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C #: NJ00149490
NJ00149617
NJ00149960

Census: 112
Sample Size: 3

THE FACILITY IS NOT IN COMPLIANCE WITH
THE REQUIREMENTS OF 42 CFR
PART483,SUBPART B, FOR LONG TERM CARE
FACILITIES BASED ON THIS COMPLAINT

VISIT.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 12/06/2021

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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S 560| 8:39-5.1(a) Mandatory Access to Care S 560 12/2/21
(a) The facility shall comply with applicable
Federal, State, and local laws, rules, and
regulations.
This REQUIREMENT is not met as evidenced
by:
C #: NJ0O0149490 1. The Administrator and Director of
NJ00149617 Nurses will continue to utilize all possible
means to increase the facility staff. This
will include continued timely interviews,
Based on interviews and review of pertinent and utilization of all possible avenues to
facility documentation on 11/17/21, it was increase staffing in the facility.
determined that the facility failed to maintain the 2. All residents have the potential to be
required minimum direct care staff-to-resident affected by this deficient practice when
ratios as mandated by the state of New Jersey for staffing regulations are not met.
15 of 28 day reviewed. 3. The Administrator, Director of Nurses
and Director of Staffing were in-serviced
This deficient practice was evidenced by the by the Corporate Consultant on
following: 11/29/2021 in regards to the new
minimum staffing requirements.
Reference: New Jersey Department of Health 4. The Administrator and Director of
(NJDOH) memo, dated 1/28/21, "Compliance Nurses will review daily the staffing levels
with N.J.S.A. (New Jersey Statutes Annotated) with the Director of Staffing ongoing. All
30:13-18, new minimum staffing requirements for resumes will be reviewed within 24 hours
nursing homes," indicated the New Jersey of receipt. All on-line recruiting avenues
Governor signed into law P.L. 2020 ¢ 112, will be accessed daily by the staffing
codified at N.J.S.A. 30:13-18 (the Act), which Director ongoing. All findings will be
established minimum staffing requirements in reviewed at the Quality Assurance Meeting
nursing homes. The following ratio(s) were on-going X 3 quarters.
effective on 2/01/21:
One Certified Nurse Aide (CNA) to every eight
residents for the day shift.
The CNAs were responsible for providing direct
care to the residents.
The surveyor requested staffing for the weeks of
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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S 560

Continued From page 1

9/12/21, 9/19/21, 10/31/2021 and 11/7/2021.

Review of the New Jersey Department of Health
Long Term Care Assessment and Survey
Program Nurse Staffing Report revealed the
following:

The facility was deficient in CNA staffing for
residents in the first two week period on 11 of 14
day shifts and were deficient on the second two
week period for CNA staffing for residents on 4 of
14 day shifts as follows:

Weeks of 09/12/2021 to 09/25/2021:

09/12/21 had 9 CNAs for 99 residents on the day
shift, required 13 CNAs.

09/13/21 had 9 CNAs for 99 residents on the day
shift, required 13 CNAs.

09/15/21 had 12 CNAs for 99 residents on the
day shift, required 13 CNAs.

09/16/21 had 11 CNAs for 99 residents on the
day shift, required 13 CNAs.

09/17/21 had 10 CNAs for 98 residents on the
day shift, required 13 CNAs.

09/18/21 had 10 CNAs for 98 residents on the
day shift, required 13 CNAs.

09/19/21 had 10 CNAs for 98 residents on the
day shift, required 13 CNAs.

09/20/21 had 10 CNAs for 98 residents on the
day shift, required 13 CNAs.

09/23/21 had 11 CNAs for 98 residents on the
day shift, required 13 CNAs.

09/24/21 had 11 CNAs for 98 residents on the
day shift, required 13 CNAs.

09/25/21 had 11 CNAs for 98 residents on the
day shift, required 13 CNAs.

Weeks of 10/31/2021 to 11/13/2021:
11/05/21 had 13 CNAs for 112 residents on the
day shift, required 14 CNAs.
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11/06/21 had 13 CNAs for 112 residents on the
day shift, required 14 CNAs.
11/07/21 had 10 CNAs for 112 residents on the
day shift, required 14 CNAs.
11/13/21 had 13 CNAs for 111 residents on the
day shift, required 14 CNAs.

During an interview on 11/17/21 at 1:29 pm, the
Administrator stated that the facility was aware of
the staffing ratios.
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