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S0000 
 

Initial 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.  
 

S0000  
 

01/12/2026

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 interview and review of pertinent facility  
documentation, it was determined that the facility  
failed to maintain the required minimum direct care  
staff to resident ratios for the day shift, as mandated 
by the State of New Jersey. This was evident for 3  
of 14 day and was evidenced as follows:  
 
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.  
 
 
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

S0560 A. How the facility identified the issue  
 
Through surveyor interview and review of staffing  
schedules, CNA assignment sheets, and census  
reports, it was determined that the facility did not  
consistently meet the required minimum Certified  
Nurse Aide (CNA)-to-resident ratio of 1:8 on the day 
shift for 3 of 14 reviewed days, in accordance with  
N.J.S.A. 30:13-18 and NJDOH memo.  
 
 
B. How the facility corrected the issue  
 
Corrective action was initiated and completed on  
12/11/2025. A comprehensive review of census and 
staffing schedules was conducted to ensure  
compliance with the required 1:8 CNA-to-resident  
day shift ratio. Staffing adjustments were made  
immediately to meet or exceed the required minimum 
ratio. The master staffing schedule was reviewed  
and updated to reflect required minimum CNA  
coverage based on daily census tiers. A contingency 
staffing protocol was implemented to address  
call-outs and unplanned absences prior to the start 
of each shift to ensure required ratios are met. All  
residents may have been affected by this deficient  
practice. A review of resident care documentation  
revealed no adverse outcomes related to staffing  
levels on the identified dates. The facility has  
remained in compliance with required day shift  
staffing ratios since 12/11/2025.  
 
 
C. How the facility will prevent recurrence  
 
Effective 12/12/2025, the facility formally revised its
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S0560 
 

Continued from page 1 
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 2 weeks of staffing prior to survey from  
11/16/2025 to 11/29/2025, the facility was deficient  
in CNA staffing for residents on 3 of 14 day shifts as 
follows:  
 
 
-11/16/25 had 11 CNAs for 99 residents on the day 
shift, required at least 12 CNAs.  
 
 
-11/ 22/25 had 11 CNAs for 96 residents on the day 
shift, required at least 12 CNAs.  
 
 
-11/24/25 had 9 CNAs for 95 residents on the day  
shift, required at least 12 CNAs.  
 
 
On 12/10/2025 at 10:40 AM, the surveyor  
interviewed the Staffing Coordinator (SC) regarding  
facility staffing. The SC stated that the facility is  
currently meeting staff requirements. She explained 
the staffing levels were determined on a daily based 
and on the resident census, staff-to-resident ratios, 
and resident acuity, with additional staff provided as 
needed, included during emergencies. She stated  
that these levels were reassessed every day to  
ensure adequate coverage. She added that the  
facility census directly impacted staffing, and  
unanticipated shortages or callouts were managed  
by maintaining staff on standby, sending staffing  
alerts, and occasionally offering incentives such as  
extra pay or gift cards. The facility used agency  
nurses when necessary, prioritizing those who  
worked there regularly and required all agency staff 
to complete an education packet before starting. She 
added that ongoing training was provided to staff as 
needed to ensure competency and proper care for  
residents.  
 

S0560 Continued from page 1 
Staffing and Scheduling Policy to include mandatory 
daily census-based staffing ratio verification prior to 
the start of each day shift, required Administrator  
and Director of Nursing notification if staffing ratios 
fall below state-mandated levels, and immediate  
activation of contingency staffing resources,  
including per diem or agency staff, prior to shift  
start when needed to ensure compliance. Education 
was provided on 12/15/2025 regarding New Jersey  
minimum staffing requirements under N.J.S.A.  
30:13-18, including required CNA-to-resident ratios, 
census-based staffing calculations, documentation  
requirements, escalation procedures, and daily  
compliance monitoring expectations. The education 
was provided by the Licensed Nursing Home  
Administrator to the Director of Nursing, Staffing  
Coordinator, Human Resources personnel, and unit  
managers responsible for staffing oversight.  
Education was completed upon correction and will  
be provided upon hire for individuals responsible for 
staffing oversight and annually thereafter.  
Attendance was documented via sign-in sheet and  
is maintained in the facility’s education records.  
 
 
D. How the facility will monitor ongoing compliance 
 
Beginning 12/15/2025, the Administrator or designee 
initiated daily staffing ratio audits to verify  
compliance with the 1:8 CNA-to-resident day shift  
requirement. Audit findings are documented and  
reviewed weekly with the Director of Nursing, and  
results are presented at the monthly QAPI meeting  
to ensure sustained compliance. After 90 days of  
sustained compliance, monitoring will transition to  
weekly review as part of routine regulatory readiness 
oversight.  
 

01/05/2026

S1405 Mandatory Infection Control and Sanitation  
 
CFR(s): 8:39-19.5(a)  
 
The facility shall require all new employees to  
complete a health history and to receive an  
examination performed by a physician or advanced

S1405 A. How the facility identified the issue  
 
During surveyor interview and review of newly hired 
employee health records, it was identified that 13 of 
120 employee files did not contain completed and  
properly signed Employee Health Assessment Forms 
(EHAF) within the required timeframe. The facility
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F0000 INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 2/27/2026 in relation  
to the 12/10/2025 Recertification survey. The facility 
was found to be in compliance with 42 CFR Part  
483, Requirements for Long Term Care Facilities.

F0000 12/26/2025

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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S0000 Initial Comments  
 
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 2/27/2026 in relation  
to the 12/10/2025 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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K0222 
SS = E 
Bldg. 02

Continued from page 7 
security needs of the patient are used, only one  
locking device shall be permitted on each door and 
provisions shall be made for the rapid removal of  
occupants by: remote control of locks; keying of all 
locks or keys carried by staff at all times; or other  
such reliable means available to the staff at all  
times.  
 
18.2.2.2.5.1, 18.2.2.2.6, 19.2.2.2.5.1, 19.2.2.2.6  
 
SPECIAL NEEDS LOCKING ARRANGEMENTS  
 
Where special locking arrangements for the safety  
needs of the patient are used, all of the Clinical or  
Security Locking requirements are being met. In  
addition, the locks must be electrical locks that fail  
safely so as to release upon loss of power to the  
device; the building is protected by a supervised  
automatic sprinkler system and the locked space is 
protected by a complete smoke detection system (or 
is constantly monitored at an attended location  
within the locked space); and both the sprinkler and 
detection systems are arranged to unlock the doors 
upon activation.  
 
18.2.2.2.5.2, 19.2.2.2.5.2, TIA 12-4  
 
DELAYED-EGRESS LOCKING ARRANGEMENTS  
 
Approved, listed delayed-egress locking systems  
installed in accordance with 7.2.1.6.1 shall be  
permitted on door assemblies serving low and  
ordinary hazard contents in buildings protected  
throughout by an approved, supervised automatic  
fire detection system or an approved, supervised  
automatic sprinkler system.  
 
18.2.2.2.4, 19.2.2.2.4  
 
ACCESS-CONTROLLED EGRESS LOCKING  
ARRANGEMENTS  
 
Access-Controlled Egress Door assemblies installed 
in accordance with 7.2.1.6.2 shall be permitted.  
 
18.2.2.2.4, 19.2.2.2.4  
 
ELEVATOR LOBBY EXIT ACCESS LOCKING  
ARRANGEMENTS  
 
Elevator lobby exit access door locking in  
accordance with 7.2.1.6.3 shall be permitted on door 
assemblies in buildings protected throughout by an 
approved, supervised automatic fire detection  
system and an approved, supervised automatic  
sprinkler system.

K0222 Continued from page 7 
egress. The sign reads: “PUSH UNTIL ALARM  
SOUNDS DOOR CAN BE OPENED IN 15 SECONDS” 
in letters not less than 1-inch on a contrasting  
background, consistent with NFPA 101:2012 Edition 
requirements. Education was provided to all  
Maintenance personnel by the Administrator.  
Education was completed immediately upon  
correction and will be provided upon hire and  
annually thereafter.  
 
C. How the facility will prevent recurrence  
 
The Maintenance Director will implement a  
standardized checklist for delayed egress doors to  
verify signage presence, placement, and visibility  
during routine life safety/environmental rounds.  
Maintenance staff will be re-educated on delayed  
egress locking system requirements, including  
signage requirements, placement, and visibility.  
 
D. How the facility will monitor ongoing compliance 
 
The Maintenance Director or designee will conduct  
weekly audits for 90 days of all delayed egress  
doors to verify required signage remains present  
and visible. Findings will be documented and any  
deficiencies corrected promptly. Results will be  
reviewed monthly at the QAPI meeting.
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K0000 
Bldg. 02

INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 3/17/2026 in relation  
to the 12/10/2025 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 12/26/2025

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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E0000 Initial Comments  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 3/17/2026 in relation  
to the 12/10/2025 Emergency Preparedness survey. 
The facility was found to be in compliance with the  
requirement for participation in Medicare/Medicaid at 
42 CFR, Subpart 483.73, Emergency Preparedness.
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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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