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Continued from page 40 
 
b) 1. 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 residents 
for the night shift, provided that each direct care 
staff member shall sign in to work as a CNA and 
perform CNA duties. 
 
 
Staffing had been calculated for the following time 
frames and revealed the following: 
 
For the 2 weeks of AAS-11 and 2 weeks of AAS-12 
staffing from 03/08/2026 to 03/21/2026 the facility 
was deficient in CNA staffing for residents on 14 of 
14 day shifts, deficient in total staff for residents on 
1 of 14 evening shifts and deficient in total staff for 
residents on 4 of 14 overnight shifts as follows: 
 
 
-03/08/26 had 12 CNAs for 116 residents on the day 
shift, required at least 14 CNAs. 
 
-03/09/26 had 13 CNAs for 115 residents on the day 
shift, required at least 14 CNAs. 
 
-03/10/26 had 13 CNAs for 115 residents on the day 
shift, required at least 14 CNAs. 
 
-03/10/26 had 7 total staff for 115 residents on the 
overnight shift, required at least 8 total staff. 
 
-03/11/26 had 13 CNAs for 115 residents on the day 
shift, required at least 14 CNAs. 
 
-03/12/26 had 13 CNAs for 115 residents on the day 
shift, required at least 14 CNAs. 
 
-03/13/26 had 12 CNAs for 115 residents on the day 
shift, required at least 14 CNAs. 
 
-03/14/26 had 12 CNAs for 115 residents on the day 
shift, required at least 14 CNAs. 
 
-03/14/26 had 7 total staff for 115 residents on the

F0725 05/15/2026

KING MANOR CARE AND REHABILITATION CENTER 2303 WEST BANGS AVE , NEPTUNE, New Jersey, 07753

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1F4D53-H1 Facility ID: NJ61341 If continuation sheet Page 41 of 88



PRINTED: 10/09/2026
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER:

315299

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

03/26/2026

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE 
APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION 

DATE
F0725

F0725 
SS = F

Continued from page 41 
overnight shift, required at least 8 total staff. 
 
-03/15/26 had 12 CNAs for 119 residents on the day 
shift, required at least 15 CNAs. 
 
-03/15/26 had 7 total staff for 119 residents on the 
overnight shift, required at least 8 total staff. 
 
-03/16/26 had 11 CNAs for 119 residents on the day 
shift, required at least 15 CNAs. 
 
-03/16/26 had 11 total staff for 119 residents on the 
evening shift, required at least 12 total staff. 
 
-03/17/26 had 11 CNAs for 119 residents on the day 
shift, required at least 15 CNAs. 
 
-03/18/26 had 13 CNAs for 119 residents on the day 
shift, required at least 15 CNAs. 
 
-03/19/26 had 10 CNAs for 119 residents on the day 
shift, required at least 15 CNAs. 
 
-03/19/26 had 7 total staff for 119 residents on the 
overnight shift, required at least 8 total staff. 
 
-03/20/26 had 13 CNAs for 119 residents on the day 
shift, required at least 15 CNAs. 
 
-03/21/26 had 12 CNAs for 119 residents on the day 
shift, required at least 15 CNAs. 
 
 
For the 2 weeks of AAS-12 staffing from 03/08/2026 
to 03/21/2026, the facility was deficient in staffing 
for required resident services on 2 of 14 days as 
follows: 
 
 
For the week of 03/15/26 
 
Required Staffing Hours: 306.75 
 
 
2. 
 
-03/16/26 had 304 actual staffing hours, for a 
difference of -2.75 hours. 
 
-03/19/26 had 296 actual staffing hours, for a 
difference of -10.75 hours. 
 
 
A review of the facility's "Staffing" policy updated 
December 2025, included the following: “ Our 
facility provides sufficient numbers of staff with the
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Continued from page 53 
§483.75(b) Program design and scope. 
 
A facility must design its QAPI program to be 
ongoing, comprehensive, and to address the full 
range of care and services provided by the facility. It 
must: 
 
 
§483.75(b)(1) Address all systems of care and 
management practices; 
 
 
§483.75(b)(2) Include clinical care, quality of life, and 
resident choice; 
 
 
§483.75(b)(3) Utilize the best available evidence to 
define and measure indicators of quality and facility 
goals that reflect processes of care and facility 
operations that have been shown to be predictive of 
desired outcomes for residents of a SNF or NF. 
 
 
§483.75(b) (4) Reflect the complexities, unique care, 
and services that the facility provides. 
 
 
§483.75(f) Governance and leadership. 
 
The governing body and/or executive leadership (or 
organized group or individual who assumes full legal 
authority and responsibility for operation of the 
facility) is responsible and accountable for ensuring 
that: 
 
 
§483.75(f)(1) An ongoing QAPI program is defined, 
implemented, and maintained and addresses 
identified priorities. 
 
 
§483.75(f)(2) The QAPI program is sustained during 
transitions in leadership and staffing; 
 
§483.75(f)(3) The QAPI program is adequately 
resourced, including ensuring staff time, equipment, 
and technical training as needed; 
 
 
§483.75(f)(4) The QAPI program identifies and 
prioritizes problems and opportunities that reflect 
organizational process, functions, and services 
provided to residents based on performance 
indicator data, and resident and staff input, and 
other information. 
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Continued from page 59 
How Potential Topics for PIP’s will be identified 
 
The QAA committee will review data and input 
monthly to look for potential topics for PIPs. We will 
monitor and analyze data, and review feedback and 
input from residents, staff, families…. We will look at 
issues, concerns, and areas that need improvement 
as well as areas that will improve the quality of life 
and quality of care and services for the residents 
living and staying in our community. Factors we will 
consider high-risk, high-volume, or problem prone 
areas that affect health outcomes, quality of care 
and services, and areas that affect staff…. 
 
 
NJAC 8:39-33.1(a)(c); 33.2(a) 
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QAPI/QAA Improvement Activities 
 
CFR(s): 483.75(c)(1)-(4)d)(1)(2)(e)(1)-(3)(g)(2)(ii)(iii) 
 
§483.75(c) Program feedback, data systems and 
monitoring. 
 
A facility must establish and implement written 
policies and procedures for feedback, data 
collections systems, and monitoring, including 
adverse event monitoring. The policies and 
procedures must include, at a minimum, the 
following: 
 
 
§483.75(c)(1) Facility maintenance of effective 
systems to obtain and use of feedback and input 
from direct care staff, other staff, residents, and 
resident representatives, including how such 
information will be used to identify problems that are 
high risk, high volume, or problem-prone, and 
opportunities for improvement. 
 
 
§483.75(c)(2) Facility maintenance of effective 
systems to identify, collect, and use data and 
information from all departments, including but not 
limited to the facility assessment required at §483.71 
and including how such information will be used to 
develop and monitor performance indicators. 
 
 
§483.75(c)(3) Facility development, monitoring, and 
evaluation of performance indicators, including the 
methodology and frequency for such development, 
monitoring, and evaluation. 
 
 
§483.75(c)(4) Facility adverse event monitoring,

F0867 All current QAPI plans including but not limited to 
Activities regarding attendance rates and resident 
satisfaction with activities, Staffing due to CNA 
staffing was short at times, Minimum Data Set 
(MDS)- improve assessment accuracy, improve 
communication with team members, reduce number 
of modifications. Kitchen ensured food preferences 
were adhered to, Call bell audit grievances 
3pm-11pm, 11am-7pm residents will be revised to 
include measurable data to monitor improvement. 
 
 
All residents have the potential to be affected by this 
practice. 
 
 
The Administrator will inservice all department heads 
regarding facility process to measure and utilize data 
acquired and develop quantitative and measurable 
goals 
 
 
Increase QAPI meetings to monthly instead of 
quarterly to maintain continuity of improvement and 
routine analyzation of data. 
 
 
100% of the QAPI plans that are submitted to the 
QAPI committee will be reviewed monthly for clear 
measurable goals and documented improvement and 
the results will be presented to the QAPI committee 
for the next 3 quarters.
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Continued from page 60 
including the methods by which the facility will 
systematically identify, report, track, investigate, 
analyze and use data and information relating to 
adverse events in the facility, including how the 
facility will use the data to develop activities to 
prevent adverse events. 
 
 
§483.75(d) Program systematic analysis and systemic 
action. 
 
 
§483.75(d)(1) The facility must take actions aimed at 
performance improvement and, after implementing 
those actions, measure its success, and track 
performance to ensure that improvements are 
realized and sustained. 
 
 
§483.75(d)(2) The facility will develop and implement 
policies addressing: 
 
(i) How they will use a systematic approach to 
determine underlying causes of problems impacting 
larger systems; 
 
(ii) How they will develop corrective actions that will 
be designed to effect change at the systems level to 
prevent quality of care, quality of life, or safety 
problems; and 
 
(iii) How the facility will monitor the effectiveness of 
its performance improvement activities to ensure 
that improvements are sustained. 
 
 
§483.75(e) Program activities. 
 
 
§483.75(e)(1) The facility must set priorities for its 
performance improvement activities that focus on 
high-risk, high-volume, or problem-prone areas; 
consider the incidence, prevalence, and severity of 
problems in those areas; and affect health 
outcomes, resident safety, resident autonomy, 
resident choice, and quality of care. 
 
 
§483.75(e)(2) Performance improvement activities 
must track medical errors and adverse resident 
events, analyze their causes, and implement 
preventive actions and mechanisms that include 
feedback and learning throughout the facility. 
 
 
§483.75(e)(3) As part of their performance
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Continued from page 61 
improvement activities, the facility must conduct 
distinct performance improvement projects. The 
number and frequency of improvement projects 
conducted by the facility must reflect the scope and 
complexity of the facility's services and available 
resources, as reflected in the facility assessment 
required at §483.71. Improvement projects must 
include at least annually a project that focuses on 
high risk or problem-prone areas identified through 
the data collection and analysis described in 
paragraphs (c) and (d) of this section. 
 
 
§483.75(g) Quality assessment and assurance. 
 
 
§483.75(g)(2) The quality assessment and assurance 
committee reports to the facility's governing body, 
or designated person(s) functioning as a governing 
body regarding its activities, including 
implementation of the QAPI program required under 
paragraphs (a) through (e) of this section. The 
committee must: 
 
 
(ii) Develop and implement appropriate plans of 
action to correct identified quality deficiencies; 
 
(iii) Regularly review and analyze data, including data 
collected under the QAPI program and data resulting 
from drug regimen reviews, and act on available 
data to make improvements. 
 
This REQUIREMENT is NOT MET as evidenced by: 
 
Based on interview and document review, it was 
determined that the facility Quality Assessment and 
Performance Improvement (QAPI) committee failed to 
utilize the facility Performance Improvement Plan 
(PIP) to follow the facility process to measure and 
utilize data acquired and develop quantitative and 
measurable goals, this deficient practice was 
evidenced by the following: 
 
On 3/24/2026 at 11:00 AM, the surveyor reviewed 
facility provided Performance Improvement Plans 
(PIPs) for activities regarding resident participation, 
missed reimbursement related to failure to capture 
respiratory treatments, CNA staffing, MDS 
modifications, and baseline care plans. All PIPs 
reviewed did not include quantitative and 
measurable goals. In addition, there were no goals 
and thresholds listed for performance 
measurements. 
 
On 3/26/2026 at 8:42 AM, two surveyors interviewed
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S0000 
 

Initial Comments 
 
 
Complaint #s:NJ #s 2577317, # 2743500 
 
Survey Date: 3/26/26 
 
Census: 119 
 
Sample: 24 + 2 Closed Records 
 
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 
 

S0000  
 

05/04/2026

S0560 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 interview, and review of pertinent facility 
documentation, it was determined the facility failed 
to a) maintain the required minimum direct care 
staff-to-resident ratios for 14 of 14-day shifts, in 
total staff for residents one (1) of 14 evening shifts 
and four (4) of 14 overnight shifts as mandated by 
the state of New Jersey and b) ensure that 
employees are vaccinated for influenza and those 
who have not received the influenza vaccine due to 
a medical exemption wear a surgical or procedural 
mask when in direct contact with patients and in 
common areas as mandated by the state of New 
Jersey. 
 
 
a)Reference: NJ State requirement, CHAPTER 112. 
An Act concerning staffing requirements for nursing 
homes and supplementing Title 30 of the Revised

S0560 Staffing coordinator was reeducated on the proper 
staffing guidelines as mandated by the state of New 
Jersey. ( Day shift= 1:8, Evening shift- 1:10. Night 
shift 1:14). 
 
 
b. The Infection Preventionist/immediately 
implemented masking requirements for all employees 
who have declined the influenza vaccination. All 
employees were immidiately educated on the 
masking requirement for unvaccinated employees. 
No adverse effecte observed from this deficient 
practice. 
 
 
All residents have the potential to be affected by the 
practice of not meeting the NJ Staffing requirement 
ratios. 
 
 
3. a. The following measures have been put into 
place to prevent the deficient practice from 
recurring: 
 
 
Advertisement / Job postings for CNAs have been 
posted on social media websites that we are hiring 
and offering generous sign on bonus for new hires.
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S0560 Continued from page 1 
Statutes. 
 
Be It Enacted by the Senate and General Assembly 
of the State of New Jersey: C.30:13-18 Minimum 
staffing requirements for nursing homes effective 
2/1/21. 
 
1. a. Notwithstanding any other staffing requirements 
as may be established by law, every nursing home 
as defined in section 2 of P.L.1976, c.120 (C.30:13-2) 
or licensed pursuant to P.L.1971, c.136 (C.26:2H-1 et 
seq.) shall maintain the following minimum direct 
care staff -to-resident ratios: 
 
(1) one certified nurse 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 perform certified nurse aide 
duties 
 
b. Upon any expansion of resident census by the 
nursing home, the nursing home shall be exempt 
from any increase in direct care staffing ratios for a 
period of nine consecutive shifts from the date of 
the expansion of the resident census. 
 
c. (1) The computation of minimum direct care 
staffing ratios shall be carried to the hundredth 
place. 
 
(2) If the application of the ratios listed in subsection 
a. of this section results in other than a whole 
number of direct care staff, including certified nurse 
aides, for a shift, the number of required direct care 
staff members shall be rounded to the next higher 
whole number when the resulting ratio, carried to 
the hundredth place, is fifty-one hundredths or 
higher. 
 
(3) All computations shall be based on the midnight 
census for the day in which the shift begins. 
 
d. Nothing in this section shall be construed to 
affect any minimum staffing requirements for nursing 
homes as may be required by the Commissioner of 
Health for staff other than direct care staff, including

S0560 Continued from page 1 
 
 
Will initiate an incentive to promote CNA attendance 
in the form of a bonus and/or raffle 
 
 
Facility will increase bonus amount for referral 
bonuses to increase applicant flow. 
 
 
facility has updated and increased sponsorships of 
advertisements on job search platforms. 
 
 
Facility hired a new Human Resource Director to 
assist with aggressively pursuing and hiring certified 
nurses aides. 
 
 
Facility initiated process to increase starting rates 
for CNA and to help with recruiting new employees. 
 
 
The Director of Nursing and or Administrator has 
reinforced masking requirements for unvaccinated 
employees during influenza season. The Infection 
preventionist had the unvaccinated employees 
re-sign the masking acknowledgement. Non 
compliance will result in work schedule removal. 
 
 
Education will be provided to all staff annually and 
upon hire regarding by IP or designee: Influenza 
vaccination expectations, Masking requirements for 
unvaccinated staff and Consequences for 
non‑compliance. Signage reminding staff of masking 
requirements will be posted in designated staff 
areas. Supervisors and department heads will be 
responsible for real‑time monitoring of staff 
compliance. Failure to comply will result in removal 
from resident care and progressive disciplinary 
action per facility policy. 
 
 
The Administrator/Designee will review the staffing 
schedule weekly for 3 months to monitor the staffing 
ratio on the day, evening, and night shift 
 
 
The Infection Preventionist or designee will conduct 
weekly audits during influenza season to monitor: 
Vaccination status documentation, Proper mask use 
by unvaccinated staff, Compliance across all shifts 
and departments. 
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S0560 Continued from page 2 
certified nurse aides, or to restrict the ability of a 
nursing home to increase staffing levels, at any time, 
beyond the established minimum ... 
 
a) A review of "New Jersey Department of Health 
Long Term Care Assessment and Survey Program 
Nurse Staffing Report" for the two-week period 
beginning 3/8/2026 and ending 3/21/2026 for the 
Standard survey on 3/26/2026, revealed the facility 
was not in compliance with the State of New Jersey 
minimum staffing requirements. 
 
 
The facility was deficient in CNA staffing for 
residents on 14 of 14-day shifts, deficient in total 
staff for residents on 1 of 14 evening shifts and 
deficient in total staff for residents on 4 of 14 
overnight shifts as follows: 
 
 
-03/08/26 had 12 CNAs for 116 residents on the day 
shift, required at least 14 CNAs. 
 
-03/09/26 had 13 CNAs for 115 residents on the day 
shift, required at least 14 CNAs. 
 
-03/10/26 had 13 CNAs for 115 residents on the day 
shift, required at least 14 CNAs. 
 
-03/10/26 had 7 total staff for 115 residents on the 
overnight shift, required at least 8 total staff. 
 
-03/11/26 had 13 CNAs for 115 residents on the day 
shift, required at least 14 CNAs. 
 
-03/12/26 had 13 CNAs for 115 residents on the day 
shift, required at least 14 CNAs. 
 
-03/13/26 had 12 CNAs for 115 residents on the day 
shift, required at least 14 CNAs. 
 
-03/14/26 had 12 CNAs for 115 residents on the day 
shift, required at least 14 CNAs. 
 
-03/14/26 had 7 total staff for 115 residents on the 
overnight shift, required at least 8 total staff. 
 
 
-03/15/26 had 12 CNAs for 119 residents on the day 
shift, required at least 15 CNAs. 
 
-03/15/26 had 7 total staff for 119 residents on the 
overnight shift, required at least 8 total staff. 
 
-03/16/26 had 11 CNAs for 119 residents on the day 
shift, required at least 15 CNAs.

S0560 Continued from page 2 
All results of the monitoring will be presented to the 
QAPI committee for review and any additional 
monitoring or modification of this plan monthly for 3 
months.
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S0560 Continued from page 3 
 
-03/16/26 had 11 total staff for 119 residents on the 
evening shift, required at least 12 total staff. 
 
-03/17/26 had 11 CNAs for 119 residents on the day 
shift, required at least 15 CNAs. 
 
-03/18/26 had 13 CNAs for 119 residents on the day 
shift, required at least 15 CNAs. 
 
-03/19/26 had 10 CNAs for 119 residents on the day 
shift, required at least 15 CNAs. 
 
-03/19/26 had 7 total staff for 119 residents on the 
overnight shift, required at least 8 total staff. 
 
-03/20/26 had 13 CNAs for 119 residents on the day 
shift, required at least 15 CNAs. 
 
-03/21/26 had 12 CNAs for 119 residents on the day 
shift, required at least 15 CNAs. 
 
 
On 3/23/26 at 10:00 AM, during an interview with 
the surveyor, the Staffing Coordinator (SC) stated 
she was aware of the staffing regulation that the 
7:00 AM to 3:00 PM shift required one (1) CNA to 
every 8 residents, the 3:00 PM to 11:00 PM shift 
required one (1) CNA to every 10 residents and the 
11:00 PM to 7:00 AM shift required one (1) CNA to 
every 14 residents. When asked if she was meeting 
the required staffing ratios, the SC stated that she 
met the required ratios “most of the time”. At that 
time, the SC stated that when someone could not 
make their shift, she would ask the staff on duty if 
they could stay; the facility did not offer a bonus. 
The SC also stated the facility used one (1) staffing 
agency to supply the facility with staff. The SC 
stated she did not receive any complaints from 
Residents’ family regarding staffing. 
 
 
On 3/23/26 at 10:15 AM, during an interview with 
the surveyor, the Director of Nursing (DON) stated 
that she was aware of the staffing ratio, she posted 
the shift when there was a shortage, asked staff to 
cover a shift, and offered an alternate day off; the 
facility did not offer bonuses as an incentive for 
staffing. The DON stated she had the most shortage 
of shift coverage during the day shift. At that time, 
the DON stated that she had not received any 
complaint from any family regarding delay in care 
that could be attributed to staffing shortage. 
 
 
On 3/23/26 at 10:27 AM, during an interview with
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S0560 Continued from page 4 
the surveyor, the Licensed Nursing Home 
Administrator (LNHA) admitted that “staffing could 
be a struggle; we always try our best”. The LNHA 
stated they offered bonuses however it was “not a 
set bonus”. The LNHA also stated he had not 
received a complaint from a family member, however 
received reports from staff when there was a 
shortage of coverage for a shift. 
 
 
A review of the provided facility policy titled, 
Staffing-Contingent reviewed/updated on 1/2025, 
included under Purpose: Maintain resident care 
standards and compliance with CMS and state 
regulations which is 1 CAN per 8 residents on 7-3 
shift, 1 CAN per 10 residents o 3-11 shift and 1 CAN 
per 14 residents on 11-7 shift. 
 
 
No further information was provided. 
 
 
b) Reference: 
 
On January 13, 2020, Governor Murphy signed P.L. 
2019 c. 330 (codified at N.J.S.A. 26:2H-18.79 and 
referred to hereafter as "the Statute"). The Statute 
requires certain healthcare facilities to establish and 
implement an annual influenza vaccination program. 
The New Jersey Department of Health (Department) 
is required by the Statute to promulgate rules and 
designate a medical exemption form to be 
distributed to the covered healthcare facilities. This 
memo and the attached form are intended to assist 
general or special hospitals, nursing homes 
(long-term care facilities licensed pursuant to 
N.J.A.C. 8:39), and home health care agencies, 
collectively referred to as "facility" or "facilities," in 
understanding and meeting their obligations under 
the Statute, until the rules and the medical 
exemption form can be adopted through rulemaking. 
 
 
All facility employees are required to be vaccinated, 
including employees who are not responsible for 
direct patient care. Per diem and contract employees 
are to be considered facility employees and are 
required to be vaccinated. 
 
 
Facilities are required to review and confirm each 
medical exemption to ensure the exemption is 
consistent with standards enumerated by the 
Advisory Committee on Immunization Practices, 
which can be found at: 
https://www.cdc.gov/vaccines/hcp/acip-recs/vac
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S0560 Continued from page 5 
c-specific/flu.html. 
 
 
Facilities must maintain a record or attestation, as 
applicable, of influenza vaccinations and medical 
exemptions for each employee. The Department will 
address through rulemaking proper procedures for 
submitting data to the Department. 
 
 
The facility must require any employee who does not 
receive an influenza vaccination to wear a surgical 
or procedural mask when in direct contact with 
patients and in common areas, as specified in 
facility policy, or to be removed from direct patient 
care responsibilities during influenza season. 
 
 
On 3/23/2026 at 8:36 AM, the surveyor observed a 
list of "unvaccinated staff required to wear a mask" 
at the Rosewood unit nurse’s station. No date was 
noted on list. Certified Nurse Assistant (CNA) #1, was 
on the list and was noted yesterday during multiple 
observations to be wearing a mask. 
 
 
On 3/23/2026 at 9:48 AM, the surveyor observed 
Licensed Practical Nurse (LPN) #1 at a medication 
cart in the hallway without a mask. Survey team has 
seen her on multiple occasions since entrance 
without a mask on. 
 
 
On 3/23/2026 at 9:52 AM, the surveyor observed 
CNA #2 on multiple occasions in Rosewood hallway 
and in and out of multiple resident rooms without a 
mask. 
 
 
On 3/23/2026 at 9:55 AM, the surveyor observed 
CNA #3 in the Rosewood dayroom at the vending 
machine without a mask. 
 
 
On 3/23/2026 at 10:14 AM, the surveyor interviewed 
the Infection Preventionist (IP) nurse and the 
Assistant Director of Nursing (ADON). 
 
 
The ADON stated that all staff required to have the 
influenza vaccine, and they have a handful with 
medical issues. If they have an exemption, they have 
to mask. She stated the list observed on the 
Rosewood unit was this year's list. 
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S0560 Continued from page 6 
On 3/23/2026 at 10:58 AM, the surveyor observed 
various forms of physician documentation for flu 
vaccine exemption. None of them had the New Jersy 
mandated form completed. The ADON was unaware 
of state required documentation. The IP stated she 
was aware and stated she will obtain it and start 
using. 
 
 
The ADON stated the facility policy states employees 
without vaccine must wear a mask during flu season 
while in the facility. 
 
 
On 3/23/2026 at 11:20 AM, CNA #2 was noted 
wearing a mask in the hallway of Rosewood. 
 
 
On 3/23/2026 at 12:25 PM, LPN #1 noted to be 
wearing a surgical mask. When asked why by the 
surveyor, she stated she's coughing a little. When 
asked if it has anything to do with the flu vaccine, 
she stated she did not receive the flu vaccine as she 
is allergic. She also stated she should be wearing a 
mask at all times during flu season. 
 
On 3/23/2026 at 12:29 PM, CNA #3 was noted with 
a surgical mask on and stated when the surveyor 
had seen her previously, she had forgotten to put it 
back on. She further stated she is not vaccinated for 
the flu and she wears the mask at all times. 
 
On 3/23/2026 at 12:45 PM, Social Worker (SW) #1 
was noted wearing a surgical mask. She stated she 
is wearing the mask because she is not vaccinated 
for the flu. She also admitted that she had not been 
wearing a mask yesterday. She stated she didn't 
think about a mask yesterday 
 
On 3/24/2026 at 8:16 AM, LPN #1, was noted on the 
med cart wearing a surgical mask. 
 
On 3/24/2026 at 8:44 AM, the surveyor interviewed 
the Director of Nursing (DON) who stated some staff 
declined the influenza vaccine without a medical 
exemption and they have been allowed to work. She 
further stated they are supposed to wear a mask, but 
some are noncompliant with masking. She further 
stated they educated about the policy and they 
started a QAPI yesterday and they started an audit. 
 
The surveyor reviewed the facility provided list of 
employees who declined or have a medical 
exemption for the influenza vaccine. 26 employees 
did not receive the flu vaccine. Out of the 26, only 4 
are documented as having a medical exemption,
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S0560 
 

Continued from page 7 
although none of the medical exemptions have the 
New Jersey mandated medical exemption form filled 
out and signed by a physician. 
 
 
On 3/25/2026 at 1:56 PM, the facility leadership was 
notified about the concern regarding employee 
influenza vaccines. 
 
 
The surveyor reviewed the facility provided policy 
"Influenza vaccination", revised January 2026, which 
included: 
 
Policy: 
 
It is our policy to offer our residents, staff members, 
and volunteer workers annual immunization against 
influenza. 
 
Policy Explanation and Compliance Guidelines: 
 
7. Staff reserve the right to decline the influenza 
vaccine related to medical exemption. A proof of 
medical exemption should be submitted to Human 
Resource or Designee. 
 
8. Staff who does not receive an influenza 
vaccination should wear a surgical or procedural 
mask when in direct contact with patients and in 
common areas during influenza season. 
 

S0560  05/15/2026

S1680

S1680 Mandatory Nurse Staffing 
 
CFR(s): 8:39-25.2(b)(1)&(2) 
 
(b) The facility shall provide nursing services by 
registered professional nurses, licensed practical 
nurses, and nurse aides (the hours of the director of 
nursing are not included in this computation, except 
for the direct care hours of the director of nursing in 
facilities where the director of nursing provides more 
than the minimum hours required at N.J.A.C. 
8:39-25.1(a)) on the basis of: 
 
 
1. Total number of residents multiplied by 2.5 
hours/day; plus 
 
 
2. Total number of residents receiving each service 
listed below, multiplied by the corresponding number 
of hours per day: 
 
 
Wound care 0.75 hour/day

S1680 Staffing coordinator was reeducated on the proper 
staffing guidelines as mandated by the state of New 
Jersey. 
 
 
All residents have the potential to be affected by the 
deficient practice of not meeting the minimum 
staffing level. 
 
 
The following measures have been put into place to 
prevent the deficient practice from recurring: 
 
 
Advertisement / Job postings for RN’s, LPN’s and 
CNA's have been posted on social media websites 
as well as flyers posted in local supermarkets and 
stores that we are hiring. 
 
Incentives are offered to RN’s, LPN’s and CNA's to 
work extra shifts in form of bonuses. 
 
Administrator has reached out to RN’s, LPN’s and 
CNA's schools to advise we are hiring and willing to
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S1680 Continued from page 8 
 
 
Nasogastric tube feedings and/or gastrostomy 1.00 
hour/day 
 
 
Oxygen therapy 0.75 hour/day 
 
 
Tracheostomy 1.25 hours/day 
 
 
Intravenous therapy 1.50 hours/day 
 
 
Use of respirator 1.25 hours/day 
 
 
Head trauma stimulation/advanced 
neuromuscular/orthopedic care 1.50 hours/day 
 
This LICENSURE REQUIREMENT is NOT MET as 
evidenced by: 
 
Mandatory Nurse Staffing 
 
CFR(s): 8:39-25.2(b)(1)&(2) 
 
(b) The facility shall provide nursing services by 
registered professional nurses, licensed practical 
nurses, and nurse aides (the hours of the director of 
nursing are not included in this computation, except 
for the direct care hours of the director of nursing in 
facilities where the director of nursing provides more 
than the minimum hours required at N.J.A.C. 
8:39-25.1(a)) on the basis of: 
 
1. Total number of residents multiplied by 2.5 
hours/day; plus 
 
2. Total number of residents receiving each service 
listed below, multiplied by the corresponding number 
of hours per day: 
 
Wound care 0.75 hour/day 
 
Nasogastric tube feedings and/or gastrostomy 1.00 
hour/day 
 
Oxygen therapy 0.75 hour/day 
 
Tracheostomy 1.25 hours/day 
 
Intravenous therapy 1.50 hours/day 
 
Use of respirator 1.25 hours/day

S1680 Continued from page 8 
train new graduates. 
 
Facility updated and increased sponsorships of 
advertisements on job search platforms. 
 
 
The Administrator/Designee will review the staffing 
schedule weekly to monitor the staffing levels for 3 
months. 
 
 
All results of the monitoring will be presented to the 
QAPI committee for review and any additional 
monitoring or modification of this plan monthly for 3 
months.
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S1680 Continued from page 9 
 
Head trauma stimulation/advanced 
neuromuscular/orthopedic care 1.50 hours/day 
 
This STANDARD is NOT MET as evidenced by: 
 
Based on review of the Nurse Staffing Reports for 
the weeks of 03/08/2026 to 03/21/2026, it was 
determined that the facility failed to provide at least 
minimum staffing levels for 2 of 14 days. The 
required staffing hours and actual staffing hours are 
as follows: 
 
For the 2 weeks of AAS-12 staffing from 03/08/2026 
to 03/21/2026, the facility was deficient in staffing 
for required resident services on 2 of 14 days as 
follows: 
 
 
For the week of 03/15/26 
 
Required Staffing Hours: 306.75 
 
 
-03/16/26 had 304 actual staffing hours, for a 
difference of -2.75 hours. 
 
-03/19/26 had 296 actual staffing hours, for a 
difference of -10.75 hours.
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S0000 
 

Initial Comments 
 
 
Survey Date: revisit for survey conducted on 
5/15/26 
 
 
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. The facility is not in compliance with 
the Standards in the New Jersey 
 

S0000  
 

07/14/2026

S0560 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 
for 1 of 9 day shifts as mandated by the state of 
New Jersey 
 
a) Reference: NJ State requirement, CHAPTER 112. 
An Act concerning staffing requirements for nursing 
homes and supplementing Title 30 of the Revised 
Statutes. 
 
Be It Enacted by the Senate and General Assembly 
of the State of New Jersey: C.30:13-18 Minimum 
staffing requirements for nursing homes effective 
2/1/21. 
 
1. a. Notwithstanding any other staffing requirements 
as may be established by law, every nursing home 
as defined in section 2 of P.L.1976, c.120 (C.30:13-2) 
or licensed pursuant to P.L.1971, c.136 (C.26:2H-1 et 
seq.) shall maintain the following minimum direct

S0560 1. What corrective action was accomplished for the 
resident found to have been affected by the deficient 
practice? 
 
There were no known or confirmed negative 
outcomes to residents on the shift identified as not 
meeting the NJ staffing requirements for the day 
shift (7-3) on 5/5/26 
 
2. How will other residents who may have the 
potential to be affected be identified? 
 
All residents have the potential to be affected by the 
deficient practice of not meeting the NJ staffing 
requirement ratios. 
 
3. What measures will be put into place or what 
systematic changes will be made to ensure that the 
deficient practice does not reoccur? 
 
The following measures have been put into place to 
prevent the deficient practice from recurring: 
 
A. Advertisement / Job postings for RN’s, LPN’s 
and CNA's have been posted on social media 
websites as well as flyers that we are hiring. 
 
B. Incentives are offered to RN’s, LPN’s and CNA's 
to work extra shifts such as raffles. 
 
C. Facility increased sign on bonuses and referral

07/14/2026
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S0560 Continued from page 1 
care staff -to-resident ratios: 
 
(1) one certified nurse 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 perform certified nurse aide 
duties 
 
b. Upon any expansion of resident census by the 
nursing home, the nursing home shall be exempt 
from any increase in direct care staffing ratios for a 
period of nine consecutive shifts from the date of 
the expansion of the resident census. 
 
c. (1) The computation of minimum direct care 
staffing ratios shall be carried to the hundredth 
place. 
 
(2) If the application of the ratios listed in subsection 
a. of this section results in other than a whole 
number of direct care staff, including certified nurse 
aides, for a shift, the number of required direct care 
staff members shall be rounded to the next higher 
whole number when the resulting ratio, carried to 
the hundredth place, is fifty-one hundredths or 
higher. 
 
(3) All computations shall be based on the midnight 
census for the day in which the shift begins. 
 
d. Nothing in this section shall be construed to 
affect any minimum staffing requirements for nursing 
homes as may be required by the Commissioner of 
Health for staff other than direct care staff, including 
certified nurse aides, or to restrict the ability of a 
nursing home to increase staffing levels, at any time, 
beyond the established minimum ... 
 
 
a) A review of "New Jersey Department of Health 
Long Term Care Assessment and Survey Program 
Nurse Staffing Report" for the two-week period 
beginning 3/8/2026 and ending 3/21/2026 for the 
Standard survey on 3/26/2026, revealed the facility 
was not in compliance with the State of New Jersey 
minimum staffing requirements.

S0560 Continued from page 1 
bonuses to increase applicant flow. 
 
D. Facility updated and increased sponsorships of 
advertisements on job search platforms. 
 
E. Administrator and HR began pursuing alternative 
hiring methods to take a more proactive hiring 
approach such as agency conversions, networking 
platforms, and job fairs. 
 
 
4. How will the corrective action(s) be monitored to 
ensure the deficient practice will not reoccur and 
what QA program will be put in place? 
 
The Administrator/Designee will review the staffing 
schedule weekly to monitor the staffing levels for 3 
months. 
 
All results of the monitoring will be presented to the 
QA committee for review and any additional 
monitoring or modification of this plan monthly for 3 
months.
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S0560 Continued from page 2 
 
 
For the 9 days of staffing prior to survey from 
05/05/2026 to 05/13/2026, the facility was deficient 
in CNA staffing for residents on 1 of 9 day shifts as 
follows: 
 
-05/05/26 the facility had 13 CNAs for 112 residents 
on the day shift, required at least 14 CNAs. 
 
 
No further information was provided
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S0000 Initial Comments 
 
 
An offsite/desk review of the facility's Plan of 
Correction was conducted on 8/20/2026 in relation 
to the first onsite revisit of 5/15/2026 in association 
with the 3/26/2026 State of New Jersey 
Re-Licensure survey. The facility was found to be in 
compliance with the Standards in the New Jersey 
Administrative Code, Chapter 8:39, Standards for 
Licensure of Long Term Care Facilities
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E0000 Initial Comments 
 
An Emergency Preparedness Survey was conducted 
by the New Jersey Department of Health, Health 
Facility Survey and Field Operations on 03/25/26 
and 03/26/26. The facility was found to be in 
compliance with the requirement for participation in 
Medicare/Medicaid at 42 CFR, Subpart 483.73, 
Emergency Preparedness.
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