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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.

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 facility documents on 3/16/26, it
was determined that the facility failed to ensure
staffing ratios were met for 2 of 14-day shifts
reviewed. This deficient practice had the potential to
affect all residents.

Findings include:

For the 2 weeks of staffing prior to survey from
3/1/26-3/14/26, the facility was deficient in CNA
staffing for residents on 2 of 14 day shifts as
follows:

On 3/7/26 had 11 CNAs for 94 residents on the day
shift, required at least 12 CNAs.

S0000

S0560

Facility Name: Reformed Church Home- Access to
Care -S0560

1. What corrective action(s) will be accomplished for
those residents found to have been affected by the
deficient practice?

On March 7 and on March 9, Reformed Church
Home experienced a CNA shortage due to last
minute call outs and limited per diem availability on
short notice. Since all residents have the potential to
be affected, immediate measures were taken to
ensure resident care was not compromised.

Nurses were reassigned to provide direct care.

Multiple agencies were called to see if we could get
last minute coverage.

11-7 staff were asked to stay for an additional shift.

04/01/2026

04/10/2026
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On 3/9/26 had 10 CNAs for 92 residents on the day
shift, required at least 11 CNAs.

S0560

Continued from page 1

2. How will the facility identify other residents
having the potential to be affected by the same
deficient practice and what corrective action will be
taken?

Since all residents have the potential to be affected,
the full-time Staffing Coordinator will continue
to monitor daily assignments and fill vacancies
using per diem staff. Overtime is offered to existing
staff familiar with residents. In addition to using
nurses to perform direct care, the
facility maintains contracts with several staffing
vendors to provide temporary CNAs in the event
of call-outs or open positions. Recruitment efforts
are ongoing, including advertising across multiple
platforms and petitionina six CNAs through

for long-term staffing
expansion.

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

The Director of Nursing will educate the Staffing
Coordinator on the requirements for the

staffing ratios and the DON and

Staffing Coordinator will jointly review daily staffing
to ensure compliance with required CNA ratios. The
education on the ratios took place on 4/1/2026. The
staffing coordinator will also ensure nurses
performing direct care are accurately coded as
CNAV/direct care givers. A quarterly staffing
compliance report is submitted to the QA
Committee for review and continuous improvement.
The facility maintains a proactive admissions policy,
declining new residents during staffing shortages to
protect care quality.

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

Staffing compliance is monitored daily by the
Director of Nursing and Staffing Coordinator.
Quarterly audits are conducted and reviewed by the
QA Committee quarterly. Emergency staffing
protocols are reviewed and updated as needed, and
agency partnerships are maintained to ensure rapid
response capability. Visa sponsorship efforts are
tracked to support long-term staffing stability.
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PROVIDER'S PLAN OF CORRECTION

An offsite/desk review of the facility's Plan of
Correction was conducted on 4/13/2026 in relation
to the 3/16/2026 State of New Jersey Complaint
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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