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 Complaint #: NJ00184848, NJ00184907, 
NJ184927

Survey Dates: 04/23/2025, 04/24/2025

Census: 84

Sample Size: 5

The facility is in compliance with the requirements 
of 42 CFR Part 483, Subpart B, for Long Term 
Care Facilities based on this complaint survey.
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 S1680 8:39-25.2(b)(1)&(2) Mandatory Nurse Staffing

(b) The facility shall provide nursing services by 
registered professional nurses, licensed practical 
nurses, and nurse aides (the hours of the director 
of nursing are not included in this computation, 
except for the direct care hours of the director of 
nursing in facilities where the director of nursing 
provides more than the minimum hours required 
at N.J.A.C. 8:39-25.1(a)) on the basis of:

1. Total number of residents multiplied by 2.5 
hours/day; plus

2. Total number of residents receiving each 
service listed below, multiplied by the 
corresponding number of hours per day:

                          Wound care                                                              
0.75 hour/day

          Nasogastric tube feedings and/or 
gastrostomy                                                1.00 
hour/day

          Oxygen therapy                                                                                                       
0.75 hour/day

                          Tracheostomy                                                                                                         
1.25 hours/day

                          Intravenous therapy                                                                                             
1.50 hours/day

                          Use of respirator                                                                                                    
1.25 hours/day

                          Head trauma 
stimulation/advanced neuromuscular/orthopedic 
care            1.50 hours/day

 S1680 5/27/25
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 S1680Continued From page 1 S1680

This REQUIREMENT  is not met as evidenced 
by:
Based on review of Nursing Staffing Report 
sheets, it was determined on 04/24/2025 that the 
facility failed to ensure a Registered Nurse {RN} 
worked for 7 days a week for at least 8 
consecutive hours for 8 days of the 3 weeks 
reviewed. The deficient practice was evidenced 
by the following:
A review of the Nursing Staffing Reports 
completed by the facility for the weeks of 
03/23/2025 to 03/29/2025, 04/06/2025 to 
04/12/2025, and 04/13/2025 to 04/19/2025.
The facility provided no RN staffing for residents 
over 24 hours on 03/25/2025, 03/28/2025, 
03/29/2025, 04/06/2025, 04/07/2025, 04/11/2025, 

All residents had the potential to be 
affected by the deficient practice stated in 
the (SOD) Statement of deficiencies.
No residents were negatively affected by 
the deficient practice as there was always 
oversight by an RN in the facility 
On 5/22/25 the administrator in-serviced 
the Director of nursing on the regulation 
and a plan was initiated to have the 
Director of nursing or Reginal nurse to 
provide direct care to be compliant with 
the requirement stated in the SOD when 
an RN is not on schedule for direct care.
We have increased our RN recruitment 
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 S1680Continued From page 2 S1680

04/14/2025, and 04/17/2025. 

N.J.A.C. 8:39-25.2(h)

and hires in the month of May.
The administrator will conduct audits 
bi-weekly for 2 months and monthly there 
after for 3 months to ensure compliance 
has been met. The results of the audits 
will be brought to the facility QAPI 
committee to determine if compliance was 
met and if further auditing is needed. 
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