.1(a)
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S0000 
 

Initial Comments 
 
 
The facility was not in compliance with the 
standards in the New Jersey Administrative code, 
8:39, standards for licensure of Long-Term Care 
Facilities. The facility must submit a Plan of 
Correction, including a completion date for each 
deficiency and ensure that the plan is implemented. 
Failure to correct deficiencies may result in 
enforcement action in accordance with the 
provisions of the New Jersey Administrative Code, 
Title 8, chapter 43E, enforcement of licensure 
regulations. 
 

S0000  
 

06/04/2026

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 that the facility failed to ensure 
staffing ratios were met to maintain the required 
minimum direct care staff-to-resident ratios, as 
mandated by the state of New Jersey, for day and 
evening shifts. The deficient practice was evidenced 
by the following: 
 
Complaint Intake ID #: 2650815; 2790808 
 
Reference: New Jersey Department of Health 
(NJDOH) memorandum dated 1/28/21, titled 
“Compliance with New Jersey Statutes Annotated 
30:13-18, New Minimum Staffing Requirements for 
Nursing Homes”. Effective 2/1/21, the minimum 
staffing requirement for the day shift was one (1) 
Certified Nurse Aide (CNA) to every eight (8) 
residents, the minimum requirement for evening shift 
is 1(one) direct care staff CNA per every 10 
residents. 
 
A review of the “New Jersey Department of Health 
Long Term Care Assessment and Survey Program 
Nurse Staffing Report” for the standard survey with 
complaints. 

S0560 The facility staffing schedules, staffing ratios, call 
outs, and daily staffing assignments 
were immediately reviewed by administrator on 
May 7, 2026, related to minimum staffing 
requirements. Staffing schedules were adjusted 
as deemed appropriate. A facility-wide review of 
staffing practices 
was completed by administrator by May 
11, 2026, to ensure staffing levels were adjusted 
appropriately based on resident census, acuity, 
admissions, and resident care 
needs. No additional concerns were found. 
 
 
This practice had the potential to affect every 
resident. An audit was conducted by the 
administrator and completed with five residents to 
ensure all their needs are met. No adverse 
effects were found. 
 
 
Human Resources Department, and all Nursing 
Management were educated regarding New Jersey 
staffing requirements and staffing documentation by 
administrator and completed by May 
11,2026 regarding New Jersey staffing requirements, 
call out procedures, staffing replacement 
expectations and staff covering requirements. Daily 
staffing sheets and staffing postings will also be 
reviewed for ongoing compliance with New Jersey 
staffing requirements. 
 
 
The Administrator or Designee will conduct weekly 
audits for four weeks and then monthly for three 
months related to staffing schedules, staffing

06/18/2026
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S0560 Continued from page 1 
 
For the week of Complaint staffing from 10/19/2025 
to 10/25/2025, the facility was deficient in CNA 
staffing for residents on 5 of 7-day shifts as 
follows: 
 
 
-10/19/25 had 9 CNAs for 96 residents on the day 
shift, required at least 12 CNAs. 
 
-10/20/25 had 9 CNAs for 93 residents on the day 
shift, required at least 12 CNAs. 
 
-10/21/25 had 8 CNAs for 92 residents on the day 
shift, required at least 11 CNAs. 
 
-10/22/25 had 10 CNAs for 92 residents on the day 
shift, required at least 11 CNAs. 
 
-10/23/25 had 10 CNAs for 92 residents on the day 
shift, required at least 11 CNAs. 
 
 
For the week of Complaint staffing from 2/15/2026 
to 2/21/2026, the facility was deficient in CNA 
staffing for residents on 3 of 7-day shifts as 
follows: 
 
 
-2/15/26 had 10 CNAs for 96 residents on the day 
shift, required at least 12 CNAs. 
 
-2/16/26 had 10 CNAs for 93 residents on the day 
shift, required at least 12 CNAs. 
 
-2/20/26 had 9 CNAs for 92 residents on the day 
shift, required at least 11 CNAs. 
 
 
For the week of Complaint staffing from 4/05/2026 
to 4/11/2026, the facility was deficient in CNA 
staffing for residents on 5 of 7-day shifts as 
follows: 
 
 
-4/05/26 had 11 CNAs for 94 residents on the day 
shift, required at least 12 CNAs. 
 
-4/06/26 had 10 CNAs for 94 residents on the day 
shift, required at least 12 CNAs. 
 
-4/07/26 had 11 CNAs for 94 residents on the day 
shift, required at least 12 CNAs. 
 
-4/08/26 had 11 CNAs for 94 residents on the day 
shift, required at least 12 CNAs.

S0560 Continued from page 1 
assignments, and staffing coverage. Administrator 
or designee will conduct five resident interviews 
weekly for four weeks, then monthly for three 
months to ensure 
all residents' needs are met. Results of the audits 
will be presented by the Administrator or Designee 
to the Director of Nursing at the monthly Quality 
Assurance and Performance Improvement meeting 
for a period of three months. Any identified variance 
will be reviewed, and the plan will be revised until 
compliance is achieved.
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S0560 Continued from page 2 
 
-4/10/26 had 9 CNAs for 95 residents on the day 
shift, required at least 12 CNAs. 
 
 
For the 2 weeks of staffing prior to survey from 
4/19/2026 to 5/02/2026, the facility was deficient in 
CNA staffing for residents on 8 of 14-day shifts, 
deficient in total staff for residents on 1 of 14 
evening shifts, and deficient in CNAs to total staff 
on 2 of 14 evening shifts as follows: 
 
 
-4/19/26 had 11 CNAs for 96 residents on the day 
shift, required at least 12 CNAs. 
 
-4/20/26 had 10 CNAs for 93 residents on the day 
shift, required at least 12 CNAs. 
 
-4/22/26 had 10 CNAs for 92 residents on the day 
shift, required at least 11 CNAs. 
 
-4/25/26 had 10 CNAs for 91 residents on the day 
shift, required at least 11 CNAs. 
 
 
-4/26/26 had 10 CNAs for 91 residents on the day 
shift, required at least 11 CNAs. 
 
-4/28/26 had 10 CNAs for 91 residents on the day 
shift, required at least 11 CNAs. 
 
-4/30/26 had 5 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
-4/30/26 had 7 total staff for 99 residents on the 
evening shift, required at least 10 total staff. 
 
-5/01/26 had 3 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 
 
-5/01/26 had 4 CNAs to 13 total staff on the evening 
shift, required at least 6 CNAs. 
 
-5/02/26 had 9 CNAs to 20 total staff on the 
evening shift, required at least 10 CNAs. 
 
 
On 5/6/2026 at 9:57 AM, the surveyor interviewed 
the Staffing Coordinator/Human resources (SC/HR) 
who explained that the adequate staffing ratios were 
based on census, consisted of 12 to 14 CNAs on the 
day shift, 10 to 12 CNAs on the evening shift, and 6 
to 7 CNAs on the night shift. The SC/HR explained 
that the facility used several measures to attempt to 
address staffing needs.
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S0560 
 

Continued from page 3 
 
The facility's undated policy, "Staffing-New Jersey” 
indicated that the facility provided sufficient 
numbers of staff with skills and competency 
necessary to provide care and services for all 
residents in accordance with resident care plans and 
facility assessment. 
 

S0560  06/18/2026

S1680

S1680 Mandatory Nurse Staffing 
 
CFR(s): 8:39-25.2(b)(1)&(2) 
 
(b) The facility shall provide nursing services by 
registered professional nurses, licensed practical 
nurses, and nurse aides (the hours of the director of 
nursing are not included in this computation, except 
for the direct care hours of the director of nursing in 
facilities where the director of nursing provides more 
than the minimum hours required at N.J.A.C. 
8:39-25.1(a)) on the basis of: 
 
 
1. Total number of residents multiplied by 2.5 
hours/day; plus 
 
 
2. Total number of residents receiving each service 
listed below, multiplied by the corresponding number 
of hours per day: 
 
 
Wound care 0.75 hour/day 
 
 
Nasogastric tube feedings and/or gastrostomy 1.00 
hour/day 
 
 
Oxygen therapy 0.75 hour/day 
 
 
Tracheostomy 1.25 hours/day 
 
 
Intravenous therapy 1.50 hours/day 
 
 
Use of respirator 1.25 hours/day 
 
 
Head trauma stimulation/advanced 
neuromuscular/orthopedic care 1.50 hours/day 
 
This LICENSURE REQUIREMENT is NOT MET as 
evidenced by: 

S1680 The facility nursing schedules; assignment, nursing 
staff coverage, and staffing ratios identified during 
survey were immediately reviewed by the 
Administrator on May 8, 2026, no adverse 
effects noted. Nursing schedules and coverage were 
reviewed and adjusted as appropriate. A review of 
staffing coverage was completed by May 
22,2026 by Administrator to ensure appropriate 
nursing coverage was provided based on resident 
census, acuity, admissions, and required nursing 
services. 
 
 
This practice had the potential to affect all 
residents. An audit was conducted by the 
administrator and completed by May 22,2026 with 
five residents to ensure all their needs are met. No 
adverse effects were found. 
 
 
Nursing Management and Human Resources 
manager were educated regarding New Jersey 
nurse staffing regulations and staffing monitoring 
expectations by the Administrator and 
was completed by May 11,2026. 
 
 
Administrator or designee will complete 
audits weekly for four weeks and then monthly for 
three months related to nursing staffing coverage, 
acuity review, and staffing 
assignments. Administrator or designee will conduct 
five resident interviews weekly for four weeks, then 
monthly for three months to ensure all residents' 
needs are met. Results of the audits will be 
presented by the Administrator or Designee to the 
Director of Nursing at the monthly Quality 
Assurance and Performance Improvement meeting 
for a period of three months. Any identified variance 
will be reviewed, and the plan will be revised until 
compliance is achieved.
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S1680 Continued from page 4 
Based on review of the Nursing Staffing Reports for 
the two weeks prior to survey from 4/19/2026 to 
5/2/2026, it was determined that the facility failed to 
provide at least minimum staffing levels for 1of 14 
days. This deficient practice was evidenced by the 
following: 
 
For the 2 weeks of AAS-12 staffing from 4/19/2026 
to 5/2/2026, the facility was deficient in required 
resident services on 1 of 14 days as follows: 
 
For the week of 04/26/26 
 
Required Staffing Hours: 269.75 
 
-04/30/26 had 208 actual staffing hours, for a 
difference of -61.75 hours. 
 
The facility policy undated facility policy titled, 
“Staffing-New Jersey” indicated that the facility 
provided sufficient numbers of staff with skills and 
competency necessary to provide care and services 
for all residents in accordance with resident care 
plans and facility assessment.

S1680 06/18/2026
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F0000 INITIAL COMMENTS 
 
An on-stie revisit was conducted on 6/18/26 to 
verify the facility's Plan of Correction for the 
5/7/2026 Recertification survey. The facility was 
found to be in compliance with 42 CFR Part 483, 
Requirements for Long Term Care Facilities.
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S0000 Initial Comments 
 
 
An onsite revisit of the facility's Plan of Correction 
was conducted on 6/18/26 in relation to the 
5/7/2026 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

S0000 06/30/2026

Office of Primary Care and Health Systems Management
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K0000 
Bldg. 01 
 

INITIAL COMMENTS 
 
A Life Safety Code Survey was conducted by the 
New Jersey Department of Health, Health Facility 
Survey and Field Operations on 5/6/26 and 5/7/26, 
and was found to be in noncompliance 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. 
 
Coral Harbor Rehabilitation and Healthcare Center is 
a two- story building that was built in 1960's. It is 
composed of Type II (000) unprotected construction. 
The facility is divided into 7- smoke zones. The 
exterior 350 KW diesel generator powers 100% of the 
building. 
 
The census was 100 of 110 licensed beds. 
 
The 2nd floor has a Dialysis suite. 
 
The facility has piped in medical gas to resident 
rooms: 101-115, 117 and 119. 
 

K0000  
 

05/27/2026

K0223 
SS = F 
Bldg. 01

Doors with Self-Closing Devices 
 
CFR(s): NFPA 101 
 
Doors with Self-Closing Devices 
 
Doors in an exit passageway, stairway enclosure, or 
horizontal exit, smoke barrier, or hazardous area 
enclosure are self-closing and kept in the closed 
position, unless held open by a release device 
complying with 7.2.1.8.2 that automatically closes all 
such doors throughout the smoke compartment or 
entire facility upon activation of: 
 
* Required manual fire alarm system; and 
 
* Local smoke detectors designed to detect smoke 
passing through the opening or a required smoke 
detection system; and 
 
* Automatic sprinkler system, if installed; and 

K0223 The kitchen self-closing door identified during 
survey was reviewed immediately by Maintenance 
director and completed by May 8,2026 related to the 
door closure, latching and self-closing 
mechanism. Maintenance adjusted the kitchen 
self-closing door to ensure compliance with door 
closure requirements, latching and self-closing 
mechanism by May 8,2026. The self-closing door 
was tested by the maintenance director and 
was determined to function properly after 
adjustments were made. An audit of all self-closing 
doors was completed by the 
maintenance director or designee by May 22, 
2026, to ensure door closure, latching and 
self-closing to ensure door properly closed 
and latched properly to maintain smoke 
barrier protection in accordance with life safety 
requirements. No additional concerns were found. 
 
 
This practice had the potential to affect all 
residents

06/04/2026
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E0000 Initial Comments 
 
An emergency Preparedness Survey was conducted 
by the New Jersey Department of Health (NJDOH), 
Health Facility Survey and Field Operations on 
5/6/26 and 5/7/26. The facility was found to be in 
compliance with Medicare/Medicaid at 42 CFR, 
Subpart 483.73, Requirements for Long Term Care 
Facilities.

E0000 05/27/2026
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INITIAL COMMENTS 
 
An offsite/desk review of the facility's Plan of 
Correction was conducted on 7/13/2026 in relation 
to the 5/7/2026 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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