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Census: 83

Sample Size: 3

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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 S 000 Initial Comments  S 000

Complaint#: 172250

CENSUS: 83

SAMPLE SIZE: 3

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 

deficieny 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 3/29/24

Complaint # NJ#172250

Based on interview and review of pertinent facility 

documentation on 3/25/2024, it was determined 

that the facility failed to maintain the required 

minimum direct care staff to resident ratios as 

mandated by the State of New Jersey. This was 

evident for 11 out of 14 day shifts reviewed.

Findings include:

How the corrective action will be 

accomplished for those residents found to 

have been affected by the deficient 

practice.

- The facility leadership team has met on 

an ongoing basis and continued to identify 

staffing challenges and areas of 

improvement for licenses and certified 

staffing needs.  

How the facility will identify other residents 
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 S 560Continued From page 1 S 560

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 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 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 than half of all staff members shall be 

CNAs, and each direct staff member shall be 

signed in to work as a CNA 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 

03/10/24 to 03/16/24 and 03/17/24 to 03/23/24.

As per the "Nurse Staffing Report," completed by 

the facility for the weeks of 03/10/24 to 03/23/24, 

the facility was deficient in CNA staffing for 

residents on 11 of 14 day shifts as follows:

            -03/10/24 had 7 CNAs for 86 residents on 

the day shift, required at least 11 CNAs.

-03/11/24 had 7 CNAs for 86 residents on the 

day shift, required at least 11 CNAs.

-03/12/24 had 8 CNAs for 86 residents on the 

day shift, required at least 11 CNAs.

having the potential to be affected by the 

same deficient practice.

- All residents have the potential to be 

affected by this practice. 

What measures will be put into place or 

systemic changes will be made to ensure 

that the deficient practice will not recur.

- The DON conducted an audit of staffing 

schedules with the current facility census 

to ensure fulfillment of staffing 

requirements per shift. 

- A market analysis was conducted and 

the center will implement a rate 

adjustment for license and certified 

nursing staff.

- The facility has implemented an incentive 

program including referral bonuses for 

employees referring staff where 

appropriate, conducted job fairs 

3/11-3/22/2024, and immediate interviews 

with contingency offers.

- The facility implemented an expedited 

and robust onboarding process for new 

hires. Weekly orientation is in place and 

as needed.

- The facility has contracted vendors with 

agency staff as needed to meet staffing 

needs. The facility contracted with Intely 

and ATC to schedule CNAs daily as 

needed to meet state staffing requirement.

- The Director of Nursing and Director of 

Rehabilitation continue to partner in 

addressing staffing challenges. Where 

appropriate, the occupational therapy staff 

assist in providing care and activities of 

daily living to residents.

- Facility will also use physical and 

occupational therapy to assist with 

morning activity of daily living.
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 S 560Continued From page 2 S 560

-03/13/24 had 8 CNAs for 86 residents on the 

day shift, required at least 11 CNAs.

-03/14/24 had 8 CNAs for 84 residents on the 

day shift, required at least 10 CNAs.

-03/15/24 had 9 CNAs for 83 residents on the 

day shift, required at least 10 CNAs.

-03/16/24 had 8 CNAs for 80 residents on the 

day shift, required at least 10 CNAs.

-03/17/24 had 7 CNAs for 80 residents on the 

day shift, required at least 10 CNAs.

-03/18/24 had 8 CNAs for 80 residents on the 

day shift, required at least 10 CNAs.

-03/19/24 had 9 CNAs for 80 residents on the 

day shift, required at least 10 CNAs.

-03/20/24 had 9 CNAs for 80 residents on the 

day shift, required at least 10 CNAs.

- The facility continues to offer free 

attendance at their Certified Nursing 

Assistant training program offered 

non-stop throughout the year. Three 

current employees (two from recreation, 

one from administration) are enrolled in 

the program.

- The facility continues to utilize social 

media, employment sites, and recruitment 

efforts to hire new staff members. There 

had been four new CNA hires and seven 

newly hired nurses.

- Facility will continue to admit new 

patients due to the high demand needs of 

the hospital and community, and will 

continue to use all hands approach with 

both clinical and non-clinical team to assist 

with patient. Patient concierge program is 

in place by clinical and non-clinical staff.

How the facility will monitor its corrective 

actions to ensure that the deficient 

practice is being corrected and will not 

recur, i.e. what QA program will be put into 

place to monitor the continued 

effectiveness of the systemic change.

- The DON and/or designee will meet with 

the staffing coordinator daily to review 

facility census, call outs if any, and staffing 

needs.

- The DON and/or designee will monitor 

callouts and staffing ratios weekly until the 

requirement is met.

- The results of the audits will be 

forwarded to the facility Administrator and 

QAPI Committee for further review 

monthly and recommendations as needed 
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