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F 000 INITIAL COMMENTS F 000

 Complaint #: NJ00175651

Survey Dates: 08/02/24

Census: 106

Sample Size: 4

THE FACILITY IS NOT IN SUBSTANTIAL 

COMPLIANCE WITH THE REQUIREMENTS OF 

42 CFR PART 483, SUBPART B, FOR LONG 

TERM CARE FACILITIES BASED ON THIS 

COMPLAINT VISIT.

 

F 559 Choose/Be Notified of Room/Roommate Change

CFR(s): 483.10(e)(4)-(6)

§483.10(e)(4) The right to share a room with his 

or her spouse when married residents live in the 

same facility and both spouses consent to the 

arrangement.

§483.10(e)(5) The right to share a room with his 

or her roommate of choice when practicable, 

when both residents live in the same facility and 

both residents consent to the arrangement.

§483.10(e)(6) The right to receive written notice, 

including the reason for the change, before the 

resident's room or roommate in the facility is 

changed.

This REQUIREMENT  is not met as evidenced 

by:

F 559 8/30/24

SS=D

 COMPLAINT #NJ00175651

Based on observation, interview, and record 

review, on 08/02/24, it was determined that the 

facility failed to notify a resident in writing of a 

 CRITERIA 1 

The administrator met with resident #1 

and resident #2 and explained to resident 

#1 and resident #2 the plan of correction. 

Moving forward, the staff will ensure that 
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F 559 Continued From page 2 F 559

change.

2). On 08/02/24 at 11:33 A.M., the surveyor 

observed Resident #2 seated at the bedside in a 

wheelchair, watching television. The surveyor 

asked how long the resident had been in this 

room and the resident stated, "Sometime in  

maybe ."  The resident stated that the 

 informed his/her that the resident 

was "  and needed to be moved. The 

resident further stated that he/she had not 

received anything in writing prior to the move.

Review of Resident #2's Admission Record (AR) 

revealed that the resident was re-admitted to the 

facility with diagnoses that included but were not 

limited to:  

, , and  

Review of Resident #2's quarterly Minimum Data 

Set (MDS), dated  reflected that the 

resident had a brief interview for mental status 

(BIMS) score of  out of 15, which indicated that 

the resident was .

Review of Resident #2's progress notes (PN) 

revealed a social worker note, dated  at 

11:30 A.M., that indicated that the resident was 

transferred to another room and that written 

notification was not provided. A further review of 

the electronic medical record did not reveal 

evidence of the required written notification of the 

room change.

During an interview with the surveyor on 08/02/24 

at 12:42 P.M., the  

 stated that she informed Resident #2 of 

the room change and that a notification was 

provided in writing to all residents. In a later 
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F 559 Continued From page 3 F 559

interview, at 2:10 P.M., in the presence of the 

surveyor, the  reviewed a facility form titled, 

"SUBJECT: Room Change, In-house." The  

stated that residents received the form which 

informed them of the room changes; no form was 

provided to the surveyor for Resident #1 nor 

Resident #2. 

During an interview with the surveyor on 08/02/24 

at 1:30 P.M., the  stated that 

she informed Resident #1 of the room change on 

the day of the move. She further stated that she 

had not provided the resident with a written 

notification. 

NJAC 8:39-4.1(a)
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 S 000 Initial Comments  S 000

The facility was not in compliance with 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 

the provisions of the 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 8/30/24

Based on review of pertinent facility 

documentation, it was determined that the facility 

failed to ensure staffing ratios were met to 

maintain the required minimum staff-to-resident 

ratios as mandated by the state of New Jersey for 

2 of 14 day shifts. The deficient practice was 

evidenced by the following:

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 as N.J.S.A. 30:13-18 (the Act), which 

established minimum staffing requirements in 

CRITERIA 1 

The facility will ensure all avenues and 

resources are exhausted. The facility 

implemented immediate on the spot 

interview for qualified candidates. The 

facility advertised for the following 

positions: registered nurse, licensed 

practical nurse, and certified nursing 

assistant. 

CRITERIA 2 

All residents have the potential to be 

affected by this deficient practice. Facility 

will follow the staffing plan by utilizing 

overtime, mandatory overtime, and 

agency staff to meet minimum staffing 
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 S 560Continued From page 1 S 560

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 of all staff members 

shall be CNAs and each direct staff member shall 

be signed into work as a certified nurse aide 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 surveyor requested staffing for the weeks of 

07/14/2024 to 07/27/2024, the facility was 

deficient in CNA staffing for residents on 2 of 14 

day shifts as follows: 

-07/14/24 had 10 CNAs for 105 residents on the 

day shift, required at least 13 CNAs. 

-07/27/24 had 10 CNAs for 104 residents on the 

day shift, required at least 13 CNAs.

requirements.

CRITERIA 3 

Facility will continue to advertise for new 

hires. Facility will follow the staffing plan by 

utilizing overtime, mandatory overtime, 

and agency staff to meet minimum staffing 

requirements. Facility will curtail 

admissions of new residents if staffing 

needs cannot consistently be met.

CRITERIA 4

A review of staffing level will be conducted 

by the Director of Nursing 5 days a week 

and review of the weekend staffing level to 

ensure compliance with the state 

minimum staffing level required for each 

shift. The review of state minimum staffing 

level will be discussed in the daily 

management meeting. For 2 quarters, the 

results will be reported and reviewed in the 

quarterly QAPI (Quality Assurance 

Performance Improvement) meeting for 

continued compliance and or any 

recommendations by the QAPI team. 
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