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Continued from page 3 
Implementation”: 1. Federal and state laws  
guarantee certain basic rights to all residents of this 
facility. These rights include the resident’s right to: 
a. a dignified existence; b. be treated with respect,  
kindness, and dignity.  
 
N.J.A.C. 8:39-27.1(b)
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S0000 
 

Initial Comments  
 
 
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.  
 

S0000  
 

05/18/2026

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 interviews and review of facility  
documents on 5/7/26, it was determined that the  
facility failed to ensure staffing ratios were met for 6 
of 7-day shifts reviewed and 2 of 7 overnight shifts. 
This deficient practice had the potential to affect all 
residents.  
 
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

S0560 . Resident affected by the deficient practice: All  
residents residing in the facility during the identified 
timeframes were considered potentially affected by  
the facility’s failure to meet the required minimum  
nursing hours per resident per day (HPRD).  
Immediate actions were taken to review staffing  
levels and ensure sufficient licensed nursing and  
nurse aide coverage to meet or exceed the required 
2.5 hours of direct care per resident per day.  
Additional staff were secured as needed to ensure  
resident care needs were met.  
 
 
2. Identification of those individuals who could be  
affected by the deficient practice: All residents have 
the potential to be affected. The Administrator and  
Director of Nursing (DON)/designee conducted a  
comprehensive review of staffing schedules, payroll 
records, and daily staffing hours in relation to  
resident census. The review included calculation of  
hours per resident day (HPRD) to ensure compliance 
with N.J.A.C. 8:39-25.2 requirements. Any identified 
discrepancies in staffing hours were immediately  
addressed and corrected.  
 
 
3. What corrective actions will be accomplished for  
those residents affected by the deficient practice:  
Education was provided on 3/17/2026 by the Admin 
and DON to administrative staff responsible for  
staffing coordination and scheduling regarding New 
Jersey mandatory nurse staffing requirements,  
including calculation of HPRD and inclusion of only 
qualifying direct care staff hours. The facility  
reinforced staffing policies to ensure schedules are 
developed to meet or exceed required staffing hours

05/18/2026
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S0560 Continued from page 1 
work as a CNA and perform CNA duties.  
 
For the 1 week of staffing prior to survey from  
4/19/26-4/25/26, the facility was deficient in  
CNA staffing for residents on 6 of 7 day shifts, and 
2 of 7 overnight shifts as follows:  
 
-4/19/26 had 21 CNAs for 199 residents on the day 
shift, required at least 25 CNAs.  
 
-4/20/26 had 23 CNAs for 199 residents on the day 
shift, required at least 25 CNAs.  
 
-4/20/26 had 13 CNAs for 199 residents on the  
overnight shift, required at least 14 CNAs.  
 
-4/21/26 had 21 CNAs for 199 residents on the day 
shift, required at least 25 CNAs.  
 
-4/22/26 had 24 CNAs for 202 residents on the day 
shift, required at least 25 CNAs.  
 
-4/22/26 had 13 CNAs for 202 residents on the  
overnight shift, required at least 14 CNAs.  
 
-4/23/26 had 22 CNAs for 202 residents on the day 
shift, required at least 25 CNAs.  
 
-4/25/26 had 22 CNAs for 202 residents on the day 
shift, required at least 25 CNAs.

S0560 Continued from page 1 
based on daily census. A process was implemented 
to review staffing hours daily and adjust staffing  
levels as needed, including utilization of agency staff 
when necessary to maintain compliance.  
 
 
4. Measures or systemic changes to ensure that the 
deficiencies will not recur: The Administrator and  
DON/designee will conduct daily monitoring of  
staffing hours in relation to resident census for 4  
weeks to ensure compliance with required HPRD.  
Weekly audits will be conducted for 4 weeks,  
followed by monthly audits for 2 additional months. 
Any identified non-compliance will be addressed  
immediately through staffing adjustments and  
corrective action. Audit findings will be reviewed at  
the QAPI Committee monthly for 3 months to ensure 
sustained compliance.
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F0000 INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 5/19/26 in relation to 
the 5/7/26 Complaint survey. The facility was found 
to be in compliance with 42 CFR Part 483,  
Requirements for Long Term Care Facilities.

F0000 05/18/2026
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S0000 Initial Comments  
 
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 5/19/26 in relation to 
the 5/7/26 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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