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F 000 INITIAL COMMENTS F 000

 Surveyor: 40824
A Complaint Survey was conducted on behalf of 
the New Jersey Department of Health. 

Complaint #: NJ00152419, NJ00160914, and 
NJ00162197

Survey Dates: 11/13/2023-11/15/2023

Survey Census: 62

Sample Size: 12

THE FACILITY IS NOT IN SUBSTANTIAL 
COMPLIANCE WITH THE REQUIREMENTS OF 
42 CFR PART 483, SUBPART B, FOR LONG 
TERM CARE FACILITIES BASED ON THIS 
COMPLAINT VISIT.

 

F 552 Right to be Informed/Make Treatment Decisions
CFR(s): 483.10(c)(1)(4)(5)

§483.10(c) Planning and Implementing Care.  
The resident has the right to be informed of, and 
participate in, his or her treatment, including:

§483.10(c)(1) The right to be fully informed in 
language that he or she can understand of his or 
her total health status, including but not limited to, 
his or her medical condition.

§483.10(c)(4) The right to be informed, in 
advance, of the care to be furnished and the type 
of care giver or professional that will furnish care.

§483.10(c)(5) The right to be informed in 
advance, by the physician or other practitioner or 
professional, of the risks and benefits of 

F 552 12/30/23
SS=D

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

12/08/2023Electronically Signed

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 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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F 552 Continued From page 8 F 552
managing the situation in the facility or via 
hospitalization . . . The staff will monitor and 
document the resident's progress and responses 
to treatment, and the Physician will adjust 
treatment accordingly . . . At the next visit, the 
Physician will review the status of the condition 
change and document his/her evaluation, 
including the significance of the acute situation . . 
."

NJAC 8:39-4.1 (a)
F 773 Lab Srvcs Physician Order/Notify of Results

CFR(s): 483.50(a)(2)(i)(ii)

§483.50(a)(2) The facility must-
(i) Provide or obtain laboratory services only 
when ordered by a physician; physician assistant; 
nurse practitioner or clinical nurse specialist in 
accordance with State law, including scope of 
practice laws.
(ii) Promptly notify the ordering physician, 
physician assistant, nurse practitioner, or clinical 
nurse specialist of laboratory results that fall 
outside of clinical reference ranges in 
accordance with facility policies and procedures 
for notification of a practitioner or per the ordering 
physician's orders.
This REQUIREMENT  is not met as evidenced 
by:

F 773 12/30/23
SS=D

 Surveyor: 40824
Complaint #: NJ00160914

Based on interviews, record reviews, and policy 
review, the facility failed to notify the physician of 
laboratory results for one of one (Resident (R) 2) 
residents reviewed for laboratory services. 
Specifically, the facility failed to notify the 
physician of R2's .  

 Concern.

Tag F773   
Lab services Physician order/ notify of 
results. 

Based on interviews, record reviews, and 
policy review, the facility failed to notify 
the physician of laboratory results for one 
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F 773 Continued From page 13 F 773
notify the physician/NP during the next shift. The 
DON stated if results were abnormal, then the 
nurse should notify the physician/NP 
immediately. The DON confirmed that RN3 did 
not document that she had notified the provider 
but should have. Additionally, the DON stated 
that the facility did not have a specific policy for 
notifying the physician/NP of laboratory results; 
however, policies were provided titled, "Acute 
Condition Changes- Clinical Protocol" and 
"Charting and Documentation" for reference of 
the expectations regarding nursing notifying 
physicians of resident concerns.

NJAC 8:39-13.1 (d)
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 S 000 Initial Comments  S 000

Surveyor: 25306
Complaint #: NJ00152419, NJ00160914, and 
NJ00162197

Survey Dates: 11/13/2023-11/15/2023

Survey Census: 62

Sample Size: 12

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.

 

 S 560 8:39-5.1(a) Mandatory Access to Care

(a) The facility shall comply with applicable 
Federal, State, and local laws, rules, and 
regulations.

This REQUIREMENT  is not met as evidenced 
by:

 S 560 12/30/23

Surveyor: 25306
Complaint #: NJ00152419, NJ00160914, and 
NJ00162197

Based on review of pertinent facility 

Concern.

S560
Mandatory Access to care.

8:39-5.1(a) Mandatory Access to Care 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

12/08/23Electronically Signed
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 S 560Continued From page 1 S 560

documentation, it was determined that the facility 
failed to ensure staffing ratios were met to 
maintain the required minimum staff-to-resident 
ratios as mandated by the state of New Jersey 
for 7 of 21 day shifts as follows: This deficient 
practice had the potential to affect all residents.  

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 as 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 of all staff members 
shall be CNAs and each direct staff member shall 
be signed into work as a certified nurse aide 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.

As per the "Nurse Staffing Report" completed by 
the facility for the 3 weeks of staffing from 
02/12/2023 to 02/18/2023 and 10/29/2023 to 
11/11/2023, the staffing to resident ratios did not 
meet the minimum requirement of one CNA to 
eight residents for the day shift as documented 
below:

S560 (a) The facility shall comply with 
applicable Federal, State, and local laws, 
rules, and regulations. This 
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 resident ratios as mandated by the 
State of New Jersey for 7 of 21 day shifts 
as follows: This deficient practice had the 
potential to affect all residents. 

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 of all staff members shall be 
CNAs and each direct staff member shall 
be signed into work as a certified nurse 
aide and shall perform nurse aide duties: 
and one direct care staff member to every 
14residents for the night shift, provided 
that each direct care staff member shall 
sign in to work as a CNA and perform 
CNA duties .As per the "Nurse Staffing 
Report" completed by the facility for the 3 
weeks of staffing from02/12/2023 to 
02/18/2023 and 10/29/2023 to11/11/2023, 
the staffing to resident ratios did not meet 
the minimum requirement of one CNA to 
eight residents for the day shift as 
documented below:

1.For the week of staffing from02/12/2023 
to 02/18/2023, the facility was deficient in 
CNA staffing for residents on 3 of 7day 
shifts as follows: 
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 S 560Continued From page 2 S 560

1. For the week of staffing from 02/12/2023 to 
02/18/2023, the facility was deficient in CNA 
staffing for residents on 3 of 7 day shifts as 
follows:

-02/13/23 had 7 CNAs for 66 residents on the 
day shift, required at least 8 CNAs.
-02/15/23 had 5 CNAs for 63 residents on the 
day shift, required at least 8 CNAs.
-02/18/23 had 7 CNAs for 61 residents on the 
day shift, required at least 8 CNAs.

2. For the 2 weeks of staffing prior to survey 
from 10/29/2023 to 11/11/2023, the facility was 
deficient in CNA staffing for residents on 4 of 14 
day shifts as follows:

-10/30/23 had 6 CNAs for 62 residents on the 
day shift, required at least 8 CNAs.
-10/31/23 had 6 CNAs for 62 residents on the 
day shift, required at least 8 CNAs.
-11/04/23 had 7 CNAs for 64 residents on the 
day shift, required at least 8 CNAs.

-11/05/23 had 5 CNAs for 63 residents on the 
day shift, required at least 8 CNAs.

-02/13/23 had 7 CNAs for 66 residents on 
the day shift, required at least 8 
CNAs.-02/15/23 had 5 CNAs for 63 
residents on the day shift, required at 
least 8 CNAs.-02/18/23 had 7 CNAs for 
61 residents on the day shift, required at 
least 8 CNAs.

2.For the 2 weeks of staffing prior to 
survey from 10/29/2023 to 11/11/2023, the 
facility was deficient in CNA staffing for 
resident on 4 of 14 day shifts as 
follows:-10/30/23 had 6 CNAs for 62 
residents on the day shift, required at 
least 8 CNAs.-10/31/23 had 6 CNAs for 
62 residents on the day shift, required at 
least 8 CNAs.-11/04/23 had 7 CNAs for 
64 residents on the day shift, required at 
least 8 CNAs.-11/05/23 had 5 CNAs for 
63 residents on the day shift, required at 
least 8 CNAs.

How the corrective action will be 
accomplished for any resident affected by 
deficient practice.

All efforts to hire facility Certified Nursing 
Aide(s) C.N.A will continue until there is 
adequate staff to serve all residents. Until 
the time, facility will utilize staffing 
agencies to fill any open spots in the 
schedule. 

Contracts with additional staffing agencies 
will be secured to supplement facility staff. 
Hiring and recruitment efforts including 
wage analysis and adjustments, pay for 
experience, online job listings, job fairs, 
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 S 560Continued From page 3 S 560

shift differentials and referral bonuses are 
being utilized to become more competitive 
in the marketplace and surrounding area. 
In addition, daily and weekly meetings 
with the staffing coordinator. 

No resident was negatively affected with 
this deficient practice.

How we identified other residents/areas 
that could potentially be affected.

All residents have the potential to be 
affected by this deficient practice. 
Therefore, this applies to all residents 
(current and future).

Measures to ensure were/will be put into 
place to assist this area of concern.

Contracts with additional staffing agencies 
will be secured to supplement facility staff. 
Hiring and recruitment efforts including 
wage analysis and adjustments, pay for 
experience, online job listings, job fairs, 
shift differentials and referral bonuses are 
being utilized to become more competitive 
in the marketplace and surrounding area. 
In addition, daily and weekly meetings 
with the staffing coordinator. 

The Administrator or designee will review 
staffing /schedules weekly for 4 weeks 
and monthly for 3 months to ensure 
adequate staffing for all shifts.
Corporate staffing Director will monitor 
staffing needs daily to ensure facility is 
compliance with staffing requirements.
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 S 560Continued From page 4 S 560

Staffing Coordinator was educated on 
communicating any shifts that do not meet 
the required minimum direct care staff to 
resident ratios to the DON or ADON to fill 
open positions through bonuses or other 
form of incentives.

How the concern will be monitored and 
title of person responsible for monitoring.

The results of these reviews will be 
submitted to the (Quarterly Assurance 
Performance Improvement (QAPI) 
committee for review. Based on the 
results of these audits, a decision will be 
made regarding the need for continued 
submission and reporting/review.

Dates when concern will be completed.

12/30/23. 
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