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The facility is not in substantial compliance with 

all of the standards in the New Jersey 

Administrative Code 8:36, Standards for 

Licensure of Assisted Living Residences, 

Comprehensive Personal Care Homes and 

Assisted Living Programs.  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 provisions of New Jersey 

Administrative Code Title 8, Chapter 43E, 

Enforcement of Licensure Regulations.

 

 A 310 8:36-3.4(a)(1) Administration

(a) The administrator or designee shall be 

responsible for, but not limited to, the following:

1. Ensuring the development, 

implementation, and enforcement of all policies 

and procedures, including resident rights;

 A 310
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This REQUIREMENT  is not met as evidenced 

by:

NJ00170598

Based on interview, review of regulations, and 

pertinent facility documents, it was determined 

that the facility failed to develop and implement its 

Policy and Procedure titled, "Resident Attendant 

Qualifications" regarding employee training 

requirements for 2 of 3 staff members (SM) 

reviewed, SM #2, and SM #3. This deficient 

practice was evidenced by the following:

At 12:00 p.m., the surveyor interviewed SM #2 

who stated she was employed as a personal care 

assistant and was scheduled to take the Certified 

Nursing Aide examination in . In 

addition, SM #2 stated she was enrolled in a 

program at the facility and was required to be 

certified within  of hire date which was 

.

On 1/26/24 at 12:18 p.m., the surveyor 

interviewed the Assisted Living Coordinator (ALC) 

and inquired about the facility Nurse Aide training 

program.  The ALC stated the training program 

was a state approved program held at the facility 

in which the facility employed uncertified staff and 

trained the staff to care for residents. Additionally, 

the ALC stated the uncertified staff were paired 

with licensed/certified staff in the facility to learn 

and perform resident care. Further, the ALC 

stated the program required the uncertified staff 

to be licensed/certified in 6 months or they would 

be terminated.
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 A 310Continued From page 2 A 310

At 1:37 p.m., the surveyor interviewed the 

Executive Director (ED) regarding the facility 

policy on Nurse Aide training held at the facility 

provided by the ED. The ED stated the program 

was approved by the state. 

On 1/30/24 at 4:13 p.m., the surveyor interviewed 

SM #3 over the telephone who stated she worked 

 as a Dietary Aide and on  she 

 into the  

 in which she was 

paired with a certified staff member to learn 

resident care. The surveyor asked SM #3 what 

certification program she would attend, and SM 

#3 stated she would be going to obtain her 

 and she had 6 months 

from  to be certified. 

According to the facility policy and procedure 

titled, "Resident Attendant Qualifications Revised 

May 14, 2018 ... Policy: All Resident Attendants 

will meet New Jersey Department of Health and 

Senior Services requirements before providing 

direct care to residents. ... Procedure: 1. Within 

six (6) months of date of hire, each Resident 

Attendant will have successfully completed a 

Nurse's Aide (CNA), ... or other equivalent 

training program approved by the New Jersey 

Department of Health and Senior Services/Board 

of Nursing. ..."

Reference:  "N.J.A.C. SUBCHAPTER 43 ... 

8:39-43.1 Nurse aide competency (a) An 

individual who meets any of the following criteria 

shall be considered by the Department to be 

competent to work as a nurse aide ... (2)  Has 

been employed for less than 120 days and is 

currently enrolled in an approved nurse aide in 

long term care facilities training course and 
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 A 310Continued From page 3 A 310

scheduled to complete the competency 

evaluation program (skills and written/oral 

examination) within 120 days of employment. ... 

8:39-43.3 Exemptions ... (a) ... 4. Persons who 

successfully complete the Core Curriculum for 

Unlicensed assistive Personnel approved by the 

Department and the New Jersey Board of 

Nursing, and the Long-Term Care Module of the 

Core Curriculum for Unlicensed Assistive 

personnel approved by the Department."

Reference: A-0795, 8:36-9.1(a)

 A 795 8:36-9.1(a)(1) Personal Care Assistants, Certified 

Med Aides

(a) For the purposes of this subchapter, each 

personal care assistant shall be an individual who 

is employed by the facility and who has 

completed:

 

1. A nurse aide training course approved by 

the New Jersey State Department of Health and 

Senior Services in accordance with N.J.A.C. 

8:39-43, and shall have passed the New Jersey 

Nurse Aide Certification Examination;

This REQUIREMENT  is not met as evidenced 

by:

 A 795

NJ00170598

Based on interviews, review of pertinent facility 

documents, regulations, and policy and 

procedure, it was determined that the facility 

failed to ensure its policy and procedure for 

Resident Attendants followed "SUBCHAPTER 43 
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 A 795Continued From page 4 A 795

of N.J.A.C. Certification of Nurse Aides...," for 2 of 

3 staff members (SM), SM #2, and SM #3. The 

facility also failed to provide state approval 

documentation for training program. This deficient 

practice was evident by the following:

On 1/26/24 at 12:00 p.m., the surveyor 

interviewed SM #2 who stated she was employed 

as a personal care assistant and was scheduled 

to take the Certified Nursing Aide examination in 

three weeks. In addition, SM #2 stated she was 

enrolled in a program at the facility and was 

required to be certified within 6 months of hire 

date.

A review of SM #2's employee record revealed a 

hire date of  as a Resident Attendant. 

According to the "Job Description," listed under 

"QUALIFICATIONS: ...Within six (6) months of 

date of hire, each Resident assistant will have 

successfully completed a Nurse's Aide (CNA)...or 

other equivalent training program approved by the 

New Jersey Department of Health and Senior 

Services/Board of Nursing. ..."

At 12:18 p.m., the surveyor interviewed the 

Assisted Living Coordinator (ALC) regarding the 

facility 6-month training program.  The ALC stated 

the training program was a state approved 

program held at the facility in which the facility 

employed uncertified staff and trained to care for 

residents. Additionally, the ALC stated the 

uncertified staff were paired with licensed/certified 

staff in the facility to learn and perform resident 

care. Further, the ALC stated the program 

required the uncertified staff to be 

licensed/certified in 6 months or they would be 

terminated.  The ALC also stated SM #3 was 

transferred from Dietary, and started training in 

the 6-month facility held program on , and 
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 A 795Continued From page 5 A 795

planned to be enrolled into a certification 

program.

At 1:00 p.m., the surveyor interviewed the 

Executive Director (ED) regarding the 6-month 

facility training program who stated the program 

was state approved. The surveyor then requested 

a copy of the state approval report for the facility 

ran 6-month training program.

At 1:37 p.m., the ED instead provided the 

surveyor with a copy of the facility policy and 

procedure titled, "Resident Attendant 

Qualifications Revised May 14, 2018 ... Policy: All 

Resident Attendants will meet New Jersey 

Department of Health and Senior Services 

requirements before providing direct care to 

residents. ... Procedure: 1. Within six (6) months 

of date of hire, each Resident Attendant will have 

successfully completed a Nurse's Aide (CNA), ... 

or other equivalent training program approved by 

the New Jersey Department of Health and Senior 

Services/Board of Nursing. ..."

At 3:15 p.m., the Executive Director stated she 

was unable to provide the surveyor with 

documentation of state approval of the 6-month 

facility training program for uncertified staff to 

provide resident care prior to certification or 

licensure. Additionally, the Executive Director 

stated all the staff members enrolled in the facility 

held training program were going to start their 

Certified Home Health Aide classes and not the 

Certified Nurse Aide class. The ED also stated 

only SM #2 was enrolled in the Nurse Aide 

Certification program.

On 1/30/24 at 4:13 p.m., the surveyor interviewed 

SM #3 over the telephone who stated she worked 

 as a Dietary Aide and on  she 
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 A 795Continued From page 6 A 795

transferred into the 6-month facility training 

program for Resident Attendant in which she was 

paired with a certified staff member to learn 

resident care. The surveyor asked SM #3 what 

certification program she planned to attend, and 

SM #3 stated she would be going to obtain her 

Nursing Aide Certification and she had 6 months 

from  to obtain the certification.  

The facility's policy and procedure for Resident 

Attendant Qualifications and training of 

unlicensed staff did not coincide with the 

Certification for Nursing Aides state regulations 

for SM #2 and SM #3.

According to the Certification for Nursing Aides 

the following references apply:

Reference: "N.J.A.C. SUBCHAPTER 43 ... 

8:39-43.1 Nurse aide competency (a) An 

individual who meets any of the following criteria 

shall be considered by the Department to be 

competent to work as a nurse aide ... (2)  Has 

been employed for less than 120 days and is 

currently enrolled in an approved nurse aide in 

long term care facilities training course and 

scheduled to complete the competency 

evaluation program (skills and written/oral 

examination) within 120 days of employment. ... 

8:39-43.3 Exemptions ... (a) ... 4. Persons who 

successfully complete the Core Curriculum for 

Unlicensed assistive Personnel approved by the 

Department and the New Jersey Board of 

Nursing, and the Long-Term Care Module of the 

Core Curriculum for Unlicensed Assistive 

personnel approved by the Department."
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SAMPLE SIZE:  3

The facility is not in substantial compliance with 

all of the standards in the New Jersey 

Administrative Code 8:36, Standards for 

Licensure of Assisted Living Residences, 

Comprehensive Personal Care Homes and 

Assisted Living Programs.  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 provisions of New Jersey 

Administrative Code Title 8, Chapter 43E, 

Enforcement of Licensure Regulations.
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