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The NJDOH conducted a complaint survey on 10/20/2025.
The survey was officially completed on 10/20/2025.

THE FACILITY IS IN SUBSTANTIAL COMPLIANCE WITH THE
REQUIREMENTS OF 42 CFR PART 483, SUBPART B, FOR LO
TERM CARE FACILITIES BASED ON THIS COMPLAINT VISIT.
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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
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Initial Comments

COMPLAINT #: 2643328

CENSUS: 196

SAMPLE SIZE: 4

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:

Complaint #: 2643328

Based on review of facility documents on 10/24/2025, it
was determined that the facility failed to ensure

staffing ratios were met for 13 of 14 day shifts
reviewed. 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

S0000

S0560

Complete Care at Orange Park
Facility ID 315178

Survey date 10/20/25

S0560 Mandatory Access to Care

What corrective action was accomplished for Residents
affected by the deficient practice?

No residents were identified nor immediately affected
by the failure to provide minimum staffing levels.

How will the facility identify other Residents having
the potential to be affected by the same deficient
practice?

All residents have the potential to be affected by this
deficient practice.

11/04/2025

11/04/2025

Office of Primary Care and Health Systems Management
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S0560 Continued from page 1 S0560 | Continued from page 1
New Jersey Governor signed into law P.L. 2020 ¢ 112,
codified as N.J.S.A. 30:13-18 (the Act), which
established minimum staffing requirements in nursing What measures will be put in place or systemic changes
homes. The following ratio (s) were effective on made to ensure that the deficient practice will not
02/01/2021: recur?
One Certified Nurse Aide (CNA) to every eight residents Staffing coordinator will inform DON or designee of any
for the day shift. One direct care staff member to issues that result in insufficient staffing levels.
every 10 residents for the evening shift, provided that This will be reported as soon as possible. Any staffing
no fewer of all staff members shall be CNAs and each deficiencies will be filled prior to the start of the
direct staff member shall be signed into work as a shift with other associates or agencies as needed.
certified nurse aide and shall perform nurse aide Facility has signed multiple Agency contracts to assist
duties: and One direct care staff member to every 14 in meeting the required staffing. In addition, monthly
residents for the night shift, provided that each job fairs are being held to assist in recruitment.
direct care staff member shall sign in to work as a CNA
and perform CNA duties. Large company wide job fair was held on 9/10/25. Orange
Park successfully hired 11 C.N.A'’s,
For the 2 weeks of staffing prior to complaint survey
from 10/05/2025 to 10/18/2025, the facility was 2 LPNs, and 1 R.N.
deficient in CNA staffing for residents on 13 0f 14
days shifts as follows:
Monthly DON meetings to discuss concerns, needed items
On 10/05/25 had 23 CNAs for 194 residents on the day and updates on facility to aid communication and early
shift, required at least 24 CNAs. detection of potential employee concerns. Any concerns
identified at DON monthly meetings will be addressed
On 10/06/25 had 23 CNAs for 194 residents on the day with appropriate parties and Human Resources to
shift, required at least 24 CNAs. mitigate any staff members’ concerns.
On 10/07/25 had 22 CNAs for 193 residents on the day
shift, required at least 24 CNAs. How will the facility monitor its corrective actions to
ensure that the deficient practice is being corrected
On 10/08/25 had 23 CNAs for 193 residents on the day and will not recur?
shift, required at least 24 CNAs.
On 10/10/25 had 22 CNAs for 193 residents on the day To maintain and monitor ongoing compliance:
shift, required at least 24 CNAs.
On 10/11/25 had 22 CNAs for 197 residents on the day The DON or designee will report any staffing issues
shift, required at least 25 CNAs. daily to the Administrator or designee
On 10/12/25 had 23 CNAs for 197 residents on the day Any concerns identified at DON monthly meetings will be
shift, required at least 25 CNAs. addressed with appropriate parties and Human Resources
to mitigate any staff members’ concerns.
On 10/13/25 had 21 CNAs for 197 residents on the day
shift, required at least 25 CNAs. Findings to be reported monthly x 12 to Quality
Assurance Performance Improvement team for review and
On 10/14/25 had 21 CNAs for 197 residents on the day action as necessary
shift, required at least 25 CNAs.
On 10/15/25 had 22 CNAs for 197 residents on the day Completion Date: 11/4/25
shift, required at least 25 CNAs.
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S0560 Continued from page 2 S0560
On 10/16/25 had 22 CNAs for 197 residents on the day
shift, required at least 25 CNAs.
On 10/17/25 had 22 CNAs for 197 residents on the day
shift, required at least 25 CNAs.
On 10/18/25 had 23 CNAs for 196 residents on the day
shift, required at least 24 CNAs.
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An offsite/desk review of the facility's Plan of

Correction was conducted on 12/05/2025 in relation to
the 10/20/2025 Complaint survey. The facility was found
to be in compliance with 42 CFR Part 483, Requirements
for Long Term Care Facilities.
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S0000 Initial Comments S0000
An offsite/desk review of the facility's Plan of
Correction was conducted on 12/05/2025 in relation to
the 10/20/2025 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.
Office of Primary Care and Health Systems Management
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