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Continued from page 16
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 §483.71 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. 

Continued from page 16
prevention and control policies in response to a 
positive COVID-19 case. Education addressed that all 
measures of the Community’s “Outbreak Response Plan”, 
policy and procedure, “Standard Precautions Infection 
Control” and the current “NJDOH Respiratory Outbreak 
Checklist” must be implemented timely to ensure 
compliance with CFR 483.80, and CDC and state 
guidelines for respiratory viruses. On 9/3/25, the 
Infection Preventionist educated all Nurses, CNAs and 
Dining Room servers who were working about the 
requirement to perform proper hand hygiene, in 
accordance with CFR 483.80 and the Community’s policy 
and procedures, “Hand Hygiene and Standard Precautions
Infection Control” including when assisting with meals
and using the phone. Signage in the Dining Room was 
immediately placed for the cueing of proper hand 
hygiene. On 8/27/25 and 9/3/25, all Nurses and 
Certified Nursing Assistants who were working also 
received an in-service about protocol for offering hand
sanitizer to all residents prior to dining and 
assisting them with hand hygiene as necessary. In 
addition, working Life Enrichment staff were educated 
on 9/4/25 about offering hand sanitizer to residents 
prior to dining. The above education was continued and
completed on 9/9/25 for all remaining Nursing, Dining 
and Life Enrichment staff. 

2.How the facility will identify other residents having
potential to be affected by the same deficient 
practices. 

All residents, visitors, and staff have the potential 
to be affected. 

3.What measures will be put into place or systemic 
changes made to ensure that the deficient practice 
would not recur? 

On 9/3/25 The Infection Preventionist re-educated all 
Nursing staff about the performance of proper hand 
hygiene in accordance with policies and 
procedures, “Hand Hygiene and Standard Precautions”. 
The Infection Preventionist/Designee will complete a 
hand hygiene competency for each Nursing staff member 
that is based upon successful return demonstration. The
protocol for completion of hand hygiene competencies 
was updated to include a semi-annual competency for 
Nursing staff. Re-education about the hand hygiene 
policy and competency completion will be repeated to 
address any unsuccessful return demonstration of hand 
hygiene. On an ongoing basis, the Infection 
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Continued from page 21
hygiene prior to donning gloves, immediately after 
removing gloves. 

NJAC 8:39-19.4(e)(m)(n). 
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S0000 S0000 09/12/2025Initial Comments 

 

Survey Date: 8/24/25 to 8/29/25 

Census: 52 

Sample: 14 + 2 closed records 

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. 

 

S0560 S0560 09/30/2025Mandatory 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 interview and review of pertinent facility 
documentation, it was determined that the facility 
failed to maintain the required minimum direct care 
staff-to-shift ratios as mandated by the state of New 
Jersey for 2 of 14 day shifts reviewed. 

This deficient practice was evidenced by the following:

a) Reference: New Jersey Department of Health (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: 

How will the corrective action be accomplished for 
those residents found to be affected by deficient 
practice; These are the residents specified in the 
CMS-2567, Statement of Deficiencies. 

There were no negative outcomes noted to residents on 
the day shifts identified as not meeting the NJ 
staffing requirements on the dates of 8/11/25 and 
8/23/25. All residents were assisted with their 
activities of daily living, meals, and call bell 
requests, without deviation from the plan of care. In 
addition, the rehabilitation team rendered bedside ADL
assistance to residents receiving therapies. 

A key root cause identified by our team is the increase
in higher paying, non-healthcare related positions of 
which a number do not require off-shift/weekend/holiday
hours and involve less physical work. There has also 
been a decrease in enrollment in CNA certification 
courses. In addition, despite staffing for the 
appropriate ratios, staff call outs, at times without 
proper notice, were also a contributing factor. 

How the facility will identify other residents having 
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S0560 S0560Continued from page 1
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. 

For the 2 weeks of staffing prior to survey from 
8/10/2025 to 8/23/2024, the facility was deficient in 
CNA staffing for residents on 2 of 14 day shifts as 
follows: 

8/11/25 had 5 CNAs for 47 residents on the day shift, 
required at least 6 CNAs. 

8/23/25 had 5 CNAs for 49 residents on the day shift, 
required at least 6 CNAs. 

On 8/27/2025 at 12:31 PM the surveyor interviewed the 
Staffing Coordinator (SC). The SC stated that she was 
aware of the staffing requirements. She stated the 
requirements were eight CNAs day shift, 10 CNAs 3-11 
shift and 14 CNAs night shift and they met the 
requirements. 

A review of the facility policy "Nursing Services and 
Sufficient Staff" dated as revised 7/01/2025 provided 
by the Licensed Nursing Home Administrator (LNHA) 
revealed, “it is the policy of this community to 
provide sufficient staff with appropriate competencies
and skill sets to assure resident safety and attain or
maintain the highest practicable physical, mental and 
psychosocial well-being of each resident”… 

Continued from page 1
the potential to be affected by the same deficient 
practices. 

All residents have the potential to be affected by not
meeting the staffing requirements N.J.S.A.30:13-18 on 
day shift. No residents were identified as having been
affected. 

What measures will be put in place or systematic 
changes made to ensure that the deficient practice is 
being corrected and will not recur. 

The Administrator re-educated the staffing coordinator,
charge nurses, and supervisors regarding state staffing
requirements (N.J.S.A.30:13-18) the protocol for 
completing the nursing schedule, Director of 
Nursing/Administrator notification of staffing concern
managing staff callouts. 

- The Director of Nursing/Designee educated nursing 
staff regarding procedures and time frames for call 
outs. 

- The facility has posted job openings on job sites to
promote CNA job openings. 

- The staffing coordinator is offering staff the option
to transfer to day shift, pick up extra shifts for 
overtime, and incentive and referral bonuses are being
offered. 

- The community has signed contracts with three 
additional staffing agencies and will use agency staff
as needed to meet staffing needs/requirements. 

- The community continues to make every effort to 
recruit and retain staff in this very competitive and 
struggling market. 

- The Director of Nursing/Designee meets with the 
staffing coordinator daily to review facility census, 
call outs if any, and staffing needs to meet required 
ratios. 

- HR/Designee will oversee the implementation of the 
Fellowship Spirit program, a team member recognition 
and award system for those including CNAs who 
demonstrate care and, or hospitality excellence. 
Recognition and an award are provided and announced by
Management monthly and annually to help support 
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S0560 S0560 Continued from page 2
retention. 

- The HR Director/Designee will identify any CNA 
schools in the area to set up possible recruitment 
events for new graduates. 

- The Administrator/Designee will petition the New 
Jersey Governor to advocate for the state’s 
participation in the CMS Nursing Home Staffing 
Campaign. 

How will the facility monitor its corrective actions to
ensure that the deficient practice is being corrected 
and will not recur. 

The Staffing Coordinator/Designee will meet with the 
Director of Nursing/Designee and Administrator/Designee
to review/audit staffing schedules to ensure ratio 
requirements are being met daily. 

The HR director/designee will provide a report to the 
Administrator regarding staff retention, recruitment 
progress and recruitment/retention activities weekly. 

The results of the audits will be presented to the 
community’s QAPI Committee for further review and 
recommendations as needed, until sustained compliance 
is achieved. 

S2315 S2315 09/30/2025Mandatory Physical Environment 

CFR(s): 8:39-31.6(i)(1-2) 

(i) The administrator shall serve as, or appoint, a 
disaster planner for the facility. 

1. The disaster planner shall meet with county and 
municipal emergency management coordinators at least 
once each year to review and update the written 
comprehensive evacuation plan, or if county or 
municipal officials are unavailable for this purpose, 
the facility shall notify the State Office of Emergency
Management. 

2. While developing the facility's evacuation plan, the
disaster planner shall coordinate with the facility or
facilities designated to receive relocated residents. 

1. How the corrective action will be accomplished for 
those residents found to have been affected by the 
deficient practice; These are the residents specified 
in the CMS-2567, Statement of Deficiencies. 

The emergency Preparedness Manual including evaluation
Plan was emailed to the Ocean County Emergency 
Management Official on 9/18/25 for review with email 
confirmation received of cursory review. Upon receiving
the documentation of the full review from the office of
Emergency Management official; the review report will 
be added to our records. 

2. How the facility will identify other residents 
having potential to be affected by the same deficient 
practices. 

All residents, staff, and visitors have the potential 
to be affected by not having the record of the 
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S2315 S2315Continued from page 3
This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on record review and interview on 8/28/25 in the
presence of the Vice President of Capital Projects 
(VPCP) and the Administrator, it was determined the 
facility disaster planner failed to meet with county 
and municipal emergency management coordinators at 
least once each year to review and update the written 
comprehensive evacuation plan, or if the county or 
municipal officials are unavailable, notify the State 
Office of Emergency Management. This deficient practice
had the potential to affect all residents and was 
evidenced by the following: 

A record review of the emergency preparedness manual 
which included the evacuation plan revealed the 
facility management had reviewed the plan on 7/9/25. 
There was no documentation that the county or municipal
Office of Emergency Management (OEM) officials or state
OEM reviewed or were asked to review the emergency 
preparedness plan. 

In an interview at the time, the Administrator, VPCP 
and Executive Director (ED) confirmed the record 
review. 

The facility's Administrator, VPCP, ED, Vice President
of Clinical Operations and Director of Nursing were 
informed of the deficient practice at the Life Safety 
Code exit conference at 4:46 PM. 

Continued from page 3
emergency preparedness manual and evacuation plan 
reviewed by officials in accordance with 
8:39-31.6(i)(1-2). 

3. What measures will be put into place or systemic 
changes made to ensure that the deficient practice 
would not recur. 

Plant Operations Director will add annual review to 
calendar and Use Emergency Preparedness check sheet for
the annual review of the manual and evacuation plan to
ensure annual review is scheduled and the documentation
of the review is obtained for our records. 

4. How the facility will monitor its corrective actions
to ensure that the deficient practice is being 
corrected and will not recur. 

Plant Operations Manager will report any scheduled 
dates of Emergency preparedness review of emergency 
preparedness manual and evacuation plan to 
Administrator, safety committee, and to the Quality 
Assurance Performance Improvement Committee quarterly.
The Quality Assurance Performance Committee will 
determine the time frame of monitoring and/or 
discontinuance. 

S2345 S2345 09/30/2025Mandatory Physical Environment 

CFR(s): 8:39-31.6(o) 

The facility shall conduct at least one evacuation 
drill each year, either simulated or using selected 
residents. State, county, and municipal emergency 
management officials shall be invited to attend the 
drill at least 10 working days in advance. 

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on record review and interview on 8/28/25 in the
presence of the Vice President of Capital Projects 
(VPCP) and the Administrator, it was determined the 
facility failed to perform an evacuation drill and to 
invite county, municipal and state Office of Emergency
Management (OEM) officials to at least one evacuation 
drill in the last 12 months. This deficient practice 
had the potential to affect all residents and was 
evidenced by the following: 

1. How the corrective action will be accomplished for 
those residents found to have been affected by the 
deficient practice; These are the residents specified 
in the CMS-2567, Statement of Deficiencies. 

Next required Drill to include an evacuation or 
simulated evacuation was scheduled on 10/23/25 and the
Plant Operations Director updated the directory of 
officials. An invitation was sent on 9/11/25 to state,
county, and municipal officials in accordance with 
8:39-31.6 (o). 

2. How the facility will identify other residents 
having potential to be affected by the same deficient 
practices. 

All residents, staff, and visitors have the potential 
to be affected by not performing one disaster drill to
include an evaluation as well as not inviting state, 
county, and municipal officials in accordance with 
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S2345 S2345Continued from page 4

A record review of the emergency preparedness plan and
associated drills revealed, the facility had a tabletop
in-service on 7/22/25. There was no evacuation drill. 
There was no documentation that the county, municipal 
and state Office of Emergency Management (OEM) 
officials were invited, 10 working days in advance to 
attend an emergency preparedness drill or that they 
attended a drill. 

In an interview at the time, the Administrator, VPCP 
and Executive Director (ED) confirmed the record 
review. 

The facility's Administrator, VPCP, ED, Vice President
of Clinical Operations and Director of Nursing were 
informed of the deficient practice at the Life Safety 
Code exit conference at 4:46 PM. 

Continued from page 4
8:39-31.6 (o). 

3. What measures will be put into place or systemic 
changes made to ensure that the deficient practice 
would not recur. 

Plant Operations Director was re-education on 
regulation 8:39-31.6 (o) and will keep a tracking log 
on drills with one Drill to include an evacuation. 
Plant Operations Director will reminder one month in 
advance on calendar prior to drill to allow enough time
for the invitation to be sent with notice in accordance
with 8:39-31.6 (o) to officials and to keep record of 
invitation in our records. 

4. How the facility will monitor its corrective actions
to ensure that the deficient practice is being 
corrected and will not recur. 

Plant Operations Director will notify Staff of 
Scheduled drills with evacuations quarterly to the 
administrator and will audit the invite time frame to 
ensure compliance with notification period as well as 
to ensure one drill includes an evacuation and/or 
simulated evacuation. Plant Operations Director will 
report findings to the safety committee and to the 
Quality Assurance Performance Improvement Committee 
(QAPI) for 6 Months. The QAPI committee will determine
if further monitoring required or discontinuance. 
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F0000 F0000INITIAL COMMENTS 

An offsite/desk review of the facility's Plan of 
Correction was conducted on 11/21/2025 in relation to 
the 8/29/2025 Recertification survey. The facility was
found to be in compliance with 42 CFR Part 483, 
Requirements for Long Term Care Facilities. 

 

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 S0000Initial Comments 

 

An offsite/desk review of the facility's Plan of 
Correction was conducted on 11/21/2025 in relation to 
the 8/29/2025 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 
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An Emergency Preparedness survey was conducted by the 
New Jersey Department of Health, Health Facility Survey
and Field Operations on 8/27/25 and 8/28/25. Hamilton 
Place at The Pines was found to be in substantial 
compliance with CFR 483.73, Requirements for Long Term
Care Facilities. 
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An onsite revisit was conducted on 11/14/2025 to verify
the facility's Plan of Correction for the 8/29/2025 
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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