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Continued from page 16 
after the third party, including Medicare or Medicaid, 
denies the claim and the resident refuses to pay for 
his or her stay. For a resident who becomes eligible 
for Medicaid after admission to a facility, the facility 
may charge a resident only allowable charges under 
Medicaid; or  
 
(F)The facility ceases to operate.  
 
 
§483.15(c)(1)(ii) The facility may not transfer or  
discharge the resident while the appeal is pending,  
pursuant to § 431.230 of this chapter, when a  
resident exercises his or her right to appeal a  
transfer or discharge notice from the facility  
pursuant to § 431.220(a)(3) of this chapter, unless the 
failure to discharge or transfer would endanger the  
health or safety of the resident or other individuals  
in the facility. The facility must document the danger 
that failure to transfer or discharge would pose.  
 
 
§483.15(c)(2) Documentation.  
 
When the facility transfers or discharges a resident  
under any of the circumstances specified in  
paragraphs (c)(1)(i)(A) through (F) of this section, the 
facility must ensure that the transfer or discharge is 
documented in the resident's medical record and  
appropriate information is communicated to the  
receiving health care institution or provider.  
 
(i)Documentation in the resident's medical record  
must include:  
 
(A) The basis for the transfer per paragraph (c)(1)(i) of 
this section.  
 
(B) In the case of paragraph (c)(1)(i)(A) of this section, 
the specific resident need(s) that cannot be met,  
facility attempts to meet the resident needs, and the 
service available at the receiving facility to meet the 
need(s).  
 
(ii)The documentation required by paragraph (c)(2)(i)  
of this section must be made by-  
 
(A) The resident's physician when transfer or  
discharge is necessary under paragraph (c) (1) (A) or 
(B) of this section; and  
 
(B) A physician when transfer or discharge is  
necessary under paragraph (c)(1)(i)(C) or (D) of this  
section.  
 

F0627 Continued from page 16 
practice: no resident will be discharged with PICC  
lines or IV access unless ALL the following are  
completed:  
 
 
Physician notified and documents approved  
 
 
Physician order addressing IV/PICC status  
 
 
Nursing clinical assessment completed  
 
 
Safe discharge plan documented.  
 
 
On 3/18/26 education initiated for all licensed  
nursing staff and admission/discharge team  
members by the Facility Educator on the discharge  
process should a resident refuse to have their PICC 
line or IV access line removed prior to discharge.  
Education was also done on, discharge safety  
requirements, physician notification expectations,  
PICC lines or IV access risks, PICC lines or IV  
access removal protocols, documentation  
requirements and refusal/AMA process.  
 
 
On 4/6/2026, the Facility Administrator incorporated 
into the morning meeting process a section to  
review upcoming discharges scheduled for that week 
which is inclusive of ensuring a safe discharge plan 
is in place for residents that have PICC lines or IV  
access.  
 
 
Starting 3/20/26, the Director of Nursing and/or  
designee will audit weekly x4 weeks then monthly x 
3 months all resident discharges to ensure that  
physician notification is documented, orders are  
present prior to discharge, PICC lines or IV access  
status is addressed, and a safe discharge plan is  
documented.  
 
 
How Will These Actions Be Measured:  
 
 
The results of the weekly and monthly audits will be 
submitted to the Quality Assurance and Process  
Improvement Committee Meeting monthly. Based on 
the results of these audits, a decision will be made  
regarding the need for continued submission and  
reporting. A Quality Assurance and Process  
Improvement Committee Meeting was held on
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Continued from page 17 
§483.15(c)(7) Orientation for transfer or discharge.  
 
A facility must provide and document sufficient  
preparation and orientation to residents to ensure  
safe and orderly transfer or discharge from the  
facility. This orientation must be provided in a form 
and manner that the resident can understand.  
 
 
§483.15(e)(1) Permitting residents to return to facility. 
 
A facility must establish and follow a written policy  
on permitting residents to return to the facility after 
they are hospitalized or placed on therapeutic leave. 
The policy must provide for the following.  
 
(i)A resident, whose hospitalization or therapeutic  
leave exceeds the bed-hold period under the State  
plan, returns to the facility to their previous room if 
available or immediately upon the first availability of 
a bed in a semi-private room if the resident-  
 
(A) Requires the services provided by the facility;  
and  
 
(B) Is eligible for Medicare skilled nursing facility  
services or Medicaid nursing facility services  
 
(ii)If the facility that determines that a resident who  
was transferred with an expectation of returning to  
the facility, cannot return to the facility, the facility  
must comply with the requirements of paragraph (c) 
as they apply to discharges.  
 
 
§483.15(e)(2) Readmission to a composite distinct  
part. When the facility to which a resident returns is 
a composite distinct part (as defined in § 483.5), the 
resident must be permitted to return to an available 
bed in the particular location of the composite  
distinct part in which he or she resided previously. If 
a bed is not available in that location at the time of 
return, the resident must be given the option to  
return to that location upon the first availability of a 
bed there.  
 
 
§483.21(c)(1) Discharge Planning Process  
 
The facility must develop and implement an effective 
discharge planning process that focuses on the  
resident's discharge goals, the preparation of  
residents to be active partners and effectively  
transition them to post-discharge care, and the  
reduction of factors leading to preventable  
readmissions. The facility's discharge planning

F0627 Continued from page 17 
4/6/2026.  
 
 
Completion Date: 4/17/2026
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Continued from page 18 
process must be consistent with the discharge  
rights set forth at 483.15(b) as applicable and-  
 
(i) Ensure that the discharge needs of each resident 
are identified and result in the development of a  
discharge plan for each resident.  
 
(ii) Include regular re-evaluation of residents to  
identify changes that require modification of the  
discharge plan. The discharge plan must be updated, 
as needed, to reflect these changes.  
 
(iii) Involve the interdisciplinary team, as defined by 
§483.21(b)(2)(ii), in the ongoing process of developing 
the discharge plan.  
 
(iv) Consider caregiver/support person availability  
and the resident's or caregiver's/support person(s) 
capacity and capability to perform required care, as 
part of the identification of discharge needs.  
 
(v) Involve the resident and resident representative in 
the development of the discharge plan and inform  
the resident and resident representative of the final  
plan.  
 
(vi) Address the resident's goals of care and  
treatment preferences.  
 
(vii) Document that a resident has been asked about 
their interest in receiving information regarding  
returning to the community.  
 
(A) If the resident indicates an interest in returning  
to the community, the facility must document any  
referrals to local contact agencies or other  
appropriate entities made for this purpose.  
 
(B) Facilities must update a resident's  
comprehensive care plan and discharge plan, as  
appropriate, in response to information received  
from referrals to local contact agencies or other  
appropriate entities.  
 
(C) If discharge to the community is determined to  
not be feasible, the facility must document who  
made the determination and why.  
 
(viii) For residents who are transferred to another  
SNF or who are discharged to a HHA, IRF, or LTCH, 
assist residents and their resident representatives in 
selecting a post-acute care provider by using data  
that includes, but is not limited to SNF, HHA, IRF, or 
LTCH standardized patient assessment data, data on 
quality measures, and data on resource use to the  
extent the data is available. The facility must ensure

F0627 04/17/2026
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Continued from page 21 
and attempt to ascertain why the resident is  
choosing that location.  
 
b. Offer other, more suitable, options of locations  
that are equipped to meet the needs of the resident. 
Document any discussion related to the options  
presented.  
 
c. Document refusals of other options that could  
meet the resident’s needs.  
 
d. At time of discharge, follow policies regarding  
discharges Against Medical Advice, and refer to  
Adult Protective Services (or other state entity  
charged with investigating abuse and neglect), as  
necessary.  
 
 
5. If discharge to community is a goal, an active  
discharge care plan will be implemented and will  
involve the interdisciplinary team, including the  
resident and/or resident representative. The plan  
shall be documented on (list facility-specific form,  
comprehensive care plan, etc).  
 
 
6. An active individualized discharge care plan will  
address, at a minimum:  
 
a. Discharge destination, with assurances the  
destination meets the resident’s health/safety needs 
and preferences.  
 
b. Identified needs, such as medical, nursing,  
equipment, educational, or psychological needs.  
 
c. Caregiver/support person availability and the  
resident’s or caregiver’s/support person’s capacity 
and capability to perform required care.  
 
d. Resident’s goals of care and treatment  
preferences.  
 
 
7. The ongoing process of developing the discharge 
plan will include a regular re-evaluation of the  
resident to identify changes that require modification 
of the discharge plan, and updating of the discharge 
plan, as needed, to reflect the modifications.  
 
 
8. The facility will document any referrals to local  
contact agencies or other appropriate entities made 
for the purpose of the resident's interest in  
returning to the community.  
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Continued from page 42 
 
ii. Physician orders.  
 
 
2. The admitting nurse, or supervising nurse on  
duty, shall gather information from the admission  
physical assessment, hospital transfer information,  
physician orders, and discussion with the resident  
and resident representative, if applicable.  
 
 
a. Once gathered, initial goals shall be established  
that reflect the resident’s stated goals and  
objectives.  
 
b. Interventions shall be initiated that address the  
resident’s current needs including:  
 
 
i. Any health and safety concerns to prevent decline 
or injury, such as elopement, fall, or pressure injury 
risk.  
 
ii. Any identified need for supervision, behavioral  
interventions, and assistance with activities of daily 
living.  
 
iii. Any special needs such as for IV therapy, dialysis 
or wound care.  
 
 
A review of the facility’s policy titled  
“Comprehensive Care Plans” with a revision date of 
5/12/25, included the following information under  
“Guideline”:  
 
"It is the guideline of this facility to develop and  
implement a comprehensive person-centered care  
plan for reach resident, consistent with resident  
rights, that include measurable objectives and  
timeframes to meet a resident’s medical, nursing,  
and mental and psychosocial needs and ALL  
services that are identified in the resident’s  
comprehensive assessment and meet professional  
standards of quality”.  
 
Under, “Explanation and Compliance Guidelines”:  
 
3. The comprehensive care plan will describe, at  
minimum, the following:  
 
a. The services that are to be furnished to attain or  
maintain the resident’s highest practicable physical, 
mental, and psychosocial well-being.  
 
b. Any services that would otherwise be furnished,

F0656 04/17/2026
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Continued from page 44 
operations, as permitted by and in compliance with  
45 CFR 164.506;  
 
(iv) For public health activities, reporting of abuse,  
neglect, or domestic violence, health oversight  
activities, judicial and administrative proceedings,  
law enforcement purposes, organ donation purposes, 
research purposes, or to coroners, medical  
examiners, funeral directors, and to avert a serious  
threat to health or safety as permitted by and in  
compliance with 45 CFR 164.512.  
 
 
§483.70(h)(3) The facility must safeguard medical  
record information against loss, destruction, or  
unauthorized use.  
 
 
§483.70(h)(4) Medical records must be retained for-  
 
(i) The period of time required by State law; or  
 
(ii) Five years from the date of discharge when there 
is no requirement in State law; or  
 
(iii) For a minor, 3 years after a resident reaches  
legal age under State law.  
 
 
§483.70(h)(5) The medical record must contain-  
 
(i) Sufficient information to identify the resident;  
 
(ii) A record of the resident's assessments;  
 
(iii) The comprehensive plan of care and services  
provided;  
 
(iv) The results of any preadmission screening and  
resident review evaluations and determinations  
conducted by the State;  
 
(v) Physician's, nurse's, and other licensed  
professional's progress notes; and  
 
(vi) Laboratory, radiology and other diagnostic  
services reports as required under §483.50.  
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on interviews, medical record reviews and  
reviews of other pertinent facility documentation on 
3/5/26, 3/9/26, 3/10/26, and 3/18/26, it was  
determined the facility failed to ensure residents  
medical records were complete, accurate and readily 
accessible as evidenced by: a.) the facility not being

F0842 Continued from page 44 
for 1:1 supervision and implemented 1:1 monitoring 
sheets for any residents assessed for needed 1:1  
monitoring  
 
 
On 4/16/2026 the Resident Care Coordinator / or  
Designee initiated audit to ensure that in-house  
residents have completed personal inventory sheet  
and completed a personal inventory sheet for  
residents identified without sheet on file as resident 
allowed.  
 
 
On 4/14/2026 the Director of Nursing and/or  
Designee audited to ensure that in house residents  
have ADL task in electronic medical record activated. 
 
 
On 4/16/2026 the facility educator-initiated  
reeducation to licensed nurses cna's and applicable 
staff on: Documentation requirements for ADL's,  
1:1 monitoring, personal inventory sheet completion, 
controlled substance documentation requirements,  
Methadone declining inventory logs, as well as the  
expectations for real-time accurate, and complete  
documentation.  
 
 
Starting 4/14/2026 , the Director of Nursing and /or 
Nursing Designee wil audit weekly x4weeks then  
monthly x 6months a 20% sample on each resident  
unit of resident documentation to ensure: ADL logs 
are present and completed, declining inventory  
sheets for residents that are prescribed Methadone  
are present and complete, residents who have  
orders for 1:1 supervision have 1:1 sheets that re  
completed . Inventory logs are present and  
completed.  
 
 
How will these actions be measured:  
 
The results of weekly and monthly audits will be  
submitted to the quality Assurance and Process  
Improvement Committee Meeting monthly. Based on 
the results of these audits, a decision will be made  
regarding the need for continued submission and  
reporting. A Quality Assurance and Process  
Improvement Committee Meeting was held on  
4/6/2026  
 
 
Completion Date 4/17/2026
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Continued from page 50 
One-to-one observation/supervision is implemented 
when a resident’s clinical assessment indicated a  
one on one necessary based on an increased safety 
necessity. Implementation of one-to-one supervision 
is reserved for extreme situations where they may  
be a significant risk to the safety and well-being of 
a resident or other residents.  
 
Under, “Procedure”:  
 
1. One-to-one supervision requires that a resident is 
always never out of sight of the assigned staff  
member.  
 
a. The resident is always accompanied by the  
designated staff member (including bathing,  
showering, shaving, and toileting), unless care plan 
indicates otherwise.  
 
5. Residents on a one-to-one status will be  
evaluated at least every shift by a Licensed Nurse.  
 
a. In addition, the Interdisciplinary Team (IDT) will  
reassess the resident every 24 hours or as needed  
to ensure that one-to-one staff supervision  
continues to be necessary.  
 
b. One-on-one will be added to the EMR  
(eTAR/eMAR), and the nurse assigned to ethe  
resident will sign off each shift, verifying supervision 
is in place and current.  
 
c. The patient will be on Alert/Shift-to shift charting 
every shift for the duration of one-to-one  
supervision to document the patients activities and  
both effective and ineffective interventions utilized.  
 
d. The designated staff member who is providing  
one-to-one supervision will utilize the Safety Check 
Log & Data Collection (One-to-One) form to  
document resident activity throughout the  
observation period.  
 
A review of the facility’s policy titled “Resident  
Personal Belongings” with a revision date of  
7/12/25 included the following information under  
“Guideline”:  
 
It is the guideline of this facility to protect the  
resident’s right to possess personal belongings,  
such as clothing and furnishings, for their use while 
in the facility. The facility will ensure that personal  
belongings and/or possessions are rightfully  
returned to the resident, or to the resident’s  
representative, in the event of the resident’s death  
or discharge from the facility.
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Continued from page 51 
 
Under, “Explanation and Compliance Guidelines”:  
 
3. All resident personal items will be inventoried at  
the time of admission by the social services  
designee, or another designated staff member and  
documentation shall be retained in the medical  
record.  
 
5. The facility may refuse to allow a resident to  
retain his or her personal possession(s) due to the  
following reasons:  
 
b. As protection of health and safety.  
 
c. The facility determines through observation that a 
resident may have access to illegal substances that 
they have brough into the facility or secured from an 
outside source. The facility does not act as an arm  
of law enforcement. Rather, in accordance with state 
laws, the facility will determine if a referral to local  
law enforcement is warranted. The facility may  
choose to provide additional monitoring and  
supervision determined on a case by case basis. If  
facility staff identify items or substances that pose  
risks to residents’ health and safety and are in plain 
view, they may confiscate them.  
 
d. To maintain and prevent the infringement of other 
resident rights.  
 
N.J.A.C. 8:39-35.2
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S0000 
 

Initial Comments  
 
 
Complaint #: 2806068, 2789654, 2789700, 2794269,  
2679147, 2639889, 2588899, 2806341  
 
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  
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  
 

04/17/2026

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 interviews and review of facility  
documents on 02/15/2026-02/28/2026, it was  
determined that the facility failed to ensure staffing  
ratios were met for 14 of 14-day shifts reviewed.  
This deficient practice had the potential to affect all 
residents.  
 
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 as 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 for the evening shift,  
provided that no fewer of all staff members shall be 
CNAs and each direct staff member shall be signed 
into work as a certified nurse aide and shall perform

S0560 Corrective Action:  
 
 
Staffing coordinator was educated by the facility  
Administrator on New Jersey state staffing ratio  
requirements on 4/14/2026.  
 
 
Efforts to hire facility staff will continue until there is 
adequate staff to meet the minimum staff to resident 
ratios. Until that time, the facility will use staffing  
agencies and offer additional shifts to current staff  
with bonuses as required.  
 
 
Facility Administrator will continue to work with  
Human resources to secure additional staffing  
agency contracts.  
 
 
Interdisciplinary team met on 4/14/2026 to discuss  
recruitment and retention interventions which  
included scheduling a job fair to be held May 2026.  
 
 
Identification of other residents or areas having the 
potential to be affected due to the nature of the  
deficiency:  
 
 
All residents have the potential to be affected by this 
deficient practice.  

04/17/2026
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S0560 Continued from page 1 
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.  
 
For the 2 weeks of staffing prior to survey from  
02/15/2026-02/28/2026, , the facility was deficient in 
CNA staffing for residents on 14 of 14 day shifts as 
follows:  
 
-2/15/26 had 8 CNAs for 103 residents on the day  
shift, required at least 13 CNAs.  
 
-2/16/26 had 10 CNAs for 103 residents on the day 
shift, required at least 13 CNAs.  
 
-2/17/26 had 9 CNAs for 103 residents on the day  
shift, required at least 13 CNAs.  
 
-2/18/26 had 9 CNAs for 103 residents on the day  
shift, required at least 13 CNAs.  
 
-2/19/26 had 10 CNAs for 103 residents on the day 
shift, required at least 13 CNAs.  
 
-2/20/26 had 10 CNAs for 103 residents on the day 
shift, required at least 13 CNAs.  
 
-2/21/26 had 10 CNAs for 103 residents on the day 
shift, required at least 13 CNAs.  
 
-2/22/26 had 8 CNAs for 103 residents on the day  
shift, required at least 13 CNAs.  
 
-2/23/26 had 5 CNAs for 103 residents on the day  
shift, required at least 13 CNAs.  
 
-2/24/26 had 8 CNAs for 103 residents on the day  
shift, required at least 13 CNAs.  
 
-2/25/26 had 10 CNAs for 103 residents on the day 
shift, required at least 13 CNAs.  
 
-2/26/26 had 9 CNAs for 103 residents on the day  
shift, required at least 13 CNAs.  
 
-2/27/26 had 10 CNAs for 103 residents on the day 
shift, required at least 13 CNAs.  
 
-2/28/26 had 10 CNAs for 103 residents on the day 
shift, required at least 13 CNAs.  
 
The facility is deficient in CNAs to total staff on 1 of 
14 evening shifts, and deficient in total staff for  
residents on 2 of 14 overnight shifts as follows:  

S0560 Continued from page 1 
 
Measures Put into Place:  
 
 
Weekly recruitment, retention and employee  
appreciation meeting was initiated on 4/16/2026 and 
will be led by the Director of Human Resources  
and/or designee.  
 
 
Hiring and recruitment efforts including pay for  
experience, online job listings, job fairs, shift  
differentials and referral bonuses are being utilized  
to continue to be competitive in the marketplace.  
 
 
Focus on retention efforts include, but are not  
limited to incentive programs, career growth and  
educational training opportunities and employee  
morale incentives.  
 
 
The facility administrator/designee will continue to  
track and document all recruitment and retention  
efforts weekly x 3 months  
 
 
The administrator/designee will review staffing  
schedules weekly x 4 weeks then monthly x 3  
months to ensure adequate staffing for all shifts.  
 
 
How Will These Actions Be Measured:  
 
 
The results of the weekly and monthly recruitment  
and retention audits will be submitted to the Quality 
Assurance and Process Improvement Committee  
Meeting monthly for 3 months. Based on the results 
of these audits, a decision will be made regarding  
the need for continued submission and reporting. A 
Quality Assurance and Process Improvement  
Committee Meeting was held on 4/6/2026.  
 
 
Completion Date: 4/17/2026
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S0890 Continued from page 4 
reported immediately to the Administrator of the  
facility and to other appropriate agencies in  
accordance with current state and federal regulations 
within prescribed timeframes.  
 
Under, “Compliance Guidelines”:  
 
The facility will develop and operationalize policies  
and procedures for screening and training  
employees, protection of residents and for the  
prevention, identification, investigation, and reporting 
of abuse, neglect, mistreatment, and  
misappropriation of property. The purpose is to  
assure that the facility is doing all that is within its  
control to prevent occurrences.  
 
2. Training: New employees will be educated by the 
department manager, or designee, on issues related 
to abuse prohibition practices and abuse reporting  
requirements during initial orientation. Annual  
education and training will be provided to all existing 
employees. Front line supervisors will provide  
education as situations arise.  
 
3. Prevention: The facility will provide resident,  
families and staff information on how and to whom  
they may report concerns, incidents and grievances 
without the fear of retribution, and will provide  
feedback regarding the concerns that have been  
expressed. The facility will identify, correct and  
intervene in situations in which abuse, neglect  
and/or misappropriation of resident property is more 
likely to occur.  
 
5. Alleged violation: A situation or occurrence that  
is observed or reported by staff, resident, relative,  
visitor or others but has not yet been investigated  
and, if verified, could be noncompliance with the  
Federal requirements related to mistreatment,  
exploitation, neglect, or abuse, including injuries of  
unknown source, and misappropriation of resident  
property  
 
6. Investigation: The facility will investigate all  
allegations and types of incidents as listed above in 
accordance to facility procedure for  
reporting/response as described below.  
 
7. Protection: The facility will protect residents from 
harm during an investigation.  
 
8. Reporting/Response: The facility will report all  
alleged violations and all substantiated incidents to 
the state agency and to all other agencies as  
required and take all necessary corrective actions  
depending on the results of the investigation. The

S0890 04/17/2026
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S0890 Continued from page 5 
facility will analyze the occurrences to determine  
what changes are needed, if any, to policies and  
procedures to prevent further occurrences  
 
Under, “Procedure for Response and Reporting  
Allegations of Abuse/Neglect/Exploitation”:  
 
Any owner, operator, employee, manager, agent, or  
contractor of the facility can report an allegation of  
abuse/neglect/exploitation to the abuse agency  
hotline without fear of retaliation.  
 
When suspicion of abuse/neglect/exploitation or  
reports of abuse/neglect/exploitation occur, the  
following procedure will be initiated (facilities may  
develop written facility specific protocols based on  
guidelines):  
 
Guideline  
 
The Licensed Nurse will:  
 
a. Respond to the needs of the resident and protect 
him/her from further incident.  
 
b. Remove the accused employee from resident care 
areas.  
 
c. Notify the Administrator or designee  
 
d. Notify the attending physician, resident's  
family/legal representative, and Medical Director.  
 
e. Monitor and document the resident's condition,  
including response to medical treatment or nursing  
interventions.  
 
f. Document actions taken in the medical record.  
 
g. Complete an incident report is [sic] indicated.  
 
h. Revise the resident's care plan if the resident's  
medical, nursing, physical, mental, or psychosocial  
needs or preferences change as a result of an  
incident of abuse.  
 
2. The Administrator or designee will:  
 
a. Notify the appropriate agencies immediately: as  
soon as possible, but no later than 24 hours after  
discovery of the incident. In the case of serious  
bodily injury, no later than 2 hours after discovery or 
forming the suspicion  
 
b. Obtain statements from direct care staff.  

S0890 04/17/2026
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S0890 
 

Continued from page 6 
c. Suspend the accused employee pending  
completion of the investigation.  
 
d. Follow up with appropriate agencies, during  
business hours, to confirm the report was received. 
 
e. Report to the state nurse aide registry or nursing 
board any knowledge of any actions which would  
indicate an employee is unfit for service.  
 
f. Within 5 working days of the incident, report  
sufficient information to describe the results of the  
investigation, and indicate any corrective actions  
taken, if the allegation was verified.  
 
 
Employee Training:  
 
New employees should be educated by the  
department manager on alleged violations and  
reporting requirements during initial orientation.  
Annual education and training is provided to all  
existing employees. Front line supervisors can  
provide education as situations arise.  
 
The facility failed to maintain compliance with  
N.J.A.C. 8:39-9.4(f) by not reporting the above  
incidents and implementing their policies. This  
deficient practice resulted in a failure to ensure  
appropriate oversight and response to significant  
safety risks, placing residents at risk of serious  
harm, including fire-related injury and physical  
harm.  
 
N.J.A.C. 8:39-9.4(f)  
 

S0890  04/17/2026

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

S1680 Mandatory Nursing Staffing  
 
 
Corrective action: On 4/14/2026 the staffing  
coordinator was educated by the facility  
Administrator on the minimum staffing levels  
required by NJAC 8:39-25:1(a)  
 
 
Identification of other residents or areas having the 
potential to be affected due to the nature of these  
deficiency  
 
 
All residents have the potential to be affected by this 
deficient practice  
 
 
Measures Put into Place  

04/17/2026
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S1680 Continued from page 7 
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  
 
 
Head trauma stimulation/advanced  
neuromuscular/orthopedic care 1.50 hours/day  
 
This LICENSURE REQUIREMENT is NOT MET as  
evidenced by:  
 
Based on review of the Nurse Staffing Reports for  
the weeks of 02/15/2026 and 02/22/2026, it was  
determined that the facility failed to provide at least 
minimum staffing levels for 6 of 14 days.  
 
The required staffing hours and actual staffing hours 
are as follows:  
 
For the week of 02/15/26  
 
Required Staffing Hours: 268.25  
 
-02/15/26 had 264.00 actual staffing hours, for a  
difference of -4.25 hours.  
 
-02/16/26 had 264.00 actual staffing hours, for a  
difference of -4.25 hours.  
 
-02/21/26 had 264 actual staffing hours, for a  
difference of -4.25 hours.  
 
For the week of 02/22/26  
 
Required Staffing Hours: 268.25  
 
-02/22/26 had 232 actual staffing hours, for a  
difference of -36.25 hours.  

S1680 Continued from page 7 
 
The administrator designee will review staffing  
schedules weekly x4 weeks then monthly x6months 
to ensure adequate staffing for all shifts.  
 
 
How will these actions be monitored  
 
The results of the weekly and monthly audits will be 
submitted to the Quality Assurance and Process  
Improvement Committee Meeting Monthly Based on 
the results of these audits a decision will be made  
regarding the need for continued submission and  
reporting. A quality Assurance and Process  
Improvement Committee Meeting was held on  
4/6/2026.  
 
 
Completion Date 4/17/26

04/17/2026

MANAHAWKIN HEALTH AND REHABILITATION CENTER 1211 RT 72 WEST , MANAHAWKIN, New Jersey, 08050

STATE FORM Event ID: 1F2254-H1 Facility ID: NJ61520 If continuation sheet Page 8 of 9



PRINTED: 06/05/2026
FORM APPROVED

New Jersey Department of Health

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER:

061520

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

03/25/2026

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

S1680 Continued from page 8 
-02/23/26 had 184.00 actual staffing hours, for a  
difference of -84.25 hours.  
 
-02/24/26 had 256.00 actual staffing hours, for a  
difference of -12.25 hours.

S1680 04/17/2026
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F0000 INITIAL COMMENTS  
 
An on-site revisit for the facility's Plan of  
Correction was conducted on 04/30/2026 in relation 
to the 03/25/2026 Complaint survey. The facility was 
found to be in compliance with 42 CFR Part 483,  
Requirements for Long Term Care Facilities.

F0000

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 on-site revisit for the facility's Plan of  
Correction was conducted on 04/30/2026 in relation 
to the 03/25/2026 State of New Jersey Complaint  
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

Office of Primary Care and Health Systems Management
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