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S0560 S0560 05/31/2025Mandatory 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:

Complaint #s: NJ00179287, NJ00181477, NJ00181857, 
NJ00183738 

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-shift ratios as mandated by the state of New 
Jersey for 48 of 63 day shifts reviewed. 

This deficient practice was evidenced by the following:

Reference: New Jersey Department of Health (NJDOH) 
memo, dated 1/28/21, "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 
2/01/21: 

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

1. 1. The daily staffing schedule was reviewed by the 
Human resources director to assure the facility is in 
compliance with the required minimum direct care 
staff-to-shift ratios. 

2. All Residents have the potential to be affected by 
the deficient practice. 

3. The Human Resources Director will continue to post 
the vacancies on all 3 shifts.¿The Human Resources 
Director will continue to recruit through online 
platforms as well as a job fair.¿The Administrator will
boost the rate when there is emergency staffing 
coverage.¿The facility is contracted with multiple 
staffing agencies for temporary and permanent staffing
assistance. Employee Referral Bonus Program in place. 
bi-weekly meetings are held including the 
Administrator, Director of Nursing, Human Resources, 
staffing coordinator, and recruiter to review direct 
care staffing and develop strategies for recruitment 
and retention of direct care staff. In the event that 
we do not have the adequate ratio of staff on schedule
or have call outs, the staff on shift are asked to stay
for another shift as well as available coverage is 
requested from the facilities contracted staffing 
agencies at a boosted rate. 

4.The Human resources director or designee will report
the findings of completed direct care staff to resident
ratio weekly audits to the Nursing home administrator 
as well as at the quarterly Quality Assurance and 
Performance Improvement meetings. The Quality Assurance
Performance Improvement Committee will determine 
whether the audit needs to be continued or 
discontinued. 
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S0560 S0560Continued from page 1
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. 

The survey team requested staffing for the weeks from 
10/6/24 -10/19/24, 12/1/24 - 12/21/24, 2/16/25 - 
3/1/25, and 4/20/25 - 5/3/25. 

1. For the 2 weeks of Complaint staffing from 
10/06/2024 to 10/19/2024, the facility was deficient in
CNA staffing for residents on 10 of 14 day shifts as 
follows: 

-10/07/24 had 14 CNAs for 122 residents on the day 
shift, required at least 15 CNAs. 

-10/10/24 had 14 CNAs for 121 residents on the day 
shift, required at least 15 CNAs. 

-10/12/24 had 15 CNAs for 127 residents on the day 
shift, required at least 16 CNAs. 

-10/13/24 had 13 CNAs for 126 residents on the day 
shift, required at least 16 CNAs. 

-10/14/24 had 15 CNAs for 125 residents on the day 
shift, required at least 16 CNAs. 

-10/15/24 had 15 CNAs for 125 residents on the day 
shift, required at least 16 CNAs. 

-10/16/24 had 14 CNAs for 125 residents on the day 
shift, required at least 16 CNAs. 

-10/17/24 had 15 CNAs for 125 residents on the day 
shift, required at least 16 CNAs. 

-10/18/24 had 15 CNAs for 130 residents on the day 
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S0560 S0560Continued from page 2
shift, required at least 16 CNAs. 

-10/19/24 had 15 CNAs for 129 residents on the day 
shift, required at least 16 CNAs. 

2. For the 3 weeks of Complaint staffing from 
12/01/2024 to 12/21/2024, the facility was deficient in
CNA staffing for residents on 21 of 21 day shifts as 
follows: 

-12/01/24 had 13 CNAs for 117 residents on the day 
shift, required at least 15 CNAs. 

-12/02/24 had 13 CNAs for 117 residents on the day 
shift, required at least 15 CNAs. 

-12/03/24 had 13 CNAs for 117 residents on the day 
shift, required at least 15 CNAs. 

-12/04/24 had 13 CNAs for 117 residents on the day 
shift, required at least 15 CNAs. 

-12/05/24 had 12 CNAs for 117 residents on the day 
shift, required at least 15 CNAs. 

-12/06/24 had 13 CNAs for 117 residents on the day 
shift, required at least 15 CNAs. 

-12/07/24 had 13 CNAs for 117 residents on the day 
shift, required at least 15 CNAs. 

-12/08/24 had 13 CNAs for 123 residents on the day 
shift, required at least 15 CNAs. 

-12/09/24 had 13 CNAs for 123 residents on the day 
shift, required at least 15 CNAs. 

-12/10/24 had 13 CNAs for 123 residents on the day 
shift, required at least 15 CNAs. 

-12/11/24 had 13 CNAs for 125 residents on the day 
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shift, required at least 16 CNAs. 

-12/12/24 had 13 CNAs for 125 residents on the day 
shift, required at least 16 CNAs. 

-12/13/24 had 14 CNAs for 125 residents on the day 
shift, required at least 16 CNAs. 

-12/14/24 had 13 CNAs for 125 residents on the day 
shift, required at least 16 CNAs. 

-12/15/24 had 13 CNAs for 125 residents on the day 
shift, required at least 16 CNAs. 

-12/16/24 had 13 CNAs for 123 residents on the day 
shift, required at least 15 CNAs. 

-12/17/24 had 13 CNAs for 123 residents on the day 
shift, required at least 15 CNAs. 

-12/18/24 had 13 CNAs for 123 residents on the day 
shift, required at least 15 CNAs. 

-12/19/24 had 13 CNAs for 121 residents on the day 
shift, required at least 15 CNAs. 

-12/20/24 had 12 CNAs for 121 residents on the day 
shift, required at least 15 CNAs. 

-12/21/24 had 13 CNAs for 121 residents on the day 
shift, required at least 15 CNAs. 

3. For the 2 weeks of Complaint staffing from 
02/16/2025 to 03/01/2025, the facility was deficient in
CNA staffing for residents on 6 of 14 day shifts as 
follows: 

-02/16/25 had 11 CNAs for 125 residents on the day 
shift, required at least 16 CNAs. 

-02/21/25 had 16 CNAs for 133 residents on the day 
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shift, required at least 17/ CNAs. 

-02/23/25 had 15 CNAs for 128 residents on the day 
shift, required at least 16 CNAs. 

-02/24/25 had 14 CNAs for 128 residents on the day 
shift, required at least 16 CNAs. 

-02/25/25 had 15 CNAs for 128 residents on the day 
shift, required at least 16 CNAs. 

-02/28/25 had 15 CNAs for 132 residents on the day 
shift, required at least 16 CNAs. 

4. For the 2 weeks of staffing prior to survey from 
04/20/2025 to 05/03/2025, the facility was deficient in
CNA staffing for residents on 11 of 14 day shifts as 
follows: 

-04/20/25 had 10 CNAs for 125 residents on the day 
shift, required at least 16 CNAs. 

-04/21/25 had 13 CNAs for 125 residents on the day 
shift, required at least 16 CNAs. 

-04/22/25 had 14 CNAs for 125 residents on the day 
shift, required at least 16 CNAs. 

-04/23/25 had 13 CNAs for 125 residents on the day 
shift, required at least 16 CNAs. 

-04/25/25 had 14 CNAs for 127 residents on the day 
shift, required at least 16 CNAs. 

-04/26/25 had 15 CNAs for 127 residents on the day 
shift, required at least 16 CNAs. 

-04/27/25 had 15 CNAs for 125 residents on the day 
shift, required at least 16 CNAs. 

-04/28/25 had 15 CNAs for 125 residents on the day 
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shift, required at least 16 CNAs. 

-04/29/25 had 15 CNAs for 125 residents on the day 
shift, required at least 16 CNAs. 

-04/30/25 had 15 CNAs for 125 residents on the day 
shift, required at least 16 CNAs. 

-05/01/25 had 15 CNAs for 125 residents on the day 
shift, required at least 16 CNAs. 

On 5/14/25 at 1:02 PM, the surveyor interviewed the 
staffing coordinator, who stated she was familiar with
the New Jersey staffing ratios. She further stated that
she only has problems if there were last minute call 
outs and that it's very rare that they worked short. 

The surveyor reviewed the facility provided policy 
"Nursing Services and Sufficient Staff" revised 1/1/25,
which included: 

It is the policy of this facility to provide sufficient
staff with appropriate competencies and skill sets to 
assure resident safety and attain or maintain the 
highest practicable physical, mental and psychosocial 
well-being of each resident, as determined by resident
assessments and individual plans of care. The 
facility's census, acuity and diagnoses of the resident
population will be considered based on the facility's 
assessment. 

Policy Explanation and Compliance Guidelines: 

1. The facility will supply services by sufficient 
numbers of each of the following personnel types on a 
24-hour basis to provide nursing care to all residents
in accordance with resident care plans: 

a. Except when waived, licensed nurses; and 

b. Other nursing personnel, including but not limited 
to nurse aides. 
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3. The facility is required to provide licensed nursing
staff 24 hours a day (except when waived), along with 
other nursing personnel, including but not limited to 
nurse aides. 
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E0000 E0000Initial Comments 

This facility is in substantial compliance with 
Appendix Z-Emergency Preparedness for All Provider and
Supplier Types Interpretive Guidance 483.73, 
Requirements for Long Term Care (LTC) Facilities. 

 

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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