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Initial Comments

Survey date: 10/30/25
Census: 92
Sample size: 3

Complaint # 2562791

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.

Mandatory Access to Care
CFR(s): 8:39-5.1(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 review of pertinent facility documentation,
it was determined the facility failed to maintain the
required minimum direct care staff-to-resident ratios
as mandated by the state of New Jersey.

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 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:

S0000

S0560

1. The Administrator and the Director of Nursing
immediately reviewed the daily staffing to ensure the
minimum direct care staff-to-resident ratios:

(1) one certified nurse aide to every eight residents
for the day shift; One direct care certified nursing
aide to every eight residents for the day shift; (2)
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 certified nurse
aides, and each staff member shall be signed in to
work as a certified nurse aide and shall perform
certified nurse aide duties; and (3) 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 certified nurse aide and
perfor

2. All residents have the potential to be affected.

3. On 10/30/25, The Administrator and Director of
Nursing provided education to the staffing
coordinator that included but was not limited to the
state regulations for CNA staffing: 1:8 fpr 7-3, 1:10
for 3-11 pm; 1:14 for 11-7 am.

12/03/2025
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One Certified Nurse Aide (CNA) to every eight
residents for the day shift.
The facility utilized social media, employment sites
One direct care staff member to every 10 residents and recruitment efforts to hire new staff members.
for the evening shift, provided that no fewer than
half of all staff members shall be CNAs, and each The facility has implemented an incentive program
direct staff member shall be signed in to work as a including shift pick up bonuses, and referral
CNA and shall perform nurse aide duties: and bonuses for employees referring staff where
appropriate.
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 The facility utilized an agency to assist with setting
perform CNA duties. up interview with qualified candidates.
For the 2 weeks of AAS-11 staffing, the facility was
deficient in CNA staffing for residents on 9 of 14 day 4. The Director of Nursing or designee with review
shifts as follows: staffing daily to ensure Certified Nursing Assistant
staffing meets the minimum staff to resident ratios.
-10/12/25 had 7 CNAs for 102 residents on the day
shift, required at least 13 CNAs.
This audit will be conducted daily on an on-going
-10/13/25 had 11 CNAs for 100 residents on the day basis.
shift, required at least 12 CNAs.
-10/16/25 had 11 CNAs for 100 residents on the day The direct of Nursing or designee will report the
shift, required at least 12 CNAs. findings of staff-to-resident ratios to the
Administrator and the Quality Assurance
-10/19/25 had 9 CNAs for 102 residents on the day Performance Improvement Committee (QAPI) at the
shift, required at least 12 CNAs. monthly meetings on an on-going basis.
-10/21/25 had 10 CNAs for 101 residents on the day The QAPI Committee will review and determine the
shift, required at least 12 CNAs. need for further follow up.
-10/22/25 had 12 CNAs for 101 residents on the day
shift, required at least 12 CNAs. 5. Completion date: November 7, 2025
-10/23/25 had 10 CNAs for 100 residents on the day
shift, required at least 12 CNAs.
-10/24/25 had 11 CNAs for 99 residents on the day
shift, required at least 12 CNAs.
-10/25/25 had 9 CNAs for 98 residents on the day
shift, required at least 12 CNAs.
Review of the policy titled, “Staffing, Sufficient and
Competent Nursing” dated August 2022, number 8
indicated that the minimum staffing requirements
imposed by the state, if applicable, are adhered to
when determining staff ratios but are not necessarily
considered a determination of sufficient and
competent staffing.
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