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Continued from page 16
funeral directors, and to avert a serious threat to 
health or safety as permitted by and in compliance with
45 CFR 164.512. 

§483.70(h)(3) The facility must safeguard medical 
record information against loss, destruction, or 
unauthorized use. 

§483.70(h)(4) Medical records must be retained for- 

(i) The period of time required by State law; or 

(ii) Five years from the date of discharge when there 
is no requirement in State law; or 

(iii) For a minor, 3 years after a resident reaches 
legal age under State law. 

§483.70(h)(5) The medical record must contain- 

(i) Sufficient information to identify the resident; 

(ii) A record of the resident's assessments; 

(iii) The comprehensive plan of care and services 
provided; 

(iv) The results of any preadmission screening and 
resident review evaluations and determinations 
conducted by the State; 

(v) Physician's, nurse's, and other licensed 
professional's progress notes; and 

(vi) Laboratory, radiology and other diagnostic 
services reports as required under §483.50. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on interview, record review, and review of the 
facility policy, the facility failed to ensure the 
medical record was complete and accurate for one 
resident (Resident (R) 5) out of 24 sampled residents.
This failure placed the residents at risk for unmet 
care needs. 

Findings include: 

Review of the facility's policy titled, "Charting and 
Documentation," dated 01/10/25 revealed, "All services
provided to the resident, progress toward the care plan
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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. 

 

S0560 S0560 08/20/2025Mandatory 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 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

S560 

1. The Administrator and Human Resources (HR) will 
conduct bi-weekly Staff Recruitment Meetings for eight
weeks and monthly thereafter to review open positions,
staffing needs, recruitment efforts, and any active 
applications or resumes. Direct care staff positions 
will be advertised through multiple channels, including
the company website, online recruitment platforms, 
local vocational/technical schools, Certified Nursing 
Aide training programs, and social media. Staffing 
agency contracts will be utilized as needed to 
supplement direct care coverage. 

2. All residents have the potential to be affected by 
staffing shortages. 

3.When a staffing ratio imbalance is identified, the 
facility will: 

Contact all available staff to work additional shifts,
offering incentive bonus pay to volunteers. 

Engage contracted staffing agencies to maintain 
required direct care staffing levels. 

Additionally, the Administrator, Director of Nursing 
(DON)/designee, and HR will review wages and benefits 
to remain competitive and offer sign-on and referral 
bonuses to current staff and new hires. The Staffing 
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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 3 weeks of Complaint staffing from 10/13/2024 
to 11/02/2024, the facility was deficient in CNA 
staffing for residents on 2 of 21 day shifts as 
follows: 

-10/19/24 had 12 CNAs for 103 residents on the day 
shift, required at least 13 CNAs. 

-10/23/24 had 12 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 

2. For the 3 weeks of Complaint staffing from 
12/15/2024 to 0104/25, the facility was deficient in 
CNA staffing for residents on 2 of 21 day shifts as 
follows: 

-12/30/24 had 12 CNAs for 104 residents on the day 
shift, required at least 13 CNAs. 

-01/03/25 had 12 CNAs for 107 residents on the day 
shift, required at least 13 CNAs. 

Continued from page 1
Scheduler and DON/designee will review the upcoming 
week’s schedule weekly to ensure compliance with 
regulatory staffing requirements. 

4.The DON/designee will review daily staffing levels 
and present findings monthly for three months to the 
QAPI Committee. Any staffing level deficiencies will be
addressed with appropriate corrective action. HR will 
also report the outcomes of Staff Recruitment Meetings
monthly for three months to the QAPI Committee. 
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 9/17/2025 in relation to 
the 7/24/2025 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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An offsite/desk review of the facility's Plan of 
Correction was conducted on 9/17/2025 in relation to 
the 7/24/2025 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 
Healthcare Management Solutions, LLC on behalf of the 
New Jersey Department of Health (NJDOH), Health 
Facility Survey and Field Operations on 07/22/25. The 
facility was found to be in compliance with 42 CFR 
483.73. 

 

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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An offsite/desk review of the facility's Plan of 
Correction was conducted on 9/17/2025 in relation to 
the 7/24/2025 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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