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F 000 INITIAL COMMENTS F 000

 Complaint #: NJ 156328, NJ 160219, NJ 
160755, NJ 161020, NJ 165400, NJ 166083, NJ 
166916, NJ 167185

Survey Date: 12/14/2023

Census: 137

Sample: 28+3

A Recertification Survey was conducted to 
determine compliance with 42 CFR Part 483, 
Requirements for Long Term Care Facilities.  
Deficiencies were cited for this survey.

 

F 609 Reporting of Alleged Violations
CFR(s): 483.12(b)(5)(i)(A)(B)(c)(1)(4)

§483.12(c) In response to allegations of abuse, 
neglect, exploitation, or mistreatment, the facility 
must:

§483.12(c)(1) Ensure that all alleged violations 
involving abuse, neglect, exploitation or 
mistreatment, including injuries of unknown 
source and misappropriation of resident property, 
are reported immediately, but not later than 2 
hours after the allegation is made, if the events 
that cause the allegation involve abuse or result 
in serious bodily injury, or not later than 24 hours 
if the events that cause the allegation do not 
involve abuse and do not result in serious bodily 
injury, to the administrator of the facility and to 
other officials (including to the State Survey 
Agency and adult protective services where state 
law provides for jurisdiction in long-term care 
facilities) in accordance with State law through 
established procedures.

F 609 1/19/24
SS=D

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

12/28/2023Electronically Signed

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 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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F 609 Continued From page 4 F 609
stated that in Resident #93's incident, she 
witnessed the resident  with another resident 
but did not know the identify of the other resident 
involved. She further acknowledged that 
Resident #93 changed their story to include 
being pushed, but RNS#2 stated that did not 
happen and administration was made aware that 
the resident had changed their story.
 
However, a review of the documentation that the 
facility provided to the surveyor did not address 
that the incident was witnessed.  

On 12/8/23 at 9:30 AM, the surveyor interviewed 
the Interim DON, who stated that she was under 
the impression that RNS#2 witnessed the  and 
Resident #93's allegation was not investigated 
further. 

During a follow up interview on 12/8/23 at 11:30 
AM, the Interim DON confirmed RNS#2's 
documentation was conflicting and that she 
would investigate further since she became 
aware that the  was not witnessed. 

On 12/14/23 at 10:25 AM, the survey team met 
with the Licensed Nursing Home Administrator 
(LNHA), the Regional Nurse, and the Interim 
DON. The Regional nurse stated that a summary 
and reinvestigation were completed yesterday 
(12/13/23). The LNHA stated that if this incident 
happened today, "100% an investigation would 
have been done", and the incident would have 
been reported to the New Jersey Department of 
Health. 

A review of the facility's policy labeled Abuse, 
Mistreatment, Neglect, exploitation, and 
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F 609 Continued From page 5 F 609
Misappropriation of Residents Property dated 
1/20/23, which included under Section VI: 
Reporting:  the Director of Nursing/Designee was 
responsible for reporting all alleged violations 
and all substantiated incidents to the State 
Agency (NJDOH) and to all other agencies as 
required to take all necessary corrective actions 
dependent on the results of the results of the 
investigation.

Further review of the policy revealed that the 
facility will ensure that allegations/violations 
involving abuse, neglect, exploitation, or 
mistreatment, including injuries from an unknown 
source and misappropriation of residents' 
property, are reported immediately but no later 
than 2 hours after allegations made, if the event 
that causes allegation involves abuse or result in 
serious bodily injury, or not later than 24 hours if 
the events that cause the allegation do not 
involve abuse and do not result in serious bodily 
injury, to the administrator of the facility and to 
other officials (including the State Survey Agency 
and adult protective services where State Law 
provides for jurisdiction in long term care 
facilities) by State Law through established 
procedures. The results of all investigations will 
be reported  [ ...] by State Law,  including the 
State Survey Agency, within five working days of 
the incident.

NJAC 8:39-4.1(a)(5)
F 610 Investigate/Prevent/Correct Alleged Violation

CFR(s): 483.12(c)(2)-(4)

§483.12(c) In response to allegations of abuse, 
neglect, exploitation, or mistreatment, the facility 
must:

F 610 1/19/24
SS=D
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F 610 Continued From page 9 F 610
the Interim Director of Nursing (DON), who stated 
when an incident occured, the nurses would 
evaluate the residents and start an incident 
report, they would gather statements from 
witnesses, notify the physician and the family and 
send the resident out to the hospital if they 
needed.

On 12/8/23 at 7:00 AM, the surveyor interviewed 
the  RNS#2 who stated if there were an 
allegation of the resident-to-resident incident or 
staff-to-resident incident, she would start an 
investigation. The RNS#2 said that in Resident 
#93's incident, she witnessed the resident  
with another resident. The RNS#2 stated she did 
not know who the other resident was. She stated 
that she was aware that Resident #93 did change 
their story and said they were pushed, but the 
RNS#2 stated that was not what happened. The 
RNS#2 stated that the administration were aware 
the resident had changed the story.

On 12/8/23 at 9:30 AM, the surveyor interviewed 
the Interim DON, who stated that she thought the 
nursing supervisor witnessed the  and that the 
claim was not investigated further. She said that 
she was not the DON at the time but was the 
Assistant Director of Nursing (ADON).

During a follow up interview on 12/8/23 at 11:30 
AM, the Interim DON stated RNS#2's 
documentation was conflicting and that she 
would investigate further since she became 
aware that the was not witnessed. 

On 12/14/23 at 10:25 AM, the survey team met 
with the Licensed Nursing Home Administrator 
(LNHA), the Regional Nurse, and the Interim 
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F 610 Continued From page 10 F 610
DON. The Regional nurse stated that a summary 
and reinvestigation were done yesterday 
(12/13/23). The LNHA stated that if this incident 
had happened today, "100% an investigation 
would have been done". 

A review of the facility's policy labeled Abuse, 
Mistreatment, Neglect, exploitation, and 
Misappropriation of Residents Property dated 
1/20/23, 
Included under the Section V Investigation: The 
Director of Nursing/Designee's responsibilities 
are to coordinate the investigation of alleged 
violations and, upon receipt of the resident's 
accident/incident report, will continue the 
investigation ... the investigation shall include 
statements from all parties involved  ... and 
findings from the investigation shall be 
documented and collected for a formal and 
comprehensive review. 

NJAC 8:39-4.1(a)5
F 641 Accuracy of Assessments

CFR(s): 483.20(g)

§483.20(g) Accuracy of Assessments.  
The assessment must accurately reflect the 
resident's status.
This REQUIREMENT  is not met as evidenced 
by:

F 641 1/19/24
SS=D

 Based on observation, interview, review of 
medical records and other facility documentation, 
it was determined that the facility failed to 
accurately complete the Minimum Data Set 
(MDS), an assessment tool, for 2 of 27 residents 
reviewed (Resident #116 and #97). 

This deficient practice was evidenced by the 

 I. Immediate correction action:
a)  Regional MDS completed and 
submitted a correction to the MDS for 
resident # 116 dated  to include 
under section  O  that resident is on 

  
b) Regional MDS completed and 
submitted a correction to the MDS for 

FORM CMS-2567(02-99) Previous Versions Obsolete 6RTU11Event ID: Facility ID: NJ61301 If continuation sheet Page  11 of 44

EX Order 26.4B1

EX Order 26.4B1



















A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  03/20/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

315119 12/14/2023
C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

622 S LAUREL AVENUE
ARNOLD WALTER NURSING & REHABILITATION CENTER

HAZLET, NJ  07730

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 658 Continued From page 19 F 658
closely review the administration record to 
determine if there were missed documentation.

During an interview with the surveyor on 
12/14/23 at 10:27 AM, the Regional Nurse (RN) 
in the presence of the Licensed Nursing Home 
Administrator (LNHA), Director of Nursing (DON), 
and MDS Coordinator, acknowleged that each 
section of the order should have been entered 
separately to allow the nurses to sign for each 
order independently.

A review of the facility provided undated 
"Licensed Practical Nurse Job Description" 
document, included: [ ...] Review medication 
cards for completeness of information, accuracy 
in the transcription of the physician's order [ ...].

A review of the facility provided "Medication 
Administration and Documentation Policies, 
Procedures, & Information", with an Effective 
Date of 7/1/22 and Last Reviewed on 6/22/23 
included under the heading Licensed Nurse:...16. 
Documents administration of medication in the 
[MAR] immediately following administration. 
Notes in [MAR] medications not administered 
(i.e. refused, etc) and identifies reason ... 21. 
Upon completion of the medication pass and 
prior to end of the shift the medication nurse will 
check dash board to ensure all medications and 
monitoring is completed as per assignment time.

A review of the facility provided "Physician's 
Orders" policy, with an Effective Date of 1/21/22 
and Last Reviewed on 6/20/23, 
included:...monitoring: orders including 
monitoring of height, weight, vital signs, blood 
sugars, pulse ox, etc. This including entering a 

FORM CMS-2567(02-99) Previous Versions Obsolete 6RTU11Event ID: Facility ID: NJ61301 If continuation sheet Page  20 of 44



















A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  03/20/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

315119 12/14/2023
C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

622 S LAUREL AVENUE
ARNOLD WALTER NURSING & REHABILITATION CENTER

HAZLET, NJ  07730

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 684 Continued From page 28 F 684
resident. She stated she had then left for that day 
and didn't know how long it was before the RNS 
came. She stated if the resident had a follow up 
appointment a PO for a consult would be entered 
or it would be in the PN. The surveyor reviewed 
#287's discharge orders and universal transfer 
sheet with LPNUM#1. She stated there should 
have been a PO for the , and  

 and it should have been on the TAR. If the 
physician did not want that ordered, it should 
have been documented. 

During a follow up interview with the surveyor on 
12/12/23 at 12:15 PM, the DON reviewed the MR 
for Resident #287 and stated it was "messy" and 
confirmed there was no order for the  site 

 or documentation in 
the PNs. There was no IR provided for the 
resident's . The DON reviewed the 
hospital discharge instructions and stated she did 
not know why the treatment wasn't ordered for 
the  on admission and that the 
physician should have been notified for 
treatments to the  and the  site 
dressings. She stated, "if it was not documented, 
I can't say it was done." 

During a telephone interview with the surveyor on 
12/13/23 at 11:00 AM, Resident #287's physician 
stated he would expect to be notified if a resident 
had a surgical , or any  and he 
would give an order for a treatment. In addition, if 
a resident wanted to go to the hospital, he would 
want to know why, the nurse's assessment of the 
resident, and would give an order to send the 
resident to the hospital. The physician stated 
Resident #287's discharge orders and 
recommendations should have been addressed 
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F 684 Continued From page 29 F 684
and due to the complex history of the resident, 
the resident could go to the hospital at any time. 

A review of a facility policy titled, Admission: 
Nursing dated 1/3/23, included that it was the 
policy of the facility that a resident was received, 
assessment completed and orders written upon 
admission. The purpose was to ensure all needs 
were identified, medications/treatment ordered 
based on assessment and transfer 
documentation. Nursing instructions would be 
added based on the new admission assessment. 
A baseline care plan would be initiated and 
completed with in 48 hours of admission. 

A review of a facility policy titled, "Resident's 
Baseline Care Plan", reviewed on 9/20/2023, 
revealed that it is the policy of the center to 
develop and implement a baseline care plan for 
each resident that includes the instructions 
needed to provide effective and person-centered 
care of the resident that meets professional 
standards of quality care. Duties include to 
complete admission assessment, begin initial 
baseline care plan based on information obtained 
during the initial assessment, reviews all 
admission documents and documentation and 
meets with resident for initial assessment, initiate 
or updates applicable section of the baseline 
care plan based on review of 
documents/assessments. The facility may 
provide a comprehensive care plan in place of 
the baseline care plan if the comprehensive care 
plan is developed with in 48 hours and includes: 
Any services and treatments to be administered 
by the facility and personnel acting on behalf of 
the facility; any updated information based on the 
details of the comprehensive care plan as 
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F 684 Continued From page 30 F 684
necessary. 

A review of a facility policy titled, "Skin and 
Wound Management" dated 1/17/23 included, 
"Any new wound/skin breakdown must be 
addressed as soon as discovered: Steps to 
Follow: Assess/evaluate site, inform MD and 
obtain treatment order, complete 
investigation/incident report, write progress note, 
update care plan."

A review of a facility policy titled, "Change in 
Condition" dated 6/7/23, included that it was the 
policy of the facility to identify and communicate 
changes in condition to the physician and other 
team members. A complete assessment will be 
conducted of all systems and the nurse would 
contact the physician or nurse practioner to 
discuss findings and formulate a plan. 

A review of a facility policy titled, "Incident 
Report- Resident" reviewed on 7/12/23, included 
an investigation will be initiated whenever an 
untoward event occurs which may or may not 
result in injury to a resident. Incidents may 
include skin tears. The procedure included to 
initiate an incident report. 

A review of a facility policy titled, "Documentation 
in the EMR [electronic medical record] reviewed 
on 5/11/23, included that it was the policy of the 
center to document all information related to the 
patient's medical record in the EMR. 

NJAC- 8:39-27.1
F 755 Pharmacy 

Srvcs/Procedures/Pharmacist/Records
CFR(s): 483.45(a)(b)(1)-(3)

F 755 1/19/24
SS=D
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F 755 Continued From page 31 F 755

§483.45 Pharmacy Services
The facility must provide routine and emergency 
drugs and biologicals to its residents, or obtain 
them under an agreement described in 
§483.70(g).  The facility may permit unlicensed 
personnel to administer drugs if State law 
permits, but only under the general supervision of 
a licensed nurse.

§483.45(a) Procedures.  A facility must provide 
pharmaceutical services (including procedures 
that assure the accurate acquiring, receiving, 
dispensing, and administering of all drugs and 
biologicals) to meet the needs of each resident.

§483.45(b) Service Consultation.  The facility 
must employ or obtain the services of a licensed 
pharmacist who-

§483.45(b)(1) Provides consultation on all 
aspects of the provision of pharmacy services in 
the facility.

§483.45(b)(2) Establishes a system of records of 
receipt and disposition of all controlled drugs in 
sufficient detail to enable an accurate 
reconciliation; and

§483.45(b)(3) Determines that drug records are 
in order and that an account of all controlled 
drugs is maintained and periodically reconciled.
This REQUIREMENT  is not met as evidenced 
by:
 Complaint # NJ166083

Based on observation, interview, and record 
review, it was determined that the facility failed to 

 I. IMMEDIATE CORRECTION ACTION:
a. We respectfully submit that resident 
#187 is no longer a resident at this facility.
b. A medication error was initiated for 

FORM CMS-2567(02-99) Previous Versions Obsolete 6RTU11Event ID: Facility ID: NJ61301 If continuation sheet Page  32 of 44







A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  03/20/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

315119 12/14/2023
C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

622 S LAUREL AVENUE
ARNOLD WALTER NURSING & REHABILITATION CENTER

HAZLET, NJ  07730

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 755 Continued From page 34 F 755
medication on 6/21/23 stated that she could not 
recall where she got the  from or why 
she had not signed the declining inventory 
record.  RNS#2 further stated that sometimes a 

 was taken out and the nurse "forgets to 
sign for it." The surveyor asked RNS#2 
supervisor if she counted the  with the 
incoming nurse.  RNS#2 replied it was her 
regular practice to count the  
medications with the incoming nurse.

On 12/12/23 at 11:00 AM,  during an interview 
with the surveyor, the Interim DON stated that 
following the facility policy, she and the former 
DON destroyed #42  tablets in 
the facility drug buster. She further stated that 
they were not aware that there were any 
discrepancies which was why they had not 
conducted an investigation. At that time, the 
surveyor requested a copy of the Change of Shift 
Controlled Medication Accountability Record for 
the month of June 2023. The Interim DON stated 
that she was not able to locate it.

On 12/12/23 at 11:30 AM, the surveyor left a 
voicemail for the previous DON requesting a call 
back. The DON did not return the surveyor's 
phone call.

On 12/13/23 at 11:41 AM, the surveyor attempted 
to contact the RN who had signed the MAR 
indicating she had administered one of the doses 
of  . The RN did not return 
the surveyor's call.

On 12/13/23 at 11:46 AM, the surveyor placed a 
second call to the previous DON and left a voice 
message. The DON did not return the surveyor's 
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call.

On 12/13/23 at 1:35 PM,  the survey team met 
with the administration to discuss the above 
observations and concerns.

On 12/14/23 at 10:26 AM,  the Interim DON 
stated that there was no further information.

Review of the Facility's policy entitled, 
"NARCOTICS: ENSURING THE SECURITY OF 
NARCOTICS" dated 11/28/16 and reviewed on 
10/25/23 reflected, "...It is the policy of this facility 
to ensure that narcotics are maintained in a 
manner that ensures the safekeeping and 
integrity of the narcotics: All nurses must ensure 
that the narcotic count is accurate at the time 
they receive the keys and at the time they are 
handing over the keys to the oncoming shift. At 
no time should any nurse perform narcotic count 
alone. Each nurse is responsible for ensuring 
that the count is correct by standing side by side 
during the narcotic count. 

NJAC 8:3929.7(C)
F 756 Drug Regimen Review, Report Irregular, Act On

CFR(s): 483.45(c)(1)(2)(4)(5)

§483.45(c) Drug Regimen Review.    
§483.45(c)(1) The drug regimen of each resident 
must be reviewed at least once a month by a 
licensed pharmacist.

§483.45(c)(2) This review must include a review 
of the resident's medical chart. 

§483.45(c)(4) The pharmacist must report any 
irregularities to the attending physician and the 

F 756 1/19/24
SS=D
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F 756 Continued From page 36 F 756
facility's medical director and director of nursing, 
and these reports must be acted upon.
 (i) Irregularities include, but are not limited to, 
any drug that meets the criteria set forth in 
paragraph (d) of this section for an unnecessary 
drug.
(ii) Any irregularities noted by the pharmacist 
during this review must be documented on a 
separate, written report that is sent to the 
attending physician and the facility's medical 
director and director of nursing and lists, at a 
minimum, the resident's name, the relevant drug, 
and the irregularity the pharmacist identified.
(iii) The attending physician must document in 
the resident's medical record that the identified 
irregularity has been reviewed and what, if any, 
action has been taken to address it. If there is to 
be no change in the medication, the attending 
physician should document his or her rationale in 
the resident's medical record.

§483.45(c)(5) The facility must develop and 
maintain policies and procedures for the monthly 
drug regimen review that include, but are not 
limited to, time frames for the different steps in 
the process and steps the pharmacist must take 
when he or she identifies an irregularity that 
requires urgent action to protect the resident.
This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and record review and 
review of other facility documentation, it was 
determined that the facility failed to address the 
recommendations made by the Consultant 
Pharmacist (CP) in a timely manner. This 
deficient practice was identified for 1 of 5 
residents reviewed for unnecessary medications 
(Resident #116), and was evidenced by the 

 DRUG REGIMEN REVIEW
I. Immediate Corrective Action: 
a) Resident #97: All medication orders 
were reviewed on 11/29/23 and found that 
all recommendations from consultant 
pharmacist are currently implemented as 
suggested.
II. Identifying others affected 
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F 756 Continued From page 38 F 756
12/13/23 at 12:11 PM, the Interim Director of 
Nursing (DON), in the presence of the Registered 
Nurse Unit Manager (RNUM#1), stated that the 
unit managers were responsible for ensuring all 
MRR were completed. When asked what the turn 
around time frame for the MRR was, the DON 
responded that the facility "tries to give them one 
week, but up to 2". The surveyor inquired about 
the role of the consultant pharmacist and the 
DON indicated that they were in the building 
weekly to complete different tasks, but would 
review all the recommendations monthly. The 
DON reported that this resident was on a 
different wing of the building at the time of this 
MRR and it would have to have been reviewed 
with the previous unit manager. The DON stated 
that the MRR should have been addressed. 

During an interview with the surveyor on 
12/14/23 at 10:27 AM, the Regional Nurse (RN), 
in the presence of the Licensed Nursing Home 
Administrator (LNHA), Director of Nursing (DON), 
and Regional MDS Coordinator (RMDS), 
acknowledged that the unit manager was 
responsible and that the MRR was not completed 
and should have been addressed within 14 days. 

A review of the facility provided undated 
"Pharmacy Consultant Services" Policy, with 
Effective Date of 1/10/20 and Last Review Date: 
2/10/23, documents that under the Heading of 
Nurse Manager/Designee: [ ...] 8. Review 
consultant recommendations and contacts 
MD/NP to address as soon as possible [ ...] 13. 
Reviews all pharmacy recommendations and 
ensures that MD/NP see the recommendations, 
address the recommendations, signs, responds, 
and acts on the recommendations as appropriate 

the QAPI committee quarterly x 4.

V. Responsible Party: Interim Director of 
Nursing
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F 756 Continued From page 39 F 756
and returns all recommendations within 2 weeks 
of receipts [ ...].

NJAC 8:39-29.3 (a)
F 880 Infection Prevention & Control

CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control
The facility must establish and maintain an 
infection prevention and control program 
designed to provide a safe, sanitary and 
comfortable environment and to help prevent the 
development and transmission of communicable 
diseases and infections.

§483.80(a) Infection prevention and control 
program. 
The facility must establish an infection prevention 
and control program (IPCP) that must include, at 
a minimum, the following elements: 

§483.80(a)(1) A system for preventing, 
identifying, 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 
§483.70(e) 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;

F 880 1/19/24
SS=D
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F 880 Continued From page 40 F 880
(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 observation, interview, record review, 
and review of other documentation, it was 

 Plan of Correction F880
I. IMMEDIATE CORRECTION ACTION:
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F 880 Continued From page 43 F 880
have been dirty.

During an interview with the surveyor on 
12/13/23 at 11:51 am, the IP/LPN stated that 
after , the nurse should have 
changed gloves and sanitized her hands to 
prevent contamination and infection. 

On 12/13/23 at 1:37 pm, the surveyor informed 
the Licensed Nursing Home Administrator 
(LNHA) of the findings.

The surveyor reviewed the facility's policy titled, 
"Infection Control: Wound Management," with a 
review date of 6/12/23, which revealed the facility 
would apply clean gloves during an aseptic 
dressings procedure.

NJAC 8:39-19.4(a)

FORM CMS-2567(02-99) Previous Versions Obsolete 6RTU11Event ID: Facility ID: NJ61301 If continuation sheet Page  44 of 44

EX Order 26.4B1



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 03/20/2024 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

New Jersey Department of Health

061301 12/14/2023
C

NAME OF PROVIDER OR SUPPLIER

ARNOLD WALTER NURSING & REHABILITATIO

STREET ADDRESS, CITY, STATE, ZIP CODE

622 S LAUREL AVENUE
HAZLET, NJ  07730

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 S 000 Initial Comments  S 000

Complaint # NJ 160219; NJ160755; 165400, NJ 
166916, NJ 166083

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.

 

 S 560 8:39-5.1(a) Mandatory Access to Care

(a) The facility shall comply with applicable 
Federal, State, and local laws, rules, and 
regulations.

This REQUIREMENT  is not met as evidenced 
by:

 S 560 1/19/24

Complaint # NJ 160219; NJ160755; 165400, NJ 
166916, NJ 166083

Based on observation, interview, and 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. 

This deficient practice was evidenced by the 
following:

1. Reference: New Jersey Department of Health 

S560
I. Immediate Action: 

1. The Administrator and Interim Director 
of Nursing met with Human Resource 
Director Stephanie and Staffing 
Coordinator to determine current staffing 
vacancies in the nursing department to 
ensure accuracy of facility needs.  
2. The facility has reviewed current 
salaries in comparison to other facilities in 
the immediate area to ensure salary 
competitiveness within the community.  

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

12/28/23Electronically Signed
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 S 560Continued From page 1 S 560

(NJDOH) memo, dated 1/28/21, "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 2/01/21:

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 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.

A review of the "New Jersey Department of 
Health Long Term Care Assessment and Survey 
Program Nurse Staffing Report" for the weeks of 
10/29/23 and 11/5/23 revealed the facility was 
deficient in CNA staffing for residents as follows:

1. For the week of Complaint staffing from 
12/04/2022 to 12/10/2022, the facility was 
deficient in CNA staffing for residents on 6 of 7 
day shifts as follows:

-12/04/22 had 14 CNAs for 130 residents on the 
day shift, required at least 16 CNAs.
-12/05/22 had 13 CNAs for 130 residents on the 

3. The facility contacted the current 
agencies utilized by the facility to 
emphasize the facility’s immediate needs.  
4. The facility maintains daily contact 
with these agencies to assist in meeting 
the needs of the facility.  
5. Nursing Administration is available for 
interviews, hiring and training as needed 
to ensure all potential candidates are 
interviewed, evaluated and offered 
positions if appropriate.  
6. The facility continues to offer 
incentives including referral bonuses and 
other incentives. 
7. The facility advertises on various 
platforms such as social media, posted 
flyers in various community 
establishments, colleges and schools.  
We have partnered with C.N.A. schools, 
hung banners across facility property to 
enhance our recruitment efforts.  We have 
encouraged word of mouth referrals to 
employees and the community.
8. The facility works with a full-time 
recruiter whose sole responsibility is to 
recruit nurses and C.N.A.s.  

II. Identification of Others:
The facility respectfully submits that all 
residents may be affected by this practice. 

III. Systemic Changes 
1. The Administrator, Interim Director of 
Nursing, Human Resource have reviewed 
the state staffing ratios with the Staffing 
Coordinator to ensure meeting the state 
required ratios is the primary focus for 
staffing the facility.  
2. The Staffing Coordinator was 
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day shift, required at least 16 CNAs.
-12/07/22 had 15 CNAs for 128 residents on the 
day shift, required at least 16 CNAs.
-12/07/22 had 15 CNAs for 128 residents on the 
day shift, required at least 16 CNAs.
-12/08/22 had 15 CNAs for 128 residents on the 
day shift, required at least 16 CNAs.
-12/09/22 had 15 CNAs for 127 residents on the 
day shift, required at least 16 CNAs.
-12/10/22 had 12 CNAs for 127 residents on the 
day shift, required at least 16 CNAs.

2. For the week of Complaint staffing from 
01/08/2023 to 01/14/2023, the facility was 
deficient in CNA staffing for residents on 7 of 7 
day shifts as follows:

-01/08/23 had 13 CNAs for 140 residents on the 
day shift, required at least 17 CNAs.
-01/09/23 had 12 CNAs for 140 residents on the 
day shift, required at least 17 CNAs.
-01/10/23 had 15 CNAs for 140 residents on the 
day shift, required at least 17 CNAs.
-01/11/23 had 15 CNAs for 140 residents on the 
day shift, required at least 17 CNAs.
-01/12/23 had 15 CNAs for 140 residents on the 
day shift, required at least 17 CNAs.
-01/13/23 had 16 CNAs for 139 residents on the 
day shift, required at least 17 CNAs.
-01/14/23 had 15 CNAs for 138 residents on the 
day shift, required at least 17 CNAs.

3. For the week of Complaint staffing from 
02/26/2023 to 03/04/2023, the facility was 
deficient in CNA staffing for residents on 6 of 7 
day shifts as follows:

-02/26/23 had 13 CNAs for 127 residents on the 
day shift, required at least 16 CNAs.

instructed to notify the Interim Director of 
Nursing and/or the Administrator when 
staffing ratios are not being met so they 
can lend assistance in fulfilling those 
ratios.  
3. Human Resource Director will 
complete exit interviews for all nursing 
employees who have vacated their 
positions in an attempt to address any 
issues which could be affecting retention 
of employees.  
4. Orientation frequency will be 
increased to ensure that all potential 
candidates for employment will have 
opportunities to complete the orientation 
as soon after accepting a facility offer.  

IV. Quality Assurance
The Administrator/designee will have 
weekly meetings x 4, monthly x 2, and 
quarterly x 3 with Human Resource and 
Staffing Coordinator to review staffing 
schedules, needs, and the efficacy of the 
systems in place to fill needs. The findings 
of the audits will be presented by Human 
Resource at the Quarterly QA meeting x 
4.

V. Responsible Party: Administrator, 
Interim Director of Nursing, Human 
Resource Director 
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-02/27/23 had 13 CNAs for 124 residents on the 
day shift, required at least 15 CNAs.
-02/28/23 had 12 CNAs for 124 residents on the 
day shift, required at least 15 CNAs.
-03/01/23 had 14 CNAs for 124 residents on the 
day shift, required at least 15 CNAs.
-03/03/23 had 14 CNAs for 124 residents on the 
day shift, required at least 15 CNAs.
-03/04/23 had 13 CNAs for 124 residents on the 
day shift, required at least 15 CNAs.

4. For the week of Complaint staffing from 
06/18/2023 to 06/24/2023, the facility was 
deficient in CNA staffing for residents on 7 of 7 
day shifts as follows:

-06/18/23 had 12 CNAs for 133 residents on the 
day shift, required at least 17 CNAs.
-06/19/23 had 12 CNAs for 133 residents on the 
day shift, required at least 17 CNAs.
-06/20/23 had 15 CNAs for 131 residents on the 
day shift, required at least 16 CNAs.
-06/21/23 had 14 CNAs for 131 residents on the 
day shift, required at least 16 CNAs.
-06/22/23 had 15 CNAs for 131 residents on the 
day shift, required at least 16 CNAs.
-06/23/23 had 12 CNAs for 131 residents on the 
day shift, required at least 16 CNAs.
-06/24/23 had 14 CNAs for 131 residents on the 
day shift, required at least 16 CNAs.

5. For the 2 weeks of staffing prior to survey from 
11/12/2023 to 11/25/2023, the facility was 
deficient in CNA staffing for residents on 14 of 14 
day shifts as follows:

-11/12/23 had 10 CNAs for 148 residents on the 
day shift, required at least 18 CNAs.
-11/13/23 had 11 CNAs for 148 residents on the 
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day shift, required at least 18 CNAs.
-11/14/23 had 14 CNAs for 143 residents on the 
day shift, required at least 18 CNAs.
-11/15/23 had 14 CNAs for 140 residents on the 
day shift, required at least 17 CNAs.
-11/16/23 had 12 CNAs for 140 residents on the 
day shift, required at least 17 CNAs.
-11/17/23 had 13 CNAs for 139 residents on the 
day shift, required at least 17 CNAs.
-11/18/23 had 12 CNAs for 137 residents on the 
day shift, required at least 17 CNAs.
-11/19/23 had 11 CNAs for 137 residents on the 
day shift, required at least 17 CNAs.
-11/20/23 had 13 CNAs for 137 residents on the 
day shift, required at least 17 CNAs.
-11/21/23 had 14 CNAs for 137 residents on the 
day shift, required at least 17 CNAs.
-11/22/23 had 13 CNAs for 137 residents on the 
day shift, required at least 17 CNAs.
-11/23/23 had 12 CNAs for 139 residents on the 
day shift, required at least 17 CNAs.
-11/24/23 had 11 CNAs for 139 residents on the 
day shift, required at least 17 CNAs.
-11/25/23 had 13 CNAs for 137 residents on the 
day shift, required at least 17 CNAs.

On 12/121/23 at 12:55 PM, during an interview 
with the survyeor, the Staffing Coordinator stated 
that they were aware of the staffing ratio 
requirements.

Review of the facility's Staffing policy with an 
effective date of 1/12/21 and reviewed on 
10/14/23 reflected...Our facility provides 
adequate staffing to meet needed care and 
services for our resident population.
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E 000 Initial Comments E 000

 An Emergency Preparedness Survey was 
conducted by Healthcare Management Solutions, 
LLC on behalf of the New Jersey Department of 
Health on 12/14/2023. The facility was found to 
be in compliance with 42 CFR 483.73.

 

K 000 INITIAL COMMENTS K 000

 A Life Safety Code Survey was conducted by 
Healthcare Management Solutions, LLC on 
behalf of the New Jersey Department of Health, 
Health Facility Survey and Field Operations on 
12/14/23 and 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.

Arnold Walter Nursing and Rehabilitation Center 
is a one-story building with a partial basement 
that was built in 1969. It is composed of Type II 
protected construction. The facility is divided into 
11 - smoke zones. The generator does 
approximately 80 % of the building per the 
Maintenance Director. The current occupied beds 
are 145 of 169.
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