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Continued from page 14 
following ratio(s) were effective on 2/1/21:  
 
(1) One Certified Nurse Aide (CNA) to every eight  
residents for the day shift.  
 
(2) One direct 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  
 
(3) 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.  
 
A review of the New Jersey Department of Health  
Long Term Care Assessment and Survey Program  
Nurse Staffing Report for the two weeks of staffing  
from 7/13/25 through 7/26/25 prior to the standard 
survey of 8/5/2025 revealed the facility was deficient 
in staffing hours as evidenced by the following:  
 
For the 2 weeks of staffing prior to the survey from 
07/13/2025 to 07/26/2025, the facility was deficient 
in CNA staffing for residents on 2 of 14 day shifts as 
follows:  
 
-07/17/25 had 13 CNAs for 109 residents on the day 
shift, required at least 14 CNAs.  
 
-07/20/25 had 12 CNAs for 106 residents on the day 
shift, required at least 13 CNAs.  
 
 
For the week of Complaint staffing from 08/25/2024 
to 08/31/2024, the facility was deficient in CNA  
staffing for residents on 5 of 7 day shifts as follows: 
 
 
-08/25/24 had 10 CNAs for 109 residents on the day 
shift, required at least 14 CNAs.  
 
-08/26/24 had 4 CNAs for 107 residents on the day 
shift, required at least 13 CNAs.  
 
-08/27/24 had 9 CNAs for 107 residents on the day 
shift, required at least 13 CNAs.  
 
-08/30/24 had 12 CNAs for 107 residents on the day 
shift, required at least 13 CNAs.  
 
-08/31/24 had 12 CNAs for 106 residents on the day 
shift, required at least 13 CNAs.  
 
On 7/31/25 at 8:15 AM, the surveyor completed an

F0725 10/10/2025
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Continued from page 31 
provided.  
 
NJAC 8:39-27.1 (a)  
 

F0550  10/10/2025

F0584 
SS = D

Safe/Clean/Comfortable/Homelike Environment  
 
CFR(s): 483.10(i)(1)-(7)  
 
§483.10(i) Safe Environment.  
 
The resident has a right to a safe, clean, comfortable 
and homelike environment, including but not limited 
to receiving treatment and supports for daily living  
safely.  
 
 
The facility must provide-  
 
§483.10(i)(1) A safe, clean, comfortable, and homelike 
environment, allowing the resident to use his or her 
personal belongings to the extent possible.  
 
(i) This includes ensuring that the resident can  
receive care and services safely and that the  
physical layout of the facility maximizes resident  
independence and does not pose a safety risk.  
 
(ii) The facility shall exercise reasonable care for the 
protection of the resident's property from loss or  
theft.  
 
 
§483.10(i)(2) Housekeeping and maintenance services 
necessary to maintain a sanitary, orderly, and  
comfortable interior;  
 
 
§483.10(i)(3) Clean bed and bath linens that are in  
good condition;  
 
 
§483.10(i)(4) Private closet space in each resident  
room, as specified in §483.90 (e)(2)(iv);  
 
 
§483.10(i)(5) Adequate and comfortable lighting levels 
in all areas;  
 
 
§483.10(i)(6) Comfortable and safe temperature levels. 
Facilities initially certified after October 1, 1990 must 
maintain a temperature range of 71 to 81°F; and  
 
 
§483.10(i)(7) For the maintenance of comfortable  
sound levels.

F0584 Immediately upon identification, residents with soiled 
or insufficient linens were provided clean bed linens, 
towels, and washcloths.  
 
A facility-wide sweep of resident rooms, shower  
rooms, and clean linen storage areas was  
conducted.  
 
Broken privacy curtains, missing hooks, damaged  
blinds, and other maintenance issues were logged in 
the online work order system and corrected.  
 
Soiled or damaged privacy curtains were replaced.  
 
Tube feeding pumps, poles, and oxygen  
concentrators that were no longer in use were  
removed from resident rooms, and all equipment in 
use was cleaned and disinfected.  
 
All residents were considered at risk; therefore, the 
facility conducted a building-wide inspection of  
linens, equipment, vents, and resident rooms.  
 
Emergency linen stock was ordered immediately to  
ensure adequate supply.  
 
All vents and high surfaces in resident care areas  
were inspected and cleaned.  
 
A facility-wide environmental round was conducted 
by the Maintenance Director to identify and address 
any additional risks.  
 
Linen par levels were re-calculated based on census 
and daily usage needs; emergency stock is now  
maintained.  
 
The Housekeeping Director re-educated staff on the 
“Cleaning a Resident’s Room” and “Linen” policies, 
including daily vent cleaning, curtain inspection, and 
proper reporting of shortages or repairs.  
 
A clear assignment of responsibility was reinforced: 
Housekeeping is responsible for cleaning medical  
equipment such as feeding pumps, poles, and  
concentrators, unless disposable or sterile.  
 
The online work order system was reviewed with  
staff, and staff were re-educated on timely entry of  
maintenance needs (e.g., curtains, broken blinds,  
clogged sinks).  

10/15/2025
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Continued from page 37 
needs, and infection control protocols...  
 
 
Linen Par Level: The ideal quantity of linen items  
needed to meet daily demand and allow for turnover 
without running short...This includes the standard  
linens provided for each resident, as well as an  
additional inventory to account for laundry  
processing time, emergencies, or high usage.  
 
 
Par Level Calculation: The quantity of linen required 
for daily usage, factoring in the number of residents, 
laundry processing time, and anticipated fluctuations 
(e.g., seasonal changes, special needs)...  
 
 
A review of the facility's Terminal Cleaning policy  
reviewed 5/2025 reflected...It is the policy to ensure 
that all resident rooms, treatment areas, and  
common areas are thoroughly and effectively  
cleaned and disinfected...  
 
 
Medical Equipment Cleaning: Clean and disinfect all 
non-disposable resident care equipment such  
as...PEG tube feeding stands...  
 
 
4. On 7/30/25 at 9:30 AM, during medication  
administration the surveyor observed a Certified  
Nursing Assistant (CNA#1) in the process of starting 
morning care for Resident #13. The surveyor  
observed CNA #1 attempting to close the privacy  
curtain which could only close halfway. The  
surveyor observed the curtain not attached to  
multiple rings which connects the privacy curtain to 
the rail .  
 
 
The surveyor interviewed CNA #1 after she  
completed morning care. CNA#1 told the surveyor  
that she's been working at the facility for around  
one month and the curtain has been that way since 
she started.  
 
 
On 7/30/25 at 9:45 AM, the surveyor interviewed the 
resident's nurse, Licensed Practical Nurse (LPN#1). 
LPN#1 stated that the resident's curtain has been  
broken for a long time and the facility were aware  
that the curtain was broken. She was unable to tell  
the surveyor why the privacy curtain was not fixed. 
 
 
On 7/31/25 at 1:15 PM, the surveyor presented the

F0584 10/15/2025
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Initial Comments  
 
 
THE FACILITY WAS 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.  
 

S0000  
 

10/27/2025

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 other facility  
documentation, it was determined that the facility  
failed to maintain the required minimum direct care  
staff to resident ratios as mandated by the state of  
New Jersey. This deficient practice was identified for 
7 out of 21 day shifts reviewed.  
 
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. "Direct care 
staff member" means any registered professional  
nurse, licensed practical nurse, or certified nurse  
aide who is acting in accordance with that  
individual's authorized scope of practice and  
pursuant to documented employee time schedules.  
The following ratio(s) were effective on 02/01/2021: 

S0560 All residents have the potential to be affected by this 
deficient practice  
 
Staffing Coordinator has been education on staffing 
ratios and the importance of staffing at proper ratios 
 
Administrator/Designee will meet and communicate 
with staffing coordinator to review schedules to  
ensure facility meets New Jersey staffing  
requirements  
 
Staffing Coordinator has been education on staffing 
ratios and the importance of staffing at proper ratios 
 
The facility has implemented multiple strategies to  
improve staffing levels, retain current employees,  
and recruit new team members:  
 
Offering sign-on bonuses to new hires for targeted  
positions.  
 
Providing employee referral bonuses for current staff 
who refer qualified candidates.  
 
Posting job openings on multiple online platforms,  
and local job boards  
 
Staffing levels are reviewed daily and weekly by the 
Administrator and DON  
 
Administrator/Designee will audit staffing ratios daily 
to ensure it meets New Jersey staffing requirements 
 
Results of all audits will be reported quarterly to the

10/10/2025

Office of Primary Care and Health Systems Management
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S0560 Continued from page 1 
 
One 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 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.  
 
 
As per the "Nursing Staffing Report" completed by  
the facility as documented below:  
 
 
For the 3 weeks of AAS-11 staffing, the facility was 
deficient as follows:  
 
 
1.For the week of Complaint staffing from 08/25/24 
to 08/31/24, the facility was deficient in CNA staffing 
for residents on 5 of 7 day shifts as follows:  
 
 
08/25/24 had 10 CNAs for 109 residents on the day 
shift, required at least 14 CNAs.  
 
 
08/26/24 had 4 CNAs for 107 residents on the day  
shift, required at least 13 CNAs.  
 
 
08/27/24 had 9 CNAs for 107 residents on the day  
shift, required at least 13 CNAs.  
 
 
08/30/24 had 12 CNAs for 107 residents on the day 
shift, required at least 13 CNAs.  
 
 
08/31/24 had 12 CNAs for 106 residents on the day 
shift, required at least 13 CNAs.  
 
 
2. For the 2 weeks of staffing prior to survey from  
07/13/25 to 07/26/25, the facility was deficient in  
CNA staffing for 2 of 14 day shifts as follows:  
 
 
07/17/25 had 13 CNAs for 109 residents on the day

S0560 Continued from page 1 
QAPI committee, and corrective actions will be taken 
immediately if issues are identified.  
 
Responsible party: Administrator

10/10/2025
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Continued from page 2 
shift, required at least 14 CNAs.  
 
 
07/20/25 had 12 CNAs for 106 residents on the day 
shift, required at least 13 CNAs.  
 
 
On 8/4/25 at 9:32 AM, the surveyor interviewed the 
Staffing Coordinator (SC), who stated that she  
scheduled the Nurses and the Certified Nursing  
Assistances (CNA’s). She stated that she staffed the 
facility according to the census. She further stated  
that she was aware of the staffing ratios for CNA’s; 
1 CNA to 7-8 residents on day shift, 10 to 11  
residents on 3-11 shift and 14 residents on 11-7  
shift. The SC stated that she was able to meet the  
staffing ratios, the facility does not have agency  
staff, the facility offers overtime and had staffing  
bonuses.  
 
 
On 08/05/25 at 10:40 AM, the surveyor met with the 
Licensed Nursing Home Administrator, who stated  
that they are aware of the minimum staffing  
requirements for CNA’s and acknowledged that the 
dates reviewed for staffing were short.  
 
 
A review of the facility’s policy, titled, "Staffing  
Policy" revealed, that the facility shall maintain  
minimum direct care staff-to-resident ratio in  
accordance with N.J. Stat.... to meet the daily care  
needed of all residents.  
 

S0560  10/10/2025

S2120 Mandatory Physical Environment  
 
CFR(s): 8:39-31.1(c)  
 
Fire safety maintenance and retrofit of long-term  
care facilities shall comply with the Uniform Fire  
Safety Code (N.J.A.C. 5:18) as adopted by the New  
Jersey Department of Community Affairs. The New  
Jersey Uniform Fire Safety Code may be obtained  
from the Fire Safety Element of the Department of  
Community Affairs, PO Box 809, Trenton, New  
Jersey 08625-0809.  
 
This LICENSURE REQUIREMENT is NOT MET as  
evidenced by:  
 
Based on record review and interview on 07/31/2025 
in the presence of the Maintenance Director (MD), it 
was determined that the facility failed to ensure  
quarterly Uniform Fire Code inspections were  
conducted in accordance with N.J.A.C 5:70. This  
deficient practice had the potential to affect all

S2120 The facility immediately contacted the Authority  
Having Jurisdiction (AHJ) and requested completion 
of the required Uniform Fire Code inspection.  
 
The inspection was conducted, and set back into  
compliance.  
 
No residents were harmed as a result of this  
deficient practice.  
 
A review of all documentation related to Uniform Fire 
Code compliance was completed to determine  
whether any other required inspections or  
certifications were overdue or missing. No additional 
issues were identified.  
 
All current Life Safety documentation was organized 
and verified to ensure accuracy and completeness.  
 
The Maintenance Director or designee will be  
responsible for ensuring that all future quarterly  
Uniform Fire Code inspections are completed on

11/02/2025
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S2120 Continued from page 3 
residents and was evidenced by the following:  
 
A record review at 1:22 PM revealed that the New  
Jersey Uniform Fire Code Certificate of Inspection  
that was provided was conducted on 06/08/2019 and 
expired on 09/08/2019.  
 
 
No further documentation was provided regarding  
subsequent quarterly inspections.  
 
 
In an interview at 1:39 PM, the facility’s  
Administrator stated, “Authority Having Jurisdiction 
(AHJ) could not provide certifications until elevators 
repair had been complete.”  
 
 
The facility's Administrator was informed of the  
deficient practice during the Life Safety Code exit  
conference on 07/31/2025 at 1:42 PM.

S2120 Continued from page 3 
time and that updated certificates are received and  
filed.  
 
The Maintenance Department will receive education  
regarding  
 
• Required inspection frequencies under N.J.A.C  
5:70  
 
• Proper tracking and filing of AHJ-issued  
certificates  
 
• Immediate escalation if scheduled inspections are 
delayed due to repairs or other barriers.  
 
A tracking log has been implemented to monitor due 
dates for all required fire code inspections.  
 
The Maintenance Director or designee will review the 
Uniform Fire Code inspection log to ensure  
inspections remain current and all documentation is 
on file.  
 
The results of this monthly audit will be reported  
and reviewed during the facility’s monthly quality  
assurance meeting

11/02/2025
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F0000 INITIAL COMMENTS  
 
An offsite/desk review was conducted on  
11/13/2025 to verify the facility's Plan of Correction 
for the 8/5/2025 Recertification survey. The facility  
was found to be in compliance with 42 CFR Part  
483, Requirements for Long Term Care Facilities.

F0000 12/21/2025

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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Initial Comments  
 
 
An offsite/desk review was conducted on  
11/13/2025 to verify the facility's Plan of Correction 
for the 8/5/2025 State of New Jersey Re-Licensure 
survey. The facility was found to be not in  
compliance with the Standards in the New Jersey  
Administrative Code, Chapter 8:39, Standards for  
Licensure of Long Term Care Facilities.  
 

S0000  
 

12/21/2025

S2120 Mandatory Physical Environment  
 
CFR(s): 8:39-31.1(c)  
 
Fire safety maintenance and retrofit of long-term  
care facilities shall comply with the Uniform Fire  
Safety Code (N.J.A.C. 5:18) as adopted by the New  
Jersey Department of Community Affairs. The New  
Jersey Uniform Fire Safety Code may be obtained  
from the Fire Safety Element of the Department of  
Community Affairs, PO Box 809, Trenton, New  
Jersey 08625-0809.  
 
This LICENSURE REQUIREMENT is NOT MET as  
evidenced by:  
 
Based on interview it was determined that the facility 
failed to ensure quarterly Uniform Fire Code  
inspections were conducted in accordance with  
N.J.A.C 5:70. This deficient practice had the  
potential to affect all residents and was evidenced  
by the following:  
 
The facility was cited on the 8/5/25 Re-licensure  
survey due to the last New Jersey Uniform Fire Code 
Certificate of Inspection was conducted on  
06/08/2019 and expired on 09/08/2019. The  
Licensed Nursing Home Administrator (LNHA) stated 
that the "Authority Having Jurisdiction (AHJ) could  
not provide certifications until elevators repair had  
been complete.” The facility submitted a Plan of  
Correction which documented that the following  
correction would be completed by 11/2/25: "The  
facility immediately contacted the Authority Having  
Jurisdiction (AHJ) to schedule the overdue Uniform  
Fire Code inspection. A request for inspection was  
submitted, and the inspection will be completed  
once elevator renovations are finalized."On 11/13/25, 
the surveyor requested evidence that the inspection 
was completed. The LNHA stated that the inspection

S2120 The facility immediately contacted the Authority  
Having Jurisdiction (AHJ) and requested completion 
of the required Uniform Fire Code inspection.  
 
The Fire Marshal conducted the on-site Uniform Fire 
Code inspection. The facility is currently awaiting  
receipt of the official Certificate of Inspection  
documentation from the AHJ.  
 
Upon receipt, the certificate will be filed in the Life  
Safety compliance binder and maintained on site for 
surveyor review.  
 
At the time of inspection, no immediate life safety  
hazards were identified by the Fire Marshal.  
 
No residents were harmed as a result of this  
deficient practice.  
 
A review of all documentation related to Uniform Fire 
Code compliance was completed to determine  
whether any other required inspections or  
certifications were overdue or missing. No additional 
issues were identified.  
 
The Maintenance Director or designee is responsible 
for ensuring that all future quarterly Uniform Fire  
Code inspections are completed on time and that  
updated certificates are received and filed.  
 
The Maintenance Department received education  
regarding:  
 
• Required inspection frequencies under N.J.A.C.  
5:70  
 
• Proper tracking and filing of AHJ-issued  
certificates  
 
• Immediate escalation to administration if scheduled

11/14/2025
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S2120 Continued from page 1 
had not yet occurred.

S2120 Continued from page 1 
inspections are delayed due to repairs or other  
barriers  
 
A tracking log has been implemented to monitor due 
dates for all required fire code inspections.  
 
The Maintenance Director or designee will review the 
Uniform Fire Code inspection log monthly to ensure 
inspections remain current and all documentation is 
on file.  
 
Results of the monthly review will be reported and  
discussed during the facility’s Quality Assurance  
and Performance Improvement (QAPI) meeting.

11/14/2025
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S0000 Initial Comments  
 
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 1/27/2026 in relation  
to the 11/13/2025 revisit State of New Jersey  
Re-Licensure survey of the 8/5/2025 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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E0000 Initial Comments  
 
An Emergency Preparedness Survey was conducted 
by the New Jersey Department of Health, Health  
Facility Survey and Field Operations on 07/29/25,  
07/30/25 and 07/31/25. The facility was found to be 
in compliance with the requirement for participation 
in Medicare/Medicaid at 42 CFR, Subpart 483.73,  
Emergency Preparedness.

E0000 10/27/2025

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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K0000 
Bldg. 01

INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 11/14/2025 in relation 
to the 8/5/2025 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.

K0000 12/21/2025

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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