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 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 3/31/22

C#: NJ149795

Based on facility document review on 3/22/2022, 

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 as follows: the facility 

was deficient in CNA staffing for residents on 5 of 

14 day shifts and deficient in CNAs to total 

residents on 2 of 14 evening shifts.

Findings include: 

Reference:  New Jersey Department of Health 

(N.J.D.O.H.) 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 nursing homes. The following ratio (s) were 

effective on 02/01/2021: 

We conducted a root cause analysis to 

identify the underlying cause of the 

deficient practice to implement necessary 

corrective actions:

-Based on the RCA the team identified the 

cause of the deficient practice to be failure 

to staff the facility to appropriate ratios 

based on NJ guidelines due to an global 

acute shortage of staff, specifically 

certified nursing assistants.

How we will identify other residents having 

the potential to be affected by the same 

deficient practice:

-All residents have the potential to be 

affected. 

Measures put in place or systemic 

changes made to ensure that the deficient 

practice will not recur:

-Implemented a staffing ratio tool for 
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 S 560Continued From page 1 S 560

One Certified Nurse Aide (C.N.A.) 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 C.N.A.s 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 C.N.A. and 

perform C.N.A. duties.

For the weeks of 10/24/2021 through 11/06/2021 

the facility the facility was deficient in CNA staffing 

for residents on 5 of 14 day shifts and deficient in 

CNAs to total residents on 2 of 14 evening shifts 

as follows:

On 10/25/21, had 10 CNAs for 83 residents on 

the day shift, required 11 CNAs.

On 10/26/21, had 8.5 CNAs for 83 residents on 

the day shift, required 11 CNAs.

On 10/26/22, had 10 CNAs to 24 total staff on the 

evening shift, required 12 CNAs.

On 10/27/22, had 9 CNAs for 83 residents on the 

day shift, required 11 CNAs.

On 10/27/22, had 9.5 CNAs to 19.5 total staff on 

the evening shift, required 10 CNAs.

On 10/28/22, had 10 CNAs for 82 residents on 

the day shift, required 11 CNAs.

On 11/05/22, had 9 CNAs for 88 residents on the 

day shift, required 11 CNAs.

staffing coordinator to use when 

scheduling staffing.

-Offering critical shift pay to current staff, 

including nurses working as CNAs, to 

work additional shifts.

-Contract with a CNA staffing agency. 

-Adding extra nurses on to work as CNAs 

on 7-3 and 3-11 shifts when CNA staffing 

does not meet the requirement.

-HMH implementation of referral bonus 

program and sign on bonus program to 

increase applicant pool and increase 

retention.

-CNA classes to convert Provisional 

Nursing Aides to CNAs and thus increase 

staff.

-Market analysis of CNA rate of pay 

across the network.

-Hackensack Meridian Health job fairs at 

local Community College.

How the corrective actions will be 

monitored to ensure the deficient practice 

will not recur:

-Staffing Coordinator or designee will 

complete an audit of staffing and ratio 

requirements daily for one month, then 

weekly for 2 months and then monthly for 

12 months. Audit will be given to the 

Director of Nursing. 

The Director of Nursing will report all 

findings to the QAPI Committee Quarterly. 
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F 000 INITIAL COMMENTS F 000

 COMPLAINT#: NJ149795
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THE FACILITY IS IN SUBSTANTIAL 

COMPLIANCE WITH THE REQUIREMENTS OF 

42 CFR PART 483, SUBPART B, FOR LONG 

TERM CARE FACILITIES BASED ON THIS 

COMPLAINT VISIT.
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