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Complaint #: NJ158236, NJ158655, NJ165509
Census: 146

Sample Size: 8

The facility is in compliance with the requirements

of 42 CFR Part 483, Subpart B, for Long Term
Care Facilities based on this complaint survey.
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Initial Comments

Complaint #: NJ158236, NJ158655, NJ165509
Census: 146

Sample Size: 8

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.

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:
Complaint #: NJ158236, NJ158655, NJ165509

Based on interviews and review of facility
documents on 11/13/2023 and 11/14/2023, it was
determined that the facility failed to ensure
staffing ratios were met for 14 of 14-day shifts,
deficient in total staff for residents on 5 of 14
evening shifts, deficient in CNAs to total staff on 1
of 14 evening shifts, and deficient in total staff for
residents on 12 of 14 overnight shifts for the
shifts reviewed. This deficient practice had the

S 000

S 560

Emelemnt #1
No residents were noted to have been
affected by this deficient practice.

Element #2
All residents have the potential to be
affected by this deficient practice.

Element #3

The facility policy on staffing was reviewed

12/4/23
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potential to affect all residents.
Findings include:

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 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:

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.

For the 2 weeks of Complaint staffing from
09/18/2022 to 10/01/2022, the facility was
deficient in CNA staffing for residents on 14 of
14-day shifts, deficient in total staff for residents
on 5 of 14 evening shifts, deficient in CNAs to
total staff on 1 of 14 evening shifts, and deficient
in total staff for residents on 12 of 14 overnight
shifts as follows:

On 09/18/22 had 12 CNAs for 200 residents on
the day shift, required at least 25 CNAs.

On 09/18/22 had 8 total staff for 200 residents on
the overnight shift, required at least 14 total staff.

by the Administrator on 11/28/2023 and
determined to follow federal guidelines.
The facilities schedules to the New Jersey
minimum staffing requirements and strives
to reach these goals daily. The following
new systematic changes have been
implemented: Starting 11/28/2023, a task
force was developed to attract and retain
staff. In addition, the task force has weekly
sessions to review current staffing levels
and discuss needs on future projections.
Additional staff has been hired, staffing
agencies and recruiters were contracted
to aid in the efforts to provide additional
staff. The facility has initiated sign on
bonuses to secure additional staff and
bonuses for staff referrals. Additional ads
were created on recruiting websites and
recruiting flyers and signs placed in the
community and facility to attract nursing
staff, new contracts with traveling
agencies were initiated.

The staffing coordinator was educated on
ensuring that adequate staffing levels are
reached to provide activities of daily living
to dependent residents.

The staff educator in- serviced nursing
staff on ensuring that residents needs are
met including activities of daily living
rendered to dependent residents and
incontinent care to dependent residents.
Nursing supervisors were educated to
notify administration and the Director of
Nursing if there was not enough staff to
render activities of daily living.

Element #4

The administrator/designee will audit
schedules to actual payroll punches to
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On 09/19/22 had 8 CNAs for 200 residents on the ensure nursing staff is provided to meet

day shift, required at least 25 CNAs. the resident needs for activities of daily

On 09/19/22 had 16 total staff for 200 residents living. Audits will be completed daily x 4

on the evening shift, required at least 20 total weeks then monthly until compliance

staff. weeks and monthly for a minimum of 6

On 09/19/22 had 7 CNAs to 16 total staff on the months or until compliance is met.

evening shift, required at least 8 CNAs.

On 09/19/22 had 13 total staff for 200 residents Element #5

on the overnight shift, required at least 14 total

staff. The Administrator is responsible for the

On 09/20/22 had 14 CNAs for 200 residents on execution and monitoring of this plan of

the day shift, required at least 25 CNAs. correction.

On 09/20/22 had 13 total staff for 200 residents
on the overnight shift, required at least 14 total
staff.

On 09/21/22 had 14 CNAs for 200 residents on
the day shift, required at least 25 CNAs.

On 09/21/22 had 19 total staff for 200 residents
on the evening shift, required at least 20 total
staff.

On 09/21/22 had 12 total staff for 200 residents
on the overnight shift, required at least 14 total
staff.

On 09/22/22 had 14 CNAs for 200 residents on
the day shift, required at least 25 CNAs.

On 09/22/22 had 12 total staff for 200 residents
on the overnight shift, required at least 14 total
staff.

On 09/23/22 had 15 CNAs for 200 residents on
the day shift, required at least 25 CNAs.

On 09/23/22 had 18 total staff for 200 residents
on the evening shift, required at least 20 total
staff.

On 09/23/22 had 11 total staff for 200 residents
on the overnight shift, required at least 14 total
staff.

On 09/24/22 had 13 CNAs for 197 residents on
the day shift, required at least 25 CNAs.

On 09/24/22 had 18 total staff for 197 residents
on the evening shift, required at least 20 total
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On 09/25/22 had 11 CNAs for 197 residents on
the day shift, required at least 25 CNAs.

On 09/25/22 had 17 total staff for 197 residents
on the evening shift, required at least 20 total
staff.

On 09/25/22 had 11 total staff for 197 residents
on the overnight shift, required at least 14 total
staff.

On 09/26/22 had 14 CNAs for 197 residents on
the day shift, required at least 25 CNAs.

On 09/26/22 had 11 total staff for 197 residents
on the overnight shift, required at least 14 total
staff.

On 09/27/22 had 17 CNAs for 197 residents on
the day shift, required at least 25 CNAs.

On 09/27/22 had 13 total staff for 197 residents
on the overnight shift, required at least 14 total
staff.

On 09/28/22 had 13 CNAs for 197 residents on
the day shift, required at least 25 CNAs.

On 09/29/22 had 16 CNAs for 195 residents on
the day shift, required at least 24 CNAs.

On 09/29/22 had 12 total staff for 195 residents
on the overnight shift, required at least 14 total
staff.

On 09/30/22 had 14 CNAs for 193 residents on
the day shift, required at least 24 CNAs.

On 09/30/22 had 13 total staff for 193 residents
on the overnight shift, required at least 14 total
staff.

On 10/01/22 had 16 CNAs for 193 residents on
the day shift, required at least 24 CNAs.

On 10/01/22 had 13 total staff for 193 residents
on the overnight shift, required at least 14 total
staff.

For the 2 weeks of staffing prior to survey from
10/29/2023 to 11/11/2023, the facility was
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deficient in CNA staffing for residents on 5 of 14

day shifts as follows:

On 11/02/23 had 17 CNAs for 142 residents on

the day shift, required at least 18 CNAs.

On 11/03/23 had 17 CNAs for 142 residents on

the day shift, required at least 18 CNAs.

On 11/06/23 had 14 CNAs for 142 residents on

the day shift, required at least 18 CNAs.

On 11/10/23 had 17 CNAs for 145 residents on

the day shift, required at least 18 CNAs.

On 11/11/23 had 15 CNAs for 145 residents on

the day shift, required at least 18 CNAs.
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