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

This REQUIREMENT is not met as evidenced
by:
Complaint# NJ 00168765

Based on review of pertinent facility
documentation, it was determined that the facility
failed to ensure staffing ratios were met to
maintain the required minimum staff-to-resident
ratios as mandated by the state of New Jersey for
28 of 28 day shifts. The deficient practice was
evidenced by the following:

Specific Corrective Action

1. Homestead completed the C.N.A. class
from 10/30/2023 to 1/4 2024. Facility will
continue the c.n.a. training class

2. The facility is actively recruiting certified
nursing assistant and Nursing assistant for
the C.N.A class by placing a online ad and
newspaper, schools, community work
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CENSUS: 63
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The facility is not in compliance with the
Standards in the New Jersey Administrative
Code, Chapter 8:39, Standards for Licensure of
Long Term Care Facilities. The facility must
submit a plan of correction, including a
completion date, for each deficiency 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 S 560 3/20/24
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Reference: New Jersey Department of Health force agency and working directly with
(NJDOH) memo, dated 01/28/2021, "Compliance recruitment agency to cover the staffing
with N.J.S.A. (New Jersey Statutes Annotated) requirements
30:13-18, new minimum staffing requirements for
nursing homes," indicated the New Jersey 3. The facility has instituted a sign-on
Governor signed into law P.L. 2020 ¢ 112, bonus, employee referral program and
codified as N.J.S.A. 30:13-18 (the Act), which offering nursing assistant class.
established minimum staffing requirements in
nursing homes. The following ratio (s) were 4. The facility has instituted different
effective on 02/01/2021: incentive bonus programs for current staff
to assist with the covering staffing
One Certified Nurse Aide (CNA) to every eight requirements.
residents for the day shift. One direct care staff
member to every 10 residents for the evening 6. Facility had increased the hiring rate for
shift, provided that no fewer of all staff members year 2024 to attract qualified candidates
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 Identification
night shift, provided that each direct care staff
member shall sign in to work as a CNA and All residents have the potential to be
perform CNA duties. affected by this deficient practice.
The surveyor requested staffing for the weeks of
10/15/2023 to 10/28/2023 and 02/11/2024 to Systemic Changes
02/24/2024. The facility was deficient in CNA
staffing for resident on 28 of 28 day shift: 1. Provide a comprehensive orientation
program and structured preceptorship.
-10/15/23 had 6 CNAs for 66 residents on the day DONY/Designee will monitor daily the
shift, required at least 8 CNAs. progress of the newly hires and obtain
-10/16/23 had 6 CNAs for 66 residents on the day feedback daily from the new employee.
shift, required at least 8 CNAs.
-10/17/23 had 7 CNAs for 65 residents on the day 2. Human Resources Coordinator will do a
shift, required at least 8 CNAs. monthly monitoring and tracking for the
-10/18/23 had 7 CNAs for 65 residents on the day retention of newly hired CNA/NA monthly
shift, required at least 8 CNAs.
-10/19/23 had 7 CNAs for 63 residents on the day 3. Human Resources Coordinator will do a
shift, required at least 8 CNAs. monthly monitoring and tracking of
-10/20/23 had 7 CNAs for 62 residents on the day CNA/NA termination and resignation.
shift, required at least 8 CNAs.
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-10/21/23 had 7 CNAs for 62 residents on the day 4. The Director of Nursing will work with
shift, required at least 8 CNAs. the Staffing Coordinator in reviewing the
Nursing/Certified Nursing Assistant
-10/22/23 had 5 CNAs for 61 residents on the day Monthly Schedule to ensure appropriate
shift, required at least 8 CNAs. staffing is in place.
-10/23/23 had 6 CNAs for 61 residents on the day
shift, required at least 8 CNAs. 5. The facility offers per diem flexible
-10/24/23 had 7 CNAs for 61 residents on the day schedule
shift, required at least 8 CNAs.
-10/25/23 had 5 CNAs for 61 residents on the day
shift, required at least 8 CNAs.
-10/26/23 had 7 CNAs for 61 residents on the day Monitoring
shift, required at least 8 CNAs.
-10/27/23 had 7 CNAs for 63 residents on the day 1. Human Resource Coordinator will do a
shift, required at least 8 CNAs. QAPI on retention of newly hired CNA to
-10/28/23 had 5 CNAs for 63 residents on the day ensure that Nursing department will have
shift, required at least 8 CNAs. enough CNA to cover state required
staffing to meet the resident's needs
-02/11/24 had 5 CNAs for 58 residents on the day monthly x3 months and quarterly
shift, required at least 7 CNAs. thereafter. Reports will be submitted to the
-02/12/24 had 5 CNAs for 58 residents on the day QAPI committee monthly and discussed
shift, required at least 7 CNAs. during the Quality Assurance quarterly
-02/13/24 had 4 CNAs for 58 residents on the day meeting.
shift, required at least 7 CNAs.
-02/14/24 had 5 CNAs for 58 residents on the day 2. Human Resource Coordinator will do a
shift, required at least 7 CNAs. QAPI on termination and resignation of
-02/15/24 had 4 CNAs for 58 residents on the day CNA to ensure that Nursing department
shift, required at least 7 CNAs. will have enough CNA to cover state
-02/16/24 had 5 CNAs for 64 residents on the day required staffing to meet the resident's
shift, required at least 8 CNAs. needs monthlyx3 months and quarterly
-02/17/24 had 4 CNAs for 64 residents on the day thereafter. Reports will be submitted to
shift, required at least 8 CNAs. QAPI committee and will be discussed
during the Quality Assurance quarterly
-02/18/24 had 4 CNAs for 61 residents on the day meeting.
shift, required at least 8 CNAs.
-02/19/24 had 4 CNAs for 61 residents on the day 3. Director of Nursing/Designee will do a
shift, required at least 8 CNAs. monthly QAPI on Nursing Daily Staffing
-02/20/24 had 7 CNAs for 61 residents on the day Schedule to ensure that staffing ratios in
shift, required at least 8 CNAs. all 3 shifts are maintained to meet the
-02/21/24 had 4 CNAs for 61 residents on the day resident's needs monthly x 3 months and
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shift, required at least 8 CNAs. quarterly thereafter. Reports will be

-02/22/24 had 6 CNAs for 61 residents on the day submitted to the QAPI Committee monthly

shift, required at least 8 CNAs. and discussed during Quality Assurance

-02/23/24 had 6 CNAs for 62 residents on the day quarterly meeting.

shift, required at least 8 CNAs.

-02/24/24 had 6 CNAs for 62 residents on the day

shift, required at least 8 CNAs.
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