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INITIAL COMMENTS 
 
Complaint #: 2609208 
 
A Recertification and Complaint Survey was 
conducted by Healthcare Management Solutions, 
LLC on behalf of the New Jersey Department of 
Health (NJDOH). 
 
 
Survey Dates: 03/18/26 to 03/20/26 
 
Survey Census: 187 
 
Sample Size: 40 
 
Supplemental Residents: 7 
 
 
The facility was found to not be in substantial 
compliance with 42 CFR 483 subpart B, for Long 
Term Care facilities based on this Recertification and 
Complaint visit. 
 

F0000  
 

04/04/2026

F0880 
SS = F

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

F0880 The staff member observed removing gloves without 
performing hand hygiene was immediately 
re-educated on 3/19/2026 on proper hand hygiene 
practices per CDC guidelines. Hand hygiene was 
performed following education, and competency was 
validated by Infection Preventionist. 
 
 
A facility-wide review was conducted starting 
3/20/26 to ensure compliance across all shifts and 
departments. All staff from all departments were 
observed by Infection Preventionist for compliance 
with proper glove removal and hand hygiene 
practices. This was concluded by 4/10/2026. 100% 
Compliance was achieved. In future, any staff 
identified with improper technique will be 
re-educated and competency validated by Infection 
Preventionist. 
 
 
Root cause analysis determined the deficient 
practice was related to a break in adherence to hand 
hygiene protocol following glove removal, influenced 
by task-oriented workflow and staff response to
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Continued from page 1 
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. 
 
 
§483.80(f) Annual review. 
 
The facility will conduct an annual review of its IPCP

F0880 Continued from page 1 
observation. Additionally, the workflow design 
required staff to move away from the point of task 
completion to remove PPE and perform hand 
hygiene, creating a gap in immediate hand hygiene 
and PPE removal sequencing. 
 
 
Interventions include: 
 
The workflow in the laundry department was 
redesigned by the Infection Preventionist in 
collaboration with the Director of Laundry Services 
to ensure appropriate PPE removal and immediate 
hand hygiene at the pint of task completion as 
follows: 
 
Infection Preventionist placed Trash receptacle 
adjacent to washers to allow immediate glove/PPE 
disposal 
 
Hand sanitizer installed by maintenance director at 
washer location to ensure hand hygiene occurs 
immediately after glove removal 
 
Infection Preventionist implemented PPE 
donning/doffing signage, including required hand 
hygiene steps. Signage provided in Spanish to 
support staff understanding and compliance 
 
Infection Preventionist Reinforced proper sequence: 
Task → PPE removal → Hand hygiene 
 
Facility-wide education and competency validation 
was conducted starting 3/20/2026 and concluded on 
4/10/2026 by the Infection Preventionist with 
support from Department Managers. 
 
Educator conducted in services starting 3/20/2026 
to review the key components of F tag F880 and 
completed on 4/30/2026 
 
 
The Infection Preventionist or designee will conduct 
hand hygiene audits with focus on post-glove 
removal compliance: 
 
- 15 audits per week for 4 weeks 
 
- 30 audits Monthly thereafter 
 
 
Results will be documented and reported at Quality 
Assurance Performance Improvement meetings. Staff 
found non-compliant will receive immediate 
re-education and follow-up competency validation.
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Continued from page 2 
and update their program, as necessary. 
 
This REQUIREMENT is NOT MET as evidenced by: 
 
Based on observation, interview, record review, and 
facility policy review, the facility failed to ensure 
laundry staff performed hand hygiene immediately 
after removing personal protective equipment (PPE) 
worn while handling soiled linen prior to contacting 
clean laundry equipment and areas. This failure had 
the potential for contaminated hands to transfer 
pathogens from soiled linen to clean linen, 
equipment, and environmental surfaces, placing 
residents at risk for the development and/or 
transmission of infections. The facility housed a 
high-risk population with a census of 187 residents. 
 
Findings include: 
 
During a tour of the laundry area with the Laundry 
Manager (LM) on 03/19/26 at 7:38 AM, Laundry 
Technician (LT) 1 was observed transporting a 
commercial laundry cart containing soiled washable 
bed pads and mechanical lift slings, filled above the 
rim, from the soiled laundry area to the washer. 
 
LT1 donned disposable PPE and loaded the items 
into a front-loading washing machine. After loading 
approximately two-thirds of the contents, LT1 closed 
the washer door and started the machine. LT1 then 
pushed the soiled laundry cart back into the soiled 
laundry area, removed gloves, gown, and mask, and 
exited the soiled area. Without performing hand 
hygiene, LT1 proceeded into the clean laundry area, 
retrieved a clean laundry cart, and pushed the cart 
toward a dryer, touching clean equipment and 
surfaces. 
 
During an interview on 03/19/26 at 7:44 AM, the LM 
stated the proper process after handling soiled 
laundry included, removing PPE (gloves first, 
followed by gown and mask) and performing hand 
hygiene immediately afterward. The LM 
acknowledged LT1 did not perform hand hygiene 
after removing PPE. The LM immediately redirected 
LT1 to wash his/her hands. LT1 initially continued 
handling the clean laundry cart before stopping and 
performing hand hygiene after repeated instruction. 
The LM stated failure to perform hand hygiene after 
handling soiled laundry created a risk of 
contamination from dirty to clean areas. 
 
During an interview on 03/19/26 at 8:21 AM, the 
Infection Preventionist (IP) stated the facility follows 
the Centers for Disease Control (CDC) infection 
control guidelines, including standard precautions

F0880 05/01/2026
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Continued from page 11 
(B) Resident representative information including 
contact information 
 
(C) Advance Directive information 
 
(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; 

F0628 Continued from page 11 
 
 
All residents have the potential to be affected by the 
deficient practice. 
 
 
The Facility Educator and/or designee re-educated 
all license nursing staff on federal regulation 628 
related to the discharge process and the family 
notification of transfer or discharge. Education was 
completed 4/16/2026 
 
Upon Emergency transfer Nursing Department will 
give the notice to the resident via the emergency 
transfer form. If the nurse is unable to give the 
notice to the resident because of the severity of 
their medical condition at the time of transfer or a 
low BIMS score the Receptionist/designee will either 
email or mail the Emergency transfer form to the 
POA/Family as soon as possible but no later than 
24 hours after the emergency transfer. 
 
The Unit Secretary and/or designee will audit 5 
acute transfer resident weekly for 4 weeks then 10 
residents monthly for 3 months. 
 
 
The Unit Secretary and /or designee will submit the 
audit reports to the Quality Assurance Committee.
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Continued from page 12 
(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 
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. 

F0628 05/01/2026
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Continued from page 13 
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. 
 
 
§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
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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  
 

04/06/2026

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 1. 
 
The Staffing Coordinator immediately notified the 
staffing agency to provide additional Certified 
Nursing Assistant (CNA) to supplement the staffing 
need. 
 
The Administrator immediately in-serviced the 
Staffing Coordinator on 4/6/2026 in reference to the 
state guideline S 560. 
 
The Staffing Coordinator immediately called all the 
aides scheduled for the next shift to come in early. 
 
The Administrator offered an overtime bonus for 
aides who will stay for the shift or work extra. 
 
 
2. All the residents may be affected by the short 
staff as required by NJ DOH. 
 
 
3. 
 
The Administrator in-serviced the Staffing 
Coordinator on 4/6/2026 in reference to the state 
guideline S560. 
 
Director of Human Resources will continue to post 
the vacancies in all 3 shifts. 
 
The Staffing Coordinator and/or designee will post 
and/or offer an OT pay to in-house staff. 
 
The Administrator and / or Staffing Coordinator will 
increase the hourly pay rate by $3 or more as

05/01/2026
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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 2 weeks of staffing prior to survey from 
03/01/2026 to 03/14/2026, the facility was deficient 
in CNA staffing for residents on 1 of 14 day shifts as 
follows: 
 
 
-03/14/26 had 21 CNAs for 177 residents on the day 
shift, required at least 22 CNAs.

S0560 Continued from page 1 
necessary for open shifts to increase the chance of 
pickup during a call out coverage and on weekends. 
 
The staffing agency will block a schedule for the 
open position to cover for the vacancies. 
 
1 out of 3 Restorative CNA will be reassigned to 
direct patient care when challenged with staffing 
ratio to meet the state guidelines 
 
 
4. 
 
The Staffing Coordinator and/or designee will audit 
the staffing weekly for 4 weeks then monthly for 3 
months. 
 
The Staffing Coordinator and DON will submit the 
audit report to the Quality Assurance Performance 
Improvement Committee.
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F0000 INITIAL COMMENTS 
 
An offsite/desk review of the facility's Plan of 
Correction was conducted on 05/08/2026 in relation 
to the 03/20/2026 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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An offsite/desk review of the facility's Plan of 
Correction was conducted on 05/08/2026 in relation 
to the 03/20/2026 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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An Emergency Preparedness Survey was conducted 
by Healthcare Management Solutions, LLC on behalf 
of the New Jersey Department of Health (NJDOH) on 
03/18/26. The facility was found to be in compliance 
with 42 CFR 483.73.
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 05/08/2026 in relation 
to the 03/20/2026 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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An offsite/desk review of the facility's Plan of 
Correction was conducted on 05/08/2026 in relation 
to the 03/20/2026 Emergency Preparedness survey. 
The facility was found to be in compliance with the 
requirement for participation in Medicare/Medicaid at 
42 CFR, Subpart 483.73, Emergency Preparedness.
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