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Initial Comments

INITIAL INSPECTION FOR LICENSURE LONG
TERM CARE FACILITIES TO ADD 10 BEDS

INSPECTION DATE: 05/13/2024

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.

The beds may not be occupied until formal
approval from the New Jersey Certificate of Need
and Licensing Division.

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:

An add-a-bed project survey was conducted on
05/13/2024. Based on review of pertinent facility
documentation, it was determined that the facility
failed to maintain the required minimum direct
care staff to resident ratios for the day shift as
mandated by the State of New Jersey. The
facility was deficient in CNA staffing for residents
on 7 of 7 day shifts as follows:

S 000

S 560

Address how corrective action will be
accomplished for those residents found to
have been affected by the deficient
practice.

S560
No residents were identified as having
been affected.
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Findings include: Address how the facility will identify other
residents having the potential to be
Reference: New Jersey Department of Health affected by the same deficient practice.
(NJDOH) memo, dated 01/28/2021, "Compliance
with N.J.S.A. (New Jersey Statutes Annotated) All residents have the potential to be
30:13-18, new minimum staffing requirements for affected.
nursing homes," indicated the New Jersey
Governor signed into law P.L. 2020 c 112, Address what measures will be put into
codified at N.J.S.A. 30:13-18 (the Act), which place or systemic changes made to
established minimum staffing requirements in ensure that the deficient practice will not
nursing homes. The following ratio(s) were recur.
effective on 02/01/2021:
Will add a certified nursing aide to
One Certified Nurse Aide (CNA) to every eight morning shift to be in compliance with
residents for the day shift. staffing ratio of 1:8 during daytime hours.
One direct care staff member to every 10 Director of Nursing, Staffing Coordinator
residents for the evening shift, provided that no and Administrator will meet daily during
fewer than half of all staff members shall be the week to review recruitment efforts,
CNAs, and each direct staff member shall be staffing for next day, and staffing for
signed in to work as a CNA and shall perform upcoming week. Trends identified from
nurse aide duties: and these meeting will be presented during
monthly QAPI meeting.
One direct care staff member to every 14
residents for the night shift, provided that each The facility has implemented a
direct care staff member shall sign in to work as a multifaceted approach for recruitment and
CNA and perform CNA duties. retention of employees, which includes
increased utilization of PRN/Per diem staff
-05/05/24 had 14 CNAs for 117 residents on the (Staff hired without any set hours, usually
day shift, required at least 15 CNAs. staff who have another job and pickup
-05/06/24 had 14 CNAs for 117 residents on the extra shifts when the need arises),
day shift, required at least 15 CNAs. Multimedia advertisements, Partnership
-05/07/24 had 14 CNAs for 117 residents on the with schools, Pick-up shift bonuses, Text
day shift, required at least 15 CNAs. message campaigns. Flyers placed
-05/08/24 had 14 CNAs for 117 residents on the around the buildings and on social media.
day shift, required at least 15 CNAs.
-05/09/24 had 14 CNAs for 120 residents on the The facility continues to utilize a
day shift, required at least 15 CNAs. recruitment company to do paid
-05/10/24 had 14 CNAs for 120 residents on the campaigns with online platforms, and
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day shift, required at least 15 CNAs.

-05/11/24 had 14 CNAs for 120 residents on the

day shift, required at least 15 CNAs.

S 560

other social media platforms to recruit
nursing staff. Daily update emails and
weekly meetings help to identify trends in
hiring and review all new hires and where
candidates stand in the hiring process.
Targeted advertising in place to attract
licensed nurses and aides.

Employee engagement is led by
management team/department heads to
facilitate staff engagement and reduce
employee turnover.

Referral bonus in place for any staff who
refer a friend who gets hired, bonus.

Indicate how the facility plans to monitor
its performance to make sure that
solutions are sustained.

Administrator/designee will review the
minutes from monthly resident council
meetings for 3 months to determine
whether there are any concerns regarding
care and services.

Administrator/designee will review the
minutes from the daily staffing meeting to
determine whether all efforts are resulting
in staffing levels meeting the
requirements.

Staffing coordinator will present call out
histories of staff to DON weekly.

The results of the staffing audit will be
reported to the facility QAPI Committee for
one quarter to determine if sufficient
compliance has been met. Based on the
results of the audit the QAPI committee
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will determine continued need for the
audit.

Include dates when corrective action will
be completed.

Effective 5/17/24 and will audit in QAPI x 3
months.
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