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Covid-19 Focused Infection Control Survey
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SAMPLE SIZE: 8

A COVID-19 Focused Infection Control Survey was
conducted by the New Jersey Department of Health
on 1/12/24, the facility was found to be in
compliance with 42 CFR §483.80 infection control
regulations and has not implemented the CMS and
Centers for Disease Control and Prevention (CDC)
recommended practices to prepare for COVID-19.
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CFR(s): 8:39-5.1(a)

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

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on facility document review on 1/12/2024, it
was determined that the facility failed to ensure
staffing ratios were met to maintain the required
minimum staff-to-resident ratio as mandated by the
State of New Jersey for 9 of 14 day shifts.

This 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 ¢ 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
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
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2. All residents have the potential to be affected.

3. The facility has ongoing staff recruitment efforts
that include job postings on online job sites,
outreach to local nursing and CNA schools, sign on
bonuses, referral bonuses. The Staffing Coordinator
monitors the number of aides on each shift and the
census of each unit and reports to the Administrator
and Director of Nursing or their designees.
Administrator educated the staffing coordinator on
the required staffing ratios.

4. The staffing coordinator will calculate the ratio of
CNA to residents for each unit daily, for each shift.
Finding will be submitted to the Administrator and
Director of Nursing, and the QAPI committee which
meets quarterly and as needed.
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S0560

Continued from page 1
staff member shall sign in to work as a CNA and
perform CNA duties.

The survey team requested staffing for the weeks of
12/24/23 to 12/30/23 and 12/31/2023 to 1/6/24.
1.

12/28/23 had 9 CNAs for 92 residents on the day
shift, required at least 11 CNAs.

2.

12/29/23 had 8 CNAs for 91 residents on the day
shift, required at least 11 CNAs.

3.

12/30/23 had 8 CNAs for 91 residents on the day
shift, required at least 11 CNAs.

4,

12/31/23 had 7 CNAs for 91 residents on the day
shift, required at least 11 CNAs.

5.

01/01/24 had 7 CNAs for 91 residents on the day
shift, required at least 11 CNAs.

6.

01/02/24 had 7 CNAs for 91 residents on the day
shift, required at least 11 CNAs.

7.

01/03/24 had 7 CNAs for 91 residents on the day
shift, required at least 11 CNAs.

8.

01/04/24 had 8 CNAs for 90 residents on the day
shift, required at least 11 CNAs.
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9.
01/05/24 had 10 CNAs for 89 residents on the day
shift, required at least 11 CNAs.
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