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Complaint #: NJ00184848, NJ00184907,
NJ184927

Survey Dates: 04/23/2025, 04/24/2025

Census: 84

Sample Size: 5

The facility is in compliance with the requirements

of 42 CFR Part 483, Subpart B, for Long Term
Care Facilities based on this complaint survey.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 05/30/2025

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 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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8:39-25.2(b)(1)&(2) Mandatory Nurse Staffing

(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

Head trauma
stimulation/advanced neuromuscular/orthopedic
care 1.50 hours/day

S1680

5/27/25
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This REQUIREMENT is not met as evidenced
by:

Based on review of Nursing Staffing Report
sheets, it was determined on 04/24/2025 that the
facility failed to ensure a Registered Nurse {RN}
worked for 7 days a week for at least 8
consecutive hours for 8 days of the 3 weeks
reviewed. The deficient practice was evidenced
by the following:

A review of the Nursing Staffing Reports
completed by the facility for the weeks of
03/23/2025 to 03/29/2025, 04/06/2025 to
04/12/2025, and 04/13/2025 to 04/19/2025.

The facility provided no RN staffing for residents
over 24 hours on 03/25/2025, 03/28/2025,
03/29/2025, 04/06/2025, 04/07/2025, 04/11/2025,

All residents had the potential to be
affected by the deficient practice stated in
the (SOD) Statement of deficiencies.

No residents were negatively affected by
the deficient practice as there was always
oversight by an RN in the facility

On 5/22/25 the administrator in-serviced
the Director of nursing on the regulation
and a plan was initiated to have the
Director of nursing or Reginal nurse to
provide direct care to be compliant with
the requirement stated in the SOD when
an RN is not on schedule for direct care.
We have increased our RN recruitment
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04/14/2025, and 04/17/2025. and hires in the month of May.
The administrator will conduct audits
N.J.A.C. 8:39-25.2(h) bi-weekly for 2 months and monthly there

after for 3 months to ensure compliance
has been met. The results of the audits
will be brought to the facility QAPI
committee to determine if compliance was
met and if further auditing is needed.
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STATE FORM: REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/
IDENTIFICATION NUMBER
061704 '

MULTIPLE CONSTRUCTION
A. Building
B. Wing

DATE OF REVISIT

v |5/28/2025

NAME OF FACILITY

BIG OAK REHABILITATION AND HEALTHCARE CENTER

849 BIG OAK ROAD

PITTSGROVE, NJ 08318

STREET ADDRESS, CITY, STATE, ZIP CODE

This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such
corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC provision number and the
identification prefix code previously shown on the State Survey Report (prefix codes shown to the left of each requirement on the survey

report form).

ITEM DATE ITEM DATE ITEM DATE

Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix S1680 Correction ID Prefix Correction ID Prefix Correction

8:39-25.2(b)(1)&(2

Reg. # (b)(1)8(2) Completed |Reg.# Completed | Reg. # Completed
LSC 05/28/2025 LSC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC LSC LSC
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Reg. # Completed |Reg.# Completed | Reg. # Completed
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ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
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ID Prefix Correction ID Prefix Correction ID Prefix Correction
Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC LSC LSC
REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYOR DATE
STATE AGENCY [] | (INITIALS)
REVIEWED BY REVIEWED BY DATE TITLE DATE
CMS RO 1| (INITIALS)
FOLLOWUP TO SURVEY COMPLETED ON |:| CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
4/24/2025 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? |:| YES |:| NO
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