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Continued from page 9
CFR(s): 483.21(b)(1)(3) 

§483.21(b) Comprehensive Care Plans 

§483.21(b)(1) The facility must develop and implement a
comprehensive person-centered care plan for each 
resident, consistent with the resident rights set forth
at §483.10(c)(2) and §483.10(c)(3), that includes 
measurable objectives and timeframes to meet a 
resident's medical, nursing, and mental and 
psychosocial needs that are identified in the 
comprehensive assessment. The comprehensive care plan 
must describe the following - 

(i) The services that are to be furnished to attain or
maintain the resident's highest practicable physical, 
mental, and psychosocial well-being as required under 
§483.24, §483.25 or §483.40; and 

(ii) Any services that would otherwise be required 
under §483.24, §483.25 or §483.40 but are not provided
due to the resident's exercise of rights under §483.10,
including the right to refuse treatment under 
§483.10(c)(6). 

(iii) Any specialized services or specialized 
rehabilitative services the nursing facility will 
provide as a result of PASARR recommendations. If a 
facility disagrees with the findings of the PASARR, it
must indicate its rationale in the resident's medical 
record. 

(iv)In consultation with the resident and the 
resident's representative(s)- 

(A) The resident's goals for admission and desired 
outcomes. 

(B) The resident's preference and potential for future
discharge. Facilities must document whether the 
resident's desire to return to the community was 
assessed and any referrals to local contact agencies 
and/or other appropriate entities, for this purpose. 

(C) Discharge plans in the comprehensive care plan, as
appropriate, in accordance with the requirements set 
forth in paragraph (c) of this section. 

§483.21(b)(3) The services provided or arranged by the
facility, as outlined by the comprehensive care plan, 
must- 

(iii) Be culturally-competent and trauma-informed. 

Continued from page 9

Residents R1, R7, R14, R36, and R104 were reviewed by 
the Interdisciplinary Care Team (IDT), and care plans 
were updated to include all active diagnoses, 
treatments, and orders. 

2. Identify those individuals who could be affected by
the deficient practice: 

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

3.Measures put in place to ensure the deficient 
practice will not recur for those residents affected: 

The IDT was re-educated on the “Comprehensive Care 
Plans” policy, emphasizing inclusion of all active 
diagnoses, treatments, and orders by the Director of 
Nursing/Designee. 

4. Monitoring of measures or systemic changes to ensure
that the deficiencies will not recur: 

The Minimum Data Set (MDS) Coordinator or designee will
audit five residents’ care plans weekly for four weeks,
then monthly for two months, to verify all active 
diagnoses; treatments and orders are accurately 
reflected. Results will be reviewed with the 
Administrator and QAPI Committee until sustained 
compliance is achieved. 
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Continued from page 25
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. 

Continued from page 25
PPE use, signage, and hand hygiene by the Director of 
Nursing/Designee. 

4. Monitoring of measures or systemic changes to ensure
that the deficiencies will not recur: 

The Infection Preventionist or designee will conduct 
weekly PPE/EBP audits on five residents for eight 
weeks, then monthly for two months, to verify 
compliance with PPE use, signage, and staff awareness.
Results will be reviewed in QAPI for sustained 
compliance and recommendations until substantial 
compliance is achieved. 
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S0000 S0000 10/25/2025Initial Comments 

 

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 10/25/2025Mandatory 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. 

1.Immediate corrective action for residents affected by
deficient practice: 

Upon identifying the staffing deficiency, the 
Administrator and DIRECTOR OF NURSING reviewed 
schedules from December 29, 2024, to September 20, 
2025. Ongoing recruitment includes wage adjustments, 
incentives, job fairs, shift differentials, and 
referral bonuses. Additional agency contracts were 
secured for coverage. The Administrator and Staffing 
Coordinator meet regularly to monitor staffing. 

2.Identify those individuals who could be affected by 
the deficient practice: 

All residents have the potential to be affected by this
deficient practice; therefore, this plan applies to all
current and future residents. 

3.Measures put in place to ensure the deficient 
practice will not recur for those residents affected: 

Additional staffing agency contracts were secured to 
ensure coverage. Recruitment efforts include wage 
adjustments, experience-based pay, job postings, fairs,
shift differentials, and referral bonuses. The 
Administrator and DIRECTOR OF NURSING meet regularly 
with the Staffing Coordinator to monitor CNA ratios, 
review schedules, and address callouts within 24 hours.

4.Monitoring of measures or systemic changes to ensure
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S0560 S0560Continued 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. 

1. For the week of Complaint staffing from 12/29/2024 
to 01/04/2025, the facility was deficient in CNA 
staffing for residents on 2 of 7 day shifts as follows:

-12/29/24 had 10 CNAs for 87 residents on the day 
shift, required at least 11 CNAs. 

-01/04/25 had 10 CNAs for 86 residents on the day 
shift, required at least 11 CNAs. 

2. For the week of Complaint staffing from 01/12/2025 
to 01/18/2025, the facility was deficient in CNA 
staffing for residents on 1 of 7 day shifts as follows:

-01/13/2025 had 10 CNAs for 91 residents on the day 
shift, required at least 11 CNAs. 

3. For the week of Complaint staffing from 02/02/2025 
to 02/08/2025, the facility was deficient in CNA 
staffing for residents on 1 of 7 day shifts as follows:

-02/02/25 had 10 CNAs for 89 residents on the day 
shift, required at least 11 CNAs. 

4. For the week of Complaint staffing from 02/16/2025 
to 02/22/2025 the facility was deficient in CNA 
staffing for residents on 3 of 7 day shifts as follows:

-02/16/25 had 10 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 

-02/17/25 had 11 CNAs for 98 residents on the day 
shift, required at least 12 CNAs. 

Continued from page 1
that the deficiencies will not recur: 

The Director of Nursing / designee will review staffing
logs weekly to ensure all shifts meet required ratios.
The Administrator and Director of Nursing will conduct
weekly audits for 3 months to validate ratios and 
attempts to meet ratios. Findings will be reviewed in 
QAPI for recommendations until sustained compliance is
achieved 
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S0560 S0560Continued from page 2
-02/20/25 had 11 CNAs for 96 residents on the day 
shift, required at least 12 CNAs. 

5. For the 2 weeks of Complaint staffing from 
03/09/2025 to 03/16/2025, the facility was deficient in
CNA staffing for residents on 4 of 14 day shifts as 
follows: 

-03/09/25 had 10 CNAs for 90 residents on the day 
shift, required at least 11 CNAs. 

-03/10/25 had 10 CNAs for 90 residents on the day 
shift, required at least 11 CNAs. 

-03/16/25 had 11 CNAs for 100 residents on the day 
shift, required at least 12 CNAs. 

-03/21/25 had 11 CNAs for 99 residents on the day 
shift, required at least 12 CNAs. 

6. For the week of Complaint staffing from 05/25/2025 
to 05/31/2025, there were no deficient practices 
identified for staffing as submitted. 

7. For the 2 weeks of staffing prior to survey from 
09/07/2025 to 09/20/2025, the facility was deficient in
CNA staffing for residents on 4 of 14 day shifts as 
follows: 

-09/07/25 had 14 CNAs for 117 residents on the day 
shift, required at least 15 CNAs. 

-09/12/25 had 14 CNAs for 117 residents on the day 
shift, required at least 15 CNAs. 

-09/14/25 had 13 CNAs for 116 residents on the day 
shift, required at least 14 CNAs. 

-09/19/25 had 13 CNAs for 117 residents on the day 
shift, required at least 15 CNAs. 
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F0000 F0000INITIAL COMMENTS 

An offsite/desk review of the facility's Plan of 
Correction was conducted on 1/12/2026 in relation to 
the 9/25/2025 Recertification survey. The facility was
found to be in compliance with 42 CFR Part 483, 
Requirements for Long Term Care Facilities. 
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 1/12/2026 in relation to 
the 9/25/2025 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) on 09/25/25. 
The facility was found to be in compliance with 42 CFR
Subpart 483.73. 
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Bldg. 02

K0000INITIAL COMMENTS 

An offsite/desk review of the facility's Plan of 
Correction was conducted on 1/12/2026 in relation to 
the 9/25/2025 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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