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Continued from page 9
not acceptable because the issue being addressed 
was not clear. 

Review of the facility's undated policy titled "Care 
Plans" revealed under "POLICY STATEMENT", "An 
individualized care plan that includes measurable 
objectives and timetables to meet the resident's 
medical, nursing, mental and psychological needs is
developed for each resident." Under "POLICY 
INTERPRETATION AND IMPLEMENTATION", "4. Care
plans are revised as changes in the resident's 
condition may dictate." 

NJAC 8:39-11.2 (e)(2)

F0657 03/19/2026
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S0000 Initial Comments 

COMPLAINT #: 2743086, 2723631, 2705958, 2706516,
2703891 

CENSUS: 131 

SAMPLE SIZE: 5 

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 03/09/2026

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: 

Complaints: 
2743086, 2723631, 2705958, 2706516, 2703891 

Based on review of facility documents on 
03/13/2024, it was determined that the facility failed
to ensure staffing ratios were met for 12 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,

S0560 The staffing coordinator was re-educated by the 
administrator on new jersey staffing mandated ratios.

No residents had any ill effects 

All residents have the potential to be affected 

Rates increased 

Sign on with new agencies 

Offer agency staff bonuses 

Offer our staff bonuses 

Monthly Job fairs held 

Posting new ads around town and via social media

03/19/2026

Office of Primary Care and Health Systems Management
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S0560 Continued from page 1
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. 

For the 2 weeks of staffing prior to survey from 
1/25/26-2/7/26, the facility was deficient in CNA 
staffing for residents 12 of 14 day shifts, and 
deficient in total staffing for residents 1 of 14 
overnight shifts as follows: 

On 1/25/26 had 11 CNAs for 122 residents on the 
day shift, required at least 15 CNAs. 

On 1/25/26 had 7 total staff for 122 residents on the
overnight shift, required at least 9 total staff. 

On 1/26/26 had 11 CNAs for 122 residents on the 
day shift, required at least 15 CNAs. 

On 1/27/26 had 12 CNAs for 122 residents on the 
day shift, required at least 15 CNAs. 

On 1/28/26 had 14 CNAs for 122 residents on the 
day shift, required at least 15 CNAs. 

On 1/30/26 had 14 CNAs for 124 residents on the 
day shift, required at least 15 CNAs. 

On 1/31/26 had 13 CNAs for 124 residents on the 
day shift, required at least 15 CNAs. 

On 2/1/26 had 11 CNAs for 125 residents on the day
shift, required at least 16 CNAs. 

On 2/2/26 had 13 CNAs for 125 resident son the day
shift, required at least 16 CNAs. 

On 2/3/26 had 14 CNAs for 125 residents on the day
shift, required at least 16 CNAs. 

S0560 Continued from page 1

Referral bonuses for our staff 

Referral bonuses for community 

Sign on bonus 

Utilizing temporary nursing assistants 

The Administrator/HR director or designee will 
conduct biweekly meetings with the recruiting team
to develop and implement strategic recruitment plans
and monitor progress to ensure staffing needs are 
met. 

The director of nursing / administrator or designee 
to have daily meetings with staffing coordinator for 4
weeks then monthly for 2 months to review schedule
to monitor staff to residents ratios . All findings will
be reported to the quality assurance and 
performance improvement committee meetings.

03/19/2026
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S0560 Continued from page 2
On 2/4/26 had 14 CNAs for 125 residents on the day
shift, required at least 16 CNAs. 

On 2/5/26 had 15 CNAs for 125 residents on the day
shift, required at least 16 CNAs. 

On 2/7/26 had 13 CNAs for 125 residents on the day
shift, required at least 16 CNAs. 

S0560 03/19/2026

S1680 Mandatory Nurse Staffing 

CFR(s): 8:39-25.2(b)(1)&(2) 

(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 

This LICENSURE REQUIREMENT is NOT MET as 
evidenced by:

S1680 The staffing coordinator was re-educated by the 
administrator on new jersey staffing mandated ratios.

No residents had any ill effects 

All residents have the potential to be affected 

Rates increased 

Sign on with new agencies 

Offer agency staff bonuses 

Offer our staff bonuses 

Monthly Job fairs held 

Posting new ads around town and via social media 

Referral bonuses for our staff 

Referral bonuses for community 

Sign on bonus 

The Administrator/HR director or designee will 
conduct biweekly meetings with the recruiting team
to develop and implement strategic recruitment plans
and monitor progress to ensure staffing needs are 
met. 

The director of nursing / administrator or designee 
to have daily meetings with staffing coordinator for 4
weeks then monthly for 2 months to review schedule

03/19/2026
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S1680 Continued from page 3

Complaints: 2743086, 2723631, 2705958, 2706516, 
2703891 

Based on review of the Nurse Staffing Reports for 
the weeks of 01/25/2026 and 02/07/2026, it was 
determined that the facility failed to provide at least
minimum staffing levels for 2 of 14 days. The 
required staffing hours and actual staffing hours are
as follows: 

On 01/25/2026 had 280 total nursing hours, required
at least 327.50 hours for a deficiency of 47.50 hours.

On 02/01/2026 had 328 total nursing hours, required
at least 340.25 hours for a deficiency of 12.25 hours.

S1680 Continued from page 3
to monitor staff to residents ratios . All findings will
be reported to the quality assurance and 
performance improvement committee meetings.
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F0000 INITIAL COMMENTS 

An offsite/desk review of the facility's Plan of 
Correction was conducted on 03/31/2026 in relation
to the 02/12/2026 Complaint survey. The facility was
found to be in compliance with 42 CFR Part 483, 
Requirements for Long Term Care Facilities.

F0000

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 reverse for further 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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S0000 Initial Comments 

An offsite/desk review of the facility's Plan of 
Correction was conducted on 03/31/2026 in relation
to the 02/12/2026 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.

S0000
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