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 S 000 Initial Comments  S 000

Census: 30

Sample Size: 12

TYPE OF SURVEY: Recertification Survey

The facility is not in substantial compliance with 
all of the standards in the New Jersey 
Administrative Code 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 provisions of New 
Jersey Administrative Code Title 8, Chapter 43E, 
Enforcement of Licensure Regulations.

 

 S 560 8:39-5.1(a) Mandatory Access to Care

(a) The facility shall comply with applicable 
Federal, State, and local laws, rules, and 
regulations.

This REQUIREMENT  is not met as evidenced 
by:

 S 560 10/23/21

Based on interviews, facility document review, 
and New Jersey Department of Health (NJDOH) 
memo, dated 01/28/2021, it was determined the 
facility failed to maintain direct care 
staff-to-resident ratios as mandated by New 
Jersey State Law. This was evident for six out of 
14 day shifts reviewed. This had the potential to 
affect all residents. 
 
Findings included: 
 

S560

1. Staffing Coordinator was re-in 
serviced on the required staffing ratios on 
10/22/21.

2. All residents have the potential to be 
affected by the NJ Nursing staffing ratios 
requirement. 
3. Facility CNA sign on bonus was 
increased significantly to attract hiring of 
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 S 560Continued From page 1 S 560

Reference: 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 aid (CNA) to every eight 
residents for the day shift. 
 
1. A review of the "Nurse Staffing Report," 
completed by the facility for the weeks of 
10/03/2021 - 10/16/2021, indicated 
staff-to-resident ratios that did not meet the 
minimum requirements as listed below: 

10/07/2021 had 3 CNAs for 30 residents on the 
day shift, required 4 CNAs. 
10/08/2021 had 3.5 CNAs for 29 residents on the 
day shift, required 4 CNAs.
10/09/2021 had 3 CNAs for 29 residents on the 
day shift, required 4 CNAs.
10/10/2021 had 3 CNAs for 29 residents on the 
day shift, required 4 CNAs.
10/11/2021 had 3 CNAs for 28 residents on the 
day shift, required 4 CNAs.
10/16/2021 had 3 CNAs for 27 residents on the 
day shift, required 4 CNAs.
 
During an interview with the Director of Nursing 
(DON) on 10/21/2021 at 9:51 AM, she stated the 
staffing numbers that were sent to the NJDOH 
were accurate. She further stated staff had called 
out sick or resigned, and they did not know where 
to find more staff. She stated it had been very 
difficult to find additional staff. 

CNA s.
Additional pay/gift cards will be offered on 
an as needed basis to provide required 
staffing ratios.
Facility administrator reviewed with the 
DON the facility s hiring and staff 
retention program.
Ongoing posting of available jobs 
reflecting rate increases and the sign on 
bonus.
           The administrator and or designee 
will perform  monthly audits to review the 
previous months compliance.  Findings 
identifying staffing concerns will be 
addressed upon completion of the audits.

4. The administrator and or the 
management designee will report the 
findings of the staffing audits and 
corrective actions to the quarterly QAPI 
committee. 
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 S 560Continued From page 2 S 560

During an interview with the Administrator on 
10/21/2021 at 10:00 AM, he stated the facility had 
offered bonuses and other incentives to recruit 
new nursing staff. He stated it had been difficult 
during the last year with the pandemic situation.
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