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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) above) 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
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This REQUIREMENT is not met as evidenced
by:
COMPLAINT # NJ 121714 1. There were no residents negatively
affected by the nursing staffing hours on
3/3/2019.
Based on review of staffing schedules provided 2. All in house residents had the potential
by the facility for the week of 3/3/2019, it was to be affected by the nursing staffing hours
determined that the facility failed to provide the on 3/3/2019.
necessary nursing staff to meet the staffing
requirements. This deficient practice was 3. The staffing coordinator was re
evidenced by the following: educated on the necessary nursing staff to
meet the staffing requirements. The
DON/ADON reviewed the NJ state
For the week of 3/3/2019. mandatory nurse staffing regulation. The
DON/ADON will review the facility census
Required staffing hours: 461.00 and acuities daily, to ensure that the
necessary nursing staff is available to
Date: 3/3/2019 meet the staffing requirements. This will
Actual staffing hours: 448 continue ongoing. If nursing staffing does
Difference: -13.00 hours not meet staffing requirements, then in
house staff will be contacted for available
During a post survey interview on 1/9/2020 at shifts to work and agencies utilized by the
2:45 p.m., the Director of Nursing (DON) facility will be called to ensure nursing
reported; When we have a call-out we first ask staffing meets required staffing levels.
our current employees to work overtime. If the
current staff will not work overtime then Agencies 4. The DON/ADON will review the facility
are used. census and acuities daily to ensure that
the necessary nursing staff is available to
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meet the staffing requirements. This will
continue ongoing. Results of the daily
census/acuities will be reported to QAPI
for tracking and trends quarterly and
ongoing..
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