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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 1/30/23

Complaint #: NJ00158099

Based on interviews and review of pertinent 
facility documentation on 12/1/22, 12/2/22/ and 
12/5/22, 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 for 28 of 28 days reviewed. This 
deficient practice was evidenced by the following:

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 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 

The facility continues to follow a 
recruitment plan to attract Certified Nurse 
assistants� staff and licensed nurses to 
meet the ratio requirement. Leadership 
has met and will continue to meet on an 
ongoing basis to identify staffing 
challenges and areas of improvement for 
licensed certified nursing needs.
All residents in the facility have the 
potential to be affected by the deficient 
practice
Ongoing efforts to recruit and retain staff 
are in place:  Bonus shifts, referral bonus 
program and CNA school programs.
The facility continues to conduct job fairs 
with immediate interviews and 
contingency offers. The facility will began 
expedited but robust onboarding process 
to new hires.
The DON/designee meets with the 
staffing coordinator daily to review call 
outs and facility census vs staffing needs. 
The DON/designee will monitor ratios 
weekly until the requirement is met. The 
results of the audits will be forwarded to 
the facility administrator and monthly 
QAPI committee for further 
recommendations 
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 S 560Continued From page 1 S 560

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 "Nurse Staffing Report" completed by the 
facility for the weeks of 9/11/22 to 9/17/22, 
9/18/22 to 9/24/22, and 11/13/22 to 11/19/22, the 
staffing to resident ratios that did not meet the 
minimum requirement of 1 CNA to 8 residents for 
the day shift and total of 10 residents for the 
evening shift as documented below:

For the day shift staff: 
09/11/2022 had 11 CNAs for 167 residents, 
required 21
09/12/2022 had 11 CNAs for 167 residents, 
required 21
09/13/2022 had 9 CNAs for 167 residents, 
required 21
09/14/2022 had 12 CNAs for 167 residents, 
required 21
09/15/2022 had 8 CNAs for 167 residents, 
required 21
09/16/2022 had 11 CNAs for 169 residents, 
required 21
09/17/2022 had 7 CNAs for 170 residents, 
required 21
09/18/2022 had 8 CNAs for 170 residents, 
required 21
09/19/2022 had 9 CNAs for 170 residents, 
required 21
09/20/2022 had 11 CNAs for 171 residents, 
required 21
09/21/2022 had 12 CNAs for 171 residents, 
required 21
09/22/2022 had 8 CNAs for 171 residents, 
required 21
09/23/2022 had 12 CNAs for 171 residents, 
required 21
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09/24/2022 had 11 CNAs for 172 residents, 
required 21
11/13/2022 had 11 CNAs for 165 residents, 
required 21
11/14/2022 had 11 CNAs for 165 residents, 
required 21
11/15/2022 had 11 CNAs for 165 residents, 
required 21
11/16/2022 had 10 CNAs for 165 residents, 
required 21
11/17/2022 had 11 CNAs for 164 residents, 
required 20
11/18/2022 had 12 CNAs for 161 residents, 
required 20 
11/19/2022 had 12 CNAs for 161 residents, 
required 20
11/20/2022 had 10 CNAs for 160 residents, 
required 20
11/21/2022 had 13 CNAs for 159 residents, 
required 20
11/22/2022 had 13 CNAs for 157 residents, 
required 20
11/23/2022 had 10 CNAs for 152 residents, 
required 19     
11/24/2022 had 14 CNAs for 152 residents, 
required 19    
11/25/2022 had 15 CNAs for 152 residents, 
required 19 
11/26/2022 had 11 CNAs for 152 residents, 
required 19
                                                                                
For the evening staff:                                              
09/17/2022 had 15 CNAs for 170 residents, 
required 17
09/18/2022 had 16 CNAs for 170 residents, 
required 17
09/23/2022 had 16 CNAs for 171 residents, 
required 17
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During an interview with the Administrator and 
the Staffing Coordinator (SC) on 12/05/22 at 9:01 
am, they stated that the facility was aware of the 
staffing ratios and they were trying to meet the 
requirements. 

NJAC 8:39-5.1(a)
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