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F0000 INITIAL COMMENTS 

NJ Complaint # 423347, 2582208, 2619854, 2803914, 
2967343, 2977903  

Survey date: 4/15/26-4/21/26 

Census:123 

Sample size: 24 + 3 closed records 

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.  

F0000 05/04/2026

F0812 
SS = F

Food Procurement,Store/Prepare/Serve-Sanitary 

CFR(s): 483.60(i)(1)(2)  

§483.60(i) Food safety requirements.

The facility must - 

§483.60(i)(1) - Procure food from sources approved
or considered satisfactory by federal, state or local
authorities.

(i) This may include food items obtained directly
from local producers, subject to applicable State and
local laws or regulations.

(ii) This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable safe
growing and food-handling practices.

(iii) This provision does not preclude residents from
consuming foods not procured by the facility.

§483.60(i)(2) - Store, prepare, distribute and serve
food in accordance with professional standards for

F0812 Plan of Correction – F0812 

1. Corrective Action for Identified Issues

All identified food safety and sanitation concerns 
were corrected immediately at the time of  
observation or upon identification:  

Undated and unlabeled food items, including  
applesauce, macaroni, and burger patties, were 
discarded.  

Molded peppers were removed and discarded. 

Expired milk cartons in the fourth-floor pantry 
refrigerator were discarded.  

All food items stored directly on the floor were  
removed and placed on shelving at least six inches 
above the floor.  

All open food items were properly covered, labeled, 
and dated.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
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Continued from page 19 
 
§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.  
 
 
§483.80(a)(4) A system for recording incidents  
identified under the facility's IPCP and the  
corrective actions taken by the facility.  
 
 
§483.80(e) Linens.  
 
Personnel must handle, store, process, and transport 
linens so as to prevent the spread of infection.

F0880 Continued from page 19 
2. Identification of Other Residents with the Potential 
to be Affected  
 
 
All residents have the potential to be affected by the 
deficient practice.  
 
 
3. Systemic Changes to Prevent Recurrence  
 
The facility implemented the following corrective  
measures:  
 
 
All facility staff, will be re-educated on the facility  
policy titled “Transmission-Based Precautions,” with 
emphasis on donning personal protective equipment 
prior to room entry, regardless of the level of  
resident contact, by the Director of Nursing, Infection 
Preventionist, or designee. Education will include  
clarification that contact precautions require gown  
and gloves upon entry into the room or care area,  
not only during hands-on care.  
 
 
Signage for isolation precautions will be reviewed to 
clearly reflect required actions for staff and visitors 
by the Infection Preventionist or designee.  
 
 
Unit Managers, Supervisors or designees will be  
assigned responsibility to conduct routine  
rounds/audits to monitor compliance with infection 
control practices weekly for 4 weeks.  
 
 
All education will be completed by 5/21/2026.  
 
 
4. Monitoring to Ensure Sustained Compliance  
 
The Director of Nursing and the Infection  
Preventionist or designee will conduct ongoing  
infection control audits Weekly reviews for four  
weeks, and monthly audits for 3 months focusing on 
isolation precaution compliance  
 
Any identified issues will result in immediate  
corrective action, including re-education.  
 
Audit findings will be reviewed monthly at the  
Quality Assurance and Performance Improvement  
meeting for three months as appropriate to ensure  
sustained compliance and to determine if further  
interventions are required.
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S0000 
 

Initial Comments  
 
 
NJ Complaint #2803914  
 
 
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  
 

05/04/2026

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 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 identified for 21 out of 21 
day shifts out of day shifts reviewed, as evidenced  
by the following:  
 
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 8 residents 
for the day shift.  

S0560 Plan of Correction – S0560  
 
1. Corrective Action for Identified Issue  
 
 
Nursing leadership, including the Director of  
Nursing,staffing coordinator or designee, will review 
daily staffing assignments to ensure adequate  
coverage based on census and resident acuity.  
 
 
The Staffing Coordinator was re-educated on New  
Jersey minimum staffing requirements to ensure  
accurate scheduling moving forward.  
 
 
Facility has contracted with new agency to assist  
with staffing requirements.  
 
 
2. Identification of Other Residents with the Potential 
to be Affected  
 
All residents have the potential to be affected by the 
deficient practice.  
 
 
3. Systemic Changes to Prevent Recurrence  
 
 
A staffing oversight process was implemented to  
ensure daily review of staffing levels prior to each  
shift by the Director of Nursing or designee and

06/21/2026
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S0560 Continued from page 1 
 
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 week of Complaint staffing from 03/08/2026 
to 03/14/2026, the facility was deficient in CNA  
staffing for residents on 7 of 7-day shifts as  
follows:  
 
 
-03/08/26 had 12 CNAs for 120 residents on the day 
shift, required at least 15 CNAs.  
 
-03/09/26 had 13 CNAs for 120 residents on the day 
shift, required at least 15 CNAs.  
 
-03/10/26 had 12 CNAs for 118 residents on the day 
shift, required at least 15 CNAs.  
 
-03/11/26 had 12 CNAs for 118 residents on the day 
shift, required at least 15 CNAs.  
 
-03/12/26 had 13 CNAs for 118 residents on the day 
shift, required at least 15 CNAs.  
 
-03/13/26 had 13 CNAs for 118 residents on the day 
shift, required at least 15 CNAs.  
 
-03/14/26 had 11 CNAs for 121 residents on the day 
shift, required at least 15 CNAs.  
 
 
For the 2 weeks of staffing prior to survey from  
03/29/2026 to 04/11/2026, the facility was deficient 
in CNA staffing for residents on 14 of 14 day shifts  
as follows:  
 
 
-03/29/26 had 11 CNAs for 127 residents on the day 
shift, required at least 16 CNAs.  
 
-03/30/26 had 13 CNAs for 127 residents on the day 
shift, required at least 16 CNAs.  
 
-03/31/26 had 12 CNAs for 127 residents on the day 
shift, required at least 16 CNAs.  

S0560 Continued from page 1 
Staffing Coordinator or designee.  
 
 
The facility increased recruitment efforts, including  
job postings, open interviews, referral incentives,  
and partnerships with staffing agencies to maintain  
adequate Certified Nurse Aide staffing levels. Which 
is overseen by Human Resource director.  
 
 
Staffing coordinator, Director of Nursing, Assistant  
director of Nursing were re-educated on New Jersey 
staffing requirements, by administrator or designee. 
 
 
A contingency plan was implemented requiring  
call-offs to be attempted to replace prior to the start 
of shift to maintain required staffing ratios.  
 
 
Overtime and incentive programs were implemented 
to promote staff retention and ensure adequate  
coverage.  
 
 
Working with local Certitied nurse aide school to  
provide classes, and opportunities for recruitment.  
 
 
4. Monitoring to Ensure Sustained Compliance  
 
The Administrator or designee and Director of  
Nursing or designee will conduct weekly review of  
staffing schedules for four weeks ,Weekly staffing  
audits for an additional month.  
 
Audit findings will be reviewed monthly at the  
Quality Assurance and Performance Improvement  
meeting for three months as appropriate to ensure  
sustained compliance and to determine if further  
interventions are required.
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S0560 Continued from page 2 
-04/01/26 had 14 CNAs for 125 residents on the day 
shift, required at least 16 CNAs.  
 
-04/02/26 had 12 CNAs for 125 residents on the day 
shift, required at least 16 CNAs.  
 
-04/03/26 had 11 CNAs for 125 residents on the day 
shift, required at least 16 CNAs.  
 
-04/04/26 had 11 CNAs for 125 residents on the day 
shift, required at least 16 CNAs.  
 
 
-04/05/26 had 9 CNAs for 126 residents on the day 
shift, required at least 16 CNAs.  
 
-04/06/26 had 11 CNAs for 126 residents on the day 
shift, required at least 16 CNAs.  
 
-04/07/26 had 14 CNAs for 126 residents on the day 
shift, required at least 16 CNAs.  
 
-04/08/26 had 14 CNAs for 126 residents on the day 
shift, required at least 16 CNAs.  
 
-04/09/26 had 13 CNAs for 128 residents on the day 
shift, required at least 16 CNAs.  
 
-04/10/26 had 12 CNAs for 125 residents on the day 
shift, required at least 16 CNAs.  
 
-04/11/26 had 10 CNAs for 124 residents on the day 
shift, required at least 15 CNAs.  
 
 
During an interview on 04/17/2026 at 9:01 AM with 
the surveyor, the staffing coordinator said she was  
aware of the certified nursing assistant staffing  
requirements. She stated that the facility meets the  
requirements.  
 
Review of the facility policy titled, "Nursing Services 
and Sufficient Staff", reviewed on 02/05/2025,  
reflected that the facility will supply services by  
sufficient numbers of each of the following  
personnel types on a 24-hour basis to provide  
nursing care to all resident in accordance with  
resident care plans: a except when waived, licensed 
nurses: and b. other personnel, including but not  
limited to nurse aides. The policy also reflected that 
it is a guideline of this facility to provide sufficient  
staff with appropriate competencies and the skill  
sets to assure resident safety and attain or maintain 
the highest practicable physical, mental, and  
psychosocial well-being of each resident, as  
determined by resident assessments and individual

S0560 06/21/2026
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S0560 
 

Continued from page 3 
plans of care. The facility’s census, acuity and  
diagnoses of the resident population will be  
considered based on the facility assessment.  
 

S0560  06/21/2026

S1680 Mandatory Nurse Staffing  
 
CFR(s): 8:39-25.2(b)(1)&(2)  
 
(b) The facility shall provide nursing services by  
registered professional nurses, licensed practical  
nurses, and nurse aides (the hours of the director of 
nursing are not included in this computation, except 
for the direct care hours of the director of nursing in 
facilities where the director of nursing provides more 
than the minimum hours required at N.J.A.C.  
8:39-25.1(a)) on the basis of:  
 
 
1. Total number of residents multiplied by 2.5  
hours/day; plus  
 
 
2. Total number of residents receiving each service  
listed below, multiplied by the corresponding number 
of hours per day:  
 
 
Wound care 0.75 hour/day  
 
 
Nasogastric tube feedings and/or gastrostomy 1.00  
hour/day  
 
 
Oxygen therapy 0.75 hour/day  
 
 
Tracheostomy 1.25 hours/day  
 
 
Intravenous therapy 1.50 hours/day  
 
 
Use of respirator 1.25 hours/day  
 
 
Head trauma stimulation/advanced  
neuromuscular/orthopedic care 1.50 hours/day  
 
This LICENSURE REQUIREMENT is NOT MET as  
evidenced by:  
 
Based on review of the Supplementary Nurse  
Staffing Report for the weeks of 03/29/2026 to  
04/14/2026, it was determined that the facility failed 
to provide minimum staffing levels for licensed staff

S1680 Plan of Correction -S1680  
 
 
Corrective Action for Identified Issue  
 
 
A review of licensed nursing staffing schedules will 
be conducted by staffing coordinator and Director of 
Nursing or designee to ensure compliance with the  
required hours per resident per day, including base 
hours and additional acuity-based services.  
 
 
Additional licensed nurses will be attempted to be  
scheduled, and agency licensed nurses will be  
attempted to be secured to meet required staffing  
hours.  
 
 
The Director of Nursing or designee and Staffing  
Coordinator or designee will review daily staffing  
levels and adjusted assignments to ensure adequate 
licensed nurse coverage based on census and  
resident acuity.  
 
 
2. Identification of Other Residents with the Potential 
to be Affected  
 
All residents can be affected by the deficient  
practice.  
 
 
3. Systemic Changes to Prevent Recurrence  
 
The facility implemented the following corrective  
measures:  
 
 
Staffing schedules will be reviewed daily by the  
Director of Nursing or designee and Staffing  
Coordinator or designee. To ensure proper staffing  
requirements are met.  
 
 
Recruitment efforts were enhanced to increase  
licensed nurse staffing, including partnerships with  
staffing agencies, recruitment incentives, and open  
interviews. And will be overseen by Human  
resources director.  
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S1680 Continued from page 4 
on 11 of 14 days. The required staffing hours and  
actual staffing hours are as follows:  
 
For the week of 03/29/26  
 
Required Staffing Hours: 425.50  
 
-03/29/26 had 376 actual staffing hours, for a  
difference of -49.50 hours.  
 
-03/30/26 had 424 actual staffing hours, for a  
difference of -1.50 hours.  
 
-03/31/26 had 416 actual staffing hours, for a  
difference of -9.50 hours.  
 
-04/01/26 had 424 actual staffing hours, for a  
difference of -1.50 hours.  
 
-04/02/26 had 416 actual staffing hours, for a  
difference of -9.50 hours.  
 
-04/03/26 had 329 actual staffing hours, for a  
difference of -33.50 hours.  
 
-04/04/26 had 360 actual staffing hours, for a  
difference of -65.50 hours.  
 
For the week of 04/05/26  
 
Required Staffing Hours: 421  
 
-04/05/26 had 344 actual staffing hours, for a  
difference of -77 hours.  
 
-04/06/26 had 400 actual staffing hours, for a  
difference of -21 hours.  
 
-04/10/26 had 408 actual staffing hours, for a  
difference of -13 hours.  
 
-04/11/26 had 368/ actual staffing hours, for a  
difference of -53 hours.  
 
 
During an interview on 04/17/2026 at 9:01 AM with 
the surveyor, the staffing coordinator said that she  
staffs nurses according to resident acuity, especially 
on the second floor with the high acuity residents.  
 
Review of the facility policy titled, "Nursing Services 
and Sufficient Staff", reviewed on 02/05/2025,  
reflected that the facility will supply services by  
sufficient numbers of each of the following  
personnel types on a 24-hour basis to provide  
nursing care to all resident in accordance with

S1680 Continued from page 4 
All administrative staff involved in staffing will be  
re-educated on New Jersey licensed staffing  
requirements to include, director of nursing,  
assistant director of nursing, unit managers, staffing 
coordinator, by the Administrator or designee.  
 
 
4. Monitoring to Ensure Sustained Compliance  
 
The Administrator or designee and Director of  
Nursing or designee will conduct weekly review of  
licensed staffing hours for four weeks ,biweekly  
audits for an additional one month.  
 
Audit findings will be reviewed monthly at the  
Quality Assurance and Performance Improvement  
meeting for three months as appropriate to ensure  
sustained compliance and to determine if further  
interventions are required.
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S1680 Continued from page 5 
resident care plans: a except when waived, licensed 
nurses: and b. other personnel, including but not  
limited to nurse aides. The policy also reflected that 
it is a guideline of this facility to provide sufficient  
staff with appropriate competencies and the skill  
sets to assure resident safety and attain or maintain 
the highest practicable physical, mental, and  
psychosocial well-being of each resident, as  
determined by resident assessments and individual  
plans of care. The facility’s census, acuity and  
diagnoses of the resident population will be  
considered based on the facility assessment.

S1680 06/21/2026
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F0000 INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 07/17/2026 in relation 
to the 04/21/2026 Recertification survey. The facility 
was found to be in compliance with 42 CFR Part  
483, Requirements for Long Term Care Facilities.

F0000

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 07/17/2026 in relation 
to the 04/21/2026 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

S0000

Office of Primary Care and Health Systems Management
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K0000 
Bldg. 01

INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 07/17/2026 in relation 
to the 04/21/2026 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.

K0000

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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E0000 Initial Comments  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 07/17/2026 in relation 
to the 04/21/2026 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.

E0000

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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