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Continued from page 1 
reporting, investigating, and controlling infections  
and communicable diseases for all residents, staff,  
volunteers, visitors, and other individuals providing 
services under a contractual arrangement based  
upon the facility assessment conducted according to 
§483.71 and following accepted national standards; 
 
 
§483.80(a)(2) Written standards, policies, and  
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.  
 

F0880 Continued from page 1 
laundry workflow to ensure clear separation of soiled 
and clean areas, including installation of a washable 
plexiglass divider, a permanent ¾ drywall barrier with 
doorway, directional floor tape, and signage. Laundry 
staff were inserviced by Director of Housekeeping on 
the revised workflow, and the Infection Preventionist 
or designee reviewed appropriate PPE use with  
laundry staff. The Water Management Team met to  
revise the Water Management Plan, and the  
Administrator or designee reviewed plan  
requirements with the team.  
 
 
The Infection Preventionist or designee will observe 
infection control practices related to resident  
hygiene assistance 5 times per week for 4 weeks  
and then monthly for 3 months. The Infection  
Preventionist will observe laundry services 3 times  
per week for 4 weeks and then monthly for 3  
months. The Director of Maintenance will review the 
Water Management Plan once per month for 3  
months. Results of the observations will be reviewed 
through the QAPI process with the Administrator.  
Any variances will be addressed with corrective  
action as needed.
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Continued from page 5 
imposed for purposes of discipline or convenience  
and that are not required to treat the resident's  
medical symptoms.  
 
. . . .  
 
§483.45(c)(3) A psychotropic drug is any drug that  
affects brain activities associated with mental  
processes and behavior. These drugs include, but  
are not limited to, drugs in the following categories: 
 
(i) Anti-psychotic;  
 
(ii) Anti-depressant;  
 
(iii) Anti-anxiety; and  
 
(iv) Hypnotic.  
 
 
§483.45(d) Unnecessary drugs-General. Each  
resident's drug regimen must be free from  
unnecessary drugs. An unnecessary drug is any  
drug when used-  
 
(1) In excessive dose (including duplicate drug  
therapy); or  
 
(2) For excessive duration; or  
 
(3) Without adequate monitoring; or  
 
(4) Without adequate indications for its use; or  
 
(5) In the presence of adverse consequences which  
indicate the dose should be reduced or  
discontinued; or  
 
(6) Any combinations of the reasons stated in  
paragraphs (d)(1) through (5) of this section.  
 
 
§483.45(e) Psychotropic Drugs. Based on a  
comprehensive assessment of a resident, the facility 
must ensure that--  
 
 
§483.45(e)(1) Residents who have not used  
psychotropic drugs are not given these drugs unless 
the medication is necessary to treat a specific  
condition as diagnosed and documented in the  
clinical record;  
 
 
§483.45(e)(2) Residents who use psychotropic drugs 
receive gradual dose reductions, and behavioral

F0605 12/22/2025
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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  
 

12/15/2025

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 No adverse outcomes related to access to care were 
identified.  
 
 
A review of staffing processes was completed to  
ensure resident care needs are met based on daily  
census.  
 
 
The Director of Nursing or designee reviewed  
required CNA staffing ratios with the Staffing  
Coordinator. The Administrator or designee  
contacted the facility Recruiter to communicate  
current staffing needs, and a weekly meeting was  
established to review recruitment strategies. The  
Staffing Coordinator and Director of Nursing or  
designee meet five times per week to review  
upcoming staffing needs. Staffing software is utilized 
to allow off-shift Certified Nursing Assistants to pick 
up open shifts. Referral bonuses and sign-on  
bonuses are offered to support recruitment and  
retention.  
 
 
The Administrator or designee will review Resident  
Council meeting minutes monthly for three months  
to identify any concerns related to staffing. The  
Director of Nursing or designee will audit staffing  
ratios daily. Results of these reviews will be  
reviewed through the QAPI process with the  
Administrator or designee. Any variances will be  
addressed with revisions to the plan will be  
completed.

12/22/2025

Office of Primary Care and Health Systems Management
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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.  
 
 
1. For the week of Complaint staffing from  
07/14/2024 to 07/20/2024, the facility was deficient 
in CNA staffing for residents on 6 of 7 day shifts as 
follows:  
 
-07/14/24 had 9 CNAs for 102 residents on the day 
shift, required at least 13 CNAS.  
 
-07/15/24 had 9 CNAs for 101 residents on the day 
shift, required at least 13 CNAS.  
 
-07/16/24 had 9 CNAs for 100 residents on the day 
shift, required at least 12 CNAS.  
 
-07/18/24 had 11 CNAs for 100 residents on the day 
shift, required at least 12 CNAS.  
 
-07/19/24 had 11 CNAs for 100 residents on the day 
shift, required at least 12 CNAS.  
 
-07/20/24 had 10 CNAs for 100 residents on the day 
shift, required at least 12 CNAS.  
 
 
2. For the week of Complaint staffing from  
08/04/2024 to 08/10/2024, the facility was deficient 
in CNA staffing for residents on 6 of 7 day shifts as 
follows:  
 
-08/04/24 had 9 CNAs for 95 residents on the day  
shift, required at least 12 CNAs.  
 
-08/05/24 had 10 CNAs for 94 residents on the day 
shift, required at least 12 CNAs.  
 
-08/06/24 had 10 CNAs for 93 residents on the day 
shift, required at least 12 CNAs.  
 
-08/07/24 had 11 CNAs for 93 residents on the day 
shift, required at least 12 CNAs.  
 
-08/08/24 had 11 CNAs for 93 residents on the day 
shift, required at least 12 CNAs.  
 
-08/09/24 had 8 CNAs for 93 residents on the day  
shift, required at least 12 CNAs.

S0560 12/22/2025
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3. For the week of Complaint staffing from  
10/13/2024 to 10/19/2024, the facility was deficient  
in CNA staffing for residents on 6 of 7 day shifts as 
follows:  
 
-10/13/24 had 10 CNAs for 103 residents on the day 
shift, required at least 13 CNAs.  
 
-10/14/24 had 10 CNAs for 101 residents on the day 
shift, required at least 13 CNAs.  
 
-10/15/24 had 10 CNAs for 101 residents on the day 
shift, required at least 13 CNAs.  
 
-10/16/24 had 9 CNAs for 101 residents on the day 
shift, required at least 13 CNAs.  
 
-10/18/24 had 8 CNAs for 99 residents on the day  
shift, required at least 12 CNAs.  
 
-10/19/24 had 10 CNAs for 97 residents on the day 
shift, required at least 12 CNAs.  
 
 
4. For the week of Complaint staffing from  
02/02/2025 to 02/08/2025, the facility was deficient 
in CNA staffing for residents on 7 of 7 day shifts as 
follows:  
 
-02/02/25 had 8 CNAs for 111 residents on the day 
shift, required at least 14 CNAs.  
 
-02/03/25 had 10 CNAs for 108 residents on the day 
shift, required at least 13 CNAs.  
 
-02/04/25 had 10 CNAs for 107 residents on the day 
shift, required at least 13 CNAs.  
 
-02/05/25 had 8 CNAs for 106 residents on the day 
shift, required at least 13 CNAs.  
 
-02/06/25 had 10 CNAs for 103 residents on the day 
shift, required at least 13 CNAs.  
 
-02/07/25 had 9 CNAs for 103 residents on the day 
shift, required at least 13 CNAs.  
 
-02/08/25 had 11 CNAs for 103 residents on the day 
shift, required at least 13 CNAs.  
 
 
5. For the week of Complaint staffing from  
07/13/2025 to 07/19/2025, the facility was deficient 
in CNA staffing for residents on 3 of 7 day shifts as

S0560 12/22/2025
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follows:  
 
-07/13/25 had 11 CNAs for 103 residents on the day 
shift, required at least 13 CNAs.  
 
-07/14/25 had 11 CNAs for 103 residents on the day 
shift, required at least 13 CNAs.  
 
-07/19/25 had 12 CNAs for 107 residents on the day 
shift, required at least 13 CNAs.  
 
 
6. For the week of Complaint staffing from  
09/14/2025 to 09/20/2025, the facility was deficient 
in CNA staffing for residents on 1 of 7 day shifts as 
follows:  
 
-09/20/25 had 10 CNAs for 91 residents on the day 
shift, required at least 11 CNAs.

S0560 12/22/2025
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F0000 INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 2/9/2026 in relation to 
the 11/25/2025 Recertification survey. The facility  
was found to be in compliance with 42 CFR Part  
483, Requirements for Long Term Care Facilities.

F0000 02/09/2026

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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S0000 Initial Comments  
 
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 2/9/2026 in relation to 
the 11/25/2025 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 02/09/2026
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K0000 
Bldg. 01 
 

INITIAL COMMENTS  
 
A Life Safety Code Survey was conducted by  
Healthcare Management Solutions, LLC on behalf of 
the New Jersey Department of Health (NJDOH),  
Health Facility Survey and Field Operations on  
11/25/25 and was found to be in non-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  
Occupancies.  
 
Allendale Rehabilitation and Healthcare Center is a  
one-story building built in 1967. It is composed of  
Type II protected construction. The facility is divided 
into four - smoke zones. The 100 KW diesel  
generator powers approximately 60% of the building 
per the Maintenance Director. The current occupied  
beds are 92 of 119.  
 

K0000  
 

12/15/2025

K0351 
SS = F 
Bldg. 01

Sprinkler System - Installation  
 
CFR(s): NFPA 101  
 
Spinkler System - Installation  
 
2012 EXISTING  
 
Nursing homes, and hospitals where required by  
construction type, are protected throughout by an  
approved automatic sprinkler system in accordance 
with NFPA 13, Standard for the Installation of  
Sprinkler Systems.  
 
In Type I and II construction, alternative protection  
measures are permitted to be substituted for  
sprinkler protection in specific areas where state or 
local regulations prohibit sprinklers.  
 
In hospitals, sprinklers are not required in clothes  
closets of patient sleeping rooms where the area of 
the closet does not exceed 6 square feet and  
sprinkler coverage covers the closet footprint as  
required by NFPA 13, Standard for Installation of  
Sprinkler Systems.  

K0351 No adverse outcome was identified related to the  
presence of differing sprinkler head types within the 
referenced compartment at the time of survey.  
 
 
The affected area was limited to the identified  
compartment. A facility-wide review was conducted 
to confirm consistency of sprinkler head types  
within all other compartments.  
 
 
The Director of Maintenance engaged the contracted 
fire protection vendor to replace and standardize the 
sprinkler heads within the laundry room to ensure  
consistency with NFPA requirements.  
 
 
The Director of Maintenance or designee will  
conduct monthly visual inspections of sprinkler  
heads to confirm consistency within compartments  
for a period of three months. Findings will be  
reviewed as part of the facility’s QAPI process. Any 
identified variances will be addressed promptly.

01/06/2026
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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 
11/25/25. The facility was found to be in compliance 
with 42 CFR 483.73, Long Term Care Facilities.
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K0000 
Bldg. 01

INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 2/28/2026 in relation  
to the 11/25/2025 Recertification 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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program participation.
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