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F0000 INITIAL COMMENTS 

Survey Date: 9/18/25 

Complaints: 434541, 434542, 434543 

Census: 117 

Sample Size: 24 

A Recertification Survey was conducted to determine
compliance with 42 CFR Part 483, Requirements for
Long Term Care Facilities. Deficiencies were cited 
for this survey. 

THE FACILITY IS NOT IN SUBSTANTIAL 
COMPLIANCE WITH THE REQUIREMENTS OF 42 
CFR PART 483, SUBPART B, FOR LONG TERM 
CARE FACILITIES BASED ON THIS COMPLAINT 
VISIT. 

F0000 11/16/2025

F0812
SS = F

Food Procurement,Store/Prepare/Serve-Sanitary 

CFR(s): 483.60(i)(1)(2) 

§483.60(i) Food safety requirements. 

The facility must - 

§483.60(i)(1) - Procure food from sources approved 
or considered satisfactory by federal, state or local 
authorities. 

(i) This may include food items obtained directly 
from local producers, subject to applicable State and
local laws or regulations. 

(ii) This provision does not prohibit or prevent 
facilities from using produce grown in facility 
gardens, subject to compliance with applicable safe
growing and food-handling practices. 

(iii) This provision does not preclude residents from
consuming foods not procured by the facility. 

§483.60(i)(2) - Store, prepare, distribute and serve

F0812 Plan of Correction for F812 

Date of Survey: 9.11.25 

Date of Completion: 10.10.2025 

F812, Food Procurement, 
Store/Prepare/Serve-Sanitary 

All residents had the potential to be affected by the
deficient practice 

Based on surveyor’s observations it was determined
that the facility failed to 

Ensure washed utensils are dried in a manner to 
prevent contamination from foreign substances and
potential for food- borne illness. 

Maintain the kitchen equipment in a sanitary manner
to prevent microbial growth. 

10/10/2025

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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SS = D

Continued from page 8

imposed for purposes of discipline or convenience 
and that are not required to treat the resident's 
medical symptoms. 

. . . . 

§483.45(c)(3) A psychotropic drug is any drug that 
affects brain activities associated with mental 
processes and behavior. These drugs include, but 
are not limited to, drugs in the following categories:

(i) Anti-psychotic; 

(ii) Anti-depressant; 

(iii) Anti-anxiety; and 

(iv) Hypnotic. 

§483.45(d) Unnecessary drugs-General. Each 
resident's drug regimen must be free from 
unnecessary drugs. An unnecessary drug is any 
drug when used- 

(1) In excessive dose (including duplicate drug 
therapy); or 

(2) For excessive duration; or 

(3) Without adequate monitoring; or 

(4) Without adequate indications for its use; or 

(5) In the presence of adverse consequences which 
indicate the dose should be reduced or 
discontinued; or 

(6) Any combinations of the reasons stated in 
paragraphs (d)(1) through (5) of this section. 

§483.45(e) Psychotropic Drugs. Based on a 
comprehensive assessment of a resident, the facility
must ensure that-- 

§483.45(e)(1) Residents who have not used 
psychotropic drugs are not given these drugs unless
the medication is necessary to treat a specific 
condition as diagnosed and documented in the 
clinical record; 

§483.45(e)(2) Residents who use psychotropic drugs

F0605 Continued from page 8
psychotropic risk/benefit documentation. 

The DON will conduct weekly audits of psychotropic
medication orders and associated documentation for
6 months to ensure compliance. The DON’s audits 
will be presented to the QAPI committee for 
recommendations and review. The QAPI committee 
meets quarterly and will determine the need for 
continued compliance.

10/15/2025
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Continued from page 39

NJAC 8:39-19.4 (h) (i)

F0883 10/10/2025
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S0000 Initial Comments 

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 11/16/2025

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 maintain the required minimum direct care 
staff-to-resident ratios as mandated by the state of
New Jersey. 

This deficient practice was identified for 2-day shifts
reviewed, as evidenced by the following: 

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

S0560 Plan of correction for S560 

Date of Survey: 9.11.25 

Date of Completion: 10.14.25 

S560, Mandatory Access to Care 

During survey it was identified that the facility did 
not maintain the minimum direct care staff-to 
resident ratios as mandated by the state of NJ for 2-
day shifts. 

All residents had the potential to be affected by the
deficient practice. 

The DON, administrator and staffing coordinator met
to review mandatory staff-to resident ratios, 
adjusting staffing assignments for all shifts to 
ensure sufficient nursing personnel are on duty to 
meet the residents' needs. The staffing assignments
will be completed by the staffing coordinator and 
signed off by the DON. The facility will 

Implement an aggressive recruitment plan, which 
includes increased utilization of staffing agencies, 
hiring bonuses, employee referral programs, and 
market-based wage adjustments. 

Revise the staff scheduling process by implementing

10/14/2025

Office of Primary Care and Health Systems Management
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S0560 Continued from page 1
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. 

1. For the 2 weeks of staffing prior to survey from 
08/24/2025 to 09/06/2025, the facility was deficient
in CNA staffing for residents on 5 of 14-day shifts, 
was deficient in CNAs to total staff on 2 of 14-day 
shift. 

-08/24/25 had 8 CNAs for 112 residents on the day
shift, required at least 14 CNAs. 

-08/31/25 had 10 CNAs for 117 residents on the day
shift, required at least 15 CNAs. 

-08/31/25 had 7 CNAs to 18 total staff on the 
evening shift, required at least 9 CNAs. 

-09/01/25 had 13 CNAs for 117 residents on the day
shift, required at least 15 CNAs. 

-09/01/25 had 7 CNAs to 18 total staff on the 
evening shift, required at least 9 CNAs. 

-09/03/25 had 13 CNAs for 114 residents on the day
shift, required at least 14 CNAs. 

-09/06/25 had 13 CNAs for 114 residents on the day
shift, required at least 14 CNAs. 

2. For the 2 weeks of AAS-12 staffing prior to 
survey there were no deficient practices identified 
for staffing as submitted. 

During an interview on 09/17/2025 at 10:14 AM, the
Assistant Licensed Nursing Home Administrator 
(ALNHA) stated that the facility is meeting staffing 
requirements. The ALNHA acknowledged that 
maintaining adequate staffing can be challenging, 
noting that some days are better than others. 
Staffing levels are determined based on the daily 
census and the acuity of resident needs. Staffing 
evaluations are conducted every shift and 
reassessed daily to ensure that coverage remains

S0560 Continued from page 1
oversight via the DON over the staffing coordinator 
to ensure the facility maintaining mandatory staffing
ratios. 

Reinforce the policy for staff callouts, including a 
protocol for notifying unit managers and the DON to
secure replacement staff or re-prioritize resident 
care tasks to ensure safety 

Conduct an in-service for all nursing staff (RNs, 
LPNs, and CNAs) on the importance of adhering to 
the call-out policy and the standards for sufficient 
staffing. 

4. The DON will perform daily audits of the staffing 
schedule to confirm adequate coverage for all shifts
based on census and resident acuity. Issues 
identified will be addressed immediately. The QAPI 
committee will review staffing data, including audit 
results and recruitment progress, monthly for at 
least six months. The QAPI team meets quarterly, 
the committee will determine the need for continued
monitoring.

10/14/2025
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S0560 Continued from page 2
appropriate as resident conditions or census levels 
change. The ALNHA also confirmed that any 
increase in census or acuity is considered, and 
staffing is adjusted accordingly when indicated. 

A review of a facility policy dated 04/21/2025 titled 
"Resident Care Staffing", revealed that, "The staffing
will include current resident census to reflect the 
number of residents in the facility at the start of 
each shift."

S0560 10/14/2025
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F0000 INITIAL COMMENTS 

An offsite/desk review of the facility's Plan of 
Correction was conducted on 11/18/2025 in relation
to the 9/18/2025 Recertification survey. The facility 
was found to be in compliance with 42 CFR Part 
483, Requirements for Long Term Care Facilities.

F0000 02/06/2026

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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S0000 Initial Comments 

An offsite/desk review of the facility's Plan of 
Correction was conducted on 11/18/2025 in relation
to the 9/18/2025 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

S0000 02/06/2026

Office of Primary Care and Health Systems Management

LABORATORY DIRECTOR’S OR PROVIDER/SUPPLIER REPRESENTATIVE’S SIGNATURE TITLE (X6) DATE

ROSE GARDEN NURSING AND REHABILITATION CENTER 1579 OLD FREEHOLD ROAD , TOMS RIVER, New Jersey, 08753

STATE FORM Event ID: 1D5AAD-H2 Facility ID: NJ61511 If continuation sheet Page 1 of 1









PRINTED: 05/01/2026
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:

315421

(X2) MULTIPLE CONSTRUCTION

A. BUILDING 02 - ROSE GARDE...

B. WING

(X3) DATE SURVEY COMPLETED

09/17/2025

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

K0531
SS = F
Bldg. 02

K0531 Continued from page 3
residents. 

The facility has a preventive maintenance contract 
with a licensed elevator service provider that 
remains active and includes scheduled inspections 
and maintenance in accordance with New Jersey 
code requirements. The facility continues to have 2 
preventative maintenance inspections annually which
were conducted on 1.22.25 and 3.27.25. The licensed
elevator service provider was contacted prior to 
survey with the earliest projected elevator inspection
of 12.22. 2025 as the delay of inspections remains 
statewide due to shortages with NJ inspectors who 
must conduct the inspection with the individual 
facility vendors and NJ does not permit for long 
term care facilities to hire independent auditors. 

The DCA was contacted and confirmed that an NJ 
inspector will be avail for 12.22.2025 annual 
inspection along with the facilities elevator provider.
The DOM will continue to maintain communication 
with licensed elevator service provider for scheduled
elevator inspections and document dates of 
completion for quality assurance. The inspection 
results will be provided by the DOM to the 
administrator and QAPI committee, the QAPI 
committee meets quarterly and will determine the 
need for continued monitoring. Facility has 
requested a waiver. 

12/01/2025

K0741
SS = F
Bldg. 02

Smoking Regulations 

CFR(s): NFPA 101 

Smoking Regulations 

Smoking regulations shall be adopted and shall 
include not less than the following provisions: 

(1) Smoking shall be prohibited in any room, ward, or
compartment where flammable liquids, combustible 
gases, or oxygen is used or stored and in any other
hazardous location, and such area shall be posted 
with signs that read NO SMOKING or shall be posted
with the international symbol for no smoking. 

(2) In health care occupancies where smoking is 
prohibited and signs are prominently placed at all 
major entrances, secondary signs with language that
prohibits smoking shall not be required. 

(3) Smoking by patients classified as not responsible
shall be prohibited. 

K0741 Plan of Correction for K741 

Date of Survey: 9.11.25 

Date of notification of deficient practice: 11.2.25 

During annual survey it was noted that the facility 
failed to ensure that metal containers were readily 
available to all areas where smoking was permitted 
in accordance with NFPA 101:2012 Edition, Section 
19.7.4. 

This deficient practice had the potential to affect all
residents. 

Following the notation from life safety during survey
in September, the facility immediately purchased 
commercial steel outdoor, standing cigarette 
containers with inner barrels made of high-quality 
galvanized steel, fireproof, rustproof, rainproof, that
are corrosion resistant suitable for all kinds of

11/15/2025
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E0000 Initial Comments 

An Emergency Preparedness Survey was conducted
by the New Jersey Department of Health (NJDOH), 
Health Facility Survey and Field Operations on 
9/11/2025 and 9/12/2025. The facility was found to
be in compliance with Medicare/Medicaid at 42 CFR,
Subpart 483.73, Emergency Preparedness.

E0000 01/06/2026

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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K0000
Bldg. 02

INITIAL COMMENTS 

An offsite/desk review of the facility's Plan of 
Correction was conducted on 1/7/2026 in relation to
the 9/17/2025 Life Safety Code survey. The facility 
was found to be in compliance with the requirements
for participation in Medicare/Medicaid at 42 CFR 
483.90(a), Life Safety from Fire, and the 2012 Edition
of the National Fire Protection Association (NFPA) 
101, Life Safety Code (LSC), Chapter 19 EXISTING 
Health Care Occupancy. 

The facility had a time-limited waiver for K531 that 
expired on 1/31/2026.

K0000 02/11/2026

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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