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E 000 Initial Comments E 000

 Survey: 11/27/23

This facility is in substantial compliance with 
Appendix Z-Emergency Preparedness for All 
Provider and Supplier Types Interpretive 
Guidance 483.73, Requirements for Long Term 
Care (LTC) Facilities.

 

F 000 INITIAL COMMENTS F 000

 Standard Survey: 11/27/23

Census: 23

Sample Size: 12 + 1 closed record

The facility is not in substantial compliance with 
the requirements of 42 CFR Part 483, Subpart B, 
for long term care facilities.  Deficiencies were 
cited for this survey.

 

F 658 Services Provided Meet Professional Standards
CFR(s): 483.21(b)(3)(i)

§483.21(b)(3) Comprehensive Care Plans
The services provided or arranged by the facility, 
as outlined by the comprehensive care plan, 
must-
(i) Meet professional standards of quality.
This REQUIREMENT  is not met as evidenced 
by:

F 658 12/15/23
SS=D

 Based on observation, interview, and record 
review, it was determined that the facility failed to 
follow a physician's order (PO) for the application 
of a device for 1 of 4 residents reviewed for the 
use of devices, Resident #24. 

This deficient practice was evidenced by the 

 1. How the corrective action will be 
accomplished for those residents found to 
be affected by the deficient practice?
a. The consulting physician met with the 
DON and the Administrator and was 
educated on placing orders in the EMR 
system appropriately. 

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

12/08/2023Electronically Signed

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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F 693 Continued From page 3 F 693
CFR(s): 483.25(g)(4)(5)

§483.25(g)(4)-(5) Enteral Nutrition
(Includes naso-gastric and gastrostomy tubes, 
both percutaneous endoscopic gastrostomy and 
percutaneous endoscopic jejunostomy, and 
enteral fluids). Based on a resident's 
comprehensive assessment, the facility must 
ensure that a resident- 

§483.25(g)(4) A resident who has been able to 
eat enough alone or with assistance is not fed by 
enteral methods unless the resident's clinical 
condition demonstrates that enteral feeding was 
clinically indicated and consented to by the 
resident; and

§483.25(g)(5) A resident who is fed by enteral 
means receives the appropriate treatment and 
services to restore, if possible, oral eating skills 
and to prevent complications of enteral feeding 
including but not limited to aspiration pneumonia, 
diarrhea, vomiting, dehydration, metabolic 
abnormalities, and nasal-pharyngeal ulcers.
This REQUIREMENT  is not met as evidenced 
by:

SS=E

 Based on observation, interview, and record 
review, it was determined that the facility failed to 
monitor  administration to 
assure the total volume administered was in 
accordance with physician's orders. This 
deficient practice was identified for 12 of 12 
residents reviewed for , 
Resident #24, #2, #19, #5, #7, #13, #16, #1, #9, 
#12, #20 and #21.

This deficient practice was evidenced by the 
following:

 1. How will the corrective action be 
accomplished for those residents found to 
be affected by the deficient practice?
The DON and Medical Director reviewed 
feeding orders on all residents.  After a 
full review, appropriate individualized 
feeding tube and water flush orders were 
implemented. This will ensure that the 
Total Volume to be infused will be attained 
for each resident, as per orders. This 
action will be completed by 12/13/2023. 
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F 693 Continued From page 21 F 693
volume that would be administered to the 
resident. RN#2 further explained at the end of the 
shift the  was checked for the 
total volume the resident received during the shift 
and would be documented in the resident's MAR. 
The total volume the resident received would be 
cleared on the machine for the next shift. RN #2 
acknowledged it would be expected for the total 
volume ordered by the physician to be 
administered to the resident.  

The surveyor reviewed the facility provided policy 
titled "Feeding Tube Protocol, Care of the 
Patient", with a revised date of 11/2023. Under 
Protocol, B. Assessment/Monitoring it read: "1. 
Assess/monitor and document the following at 
least every 8 hrs. [hours] ...b. Monitor intake and 
output, including flushes ..." Under 
Documentation, it read: "1. Documentation: Type, 
rate, and amount of feeding/medication ...I & O 
[Intake and Output]  ..." 

NJAC 8:39-25.2(c)2; 27.1 (a)
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 S 000 Initial Comments  S 000

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.

 

 S 560 8:39-5.1(a) Mandatory Access to Care

(a) The facility shall comply with applicable 
Federal, State, and local laws, rules, and 
regulations.

This REQUIREMENT  is not met as evidenced 
by:

 S 560 12/15/23

Based on observation, 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 evidenced by the 
following.

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. How the corrective action will be 
accomplished for those residents found to 
be affected?
 
The Director of Nursing and Administrator 
reviewed all schedules and all shifts to 
determine and calculate shifts as well as 
hours worked to determine the necessary 
coverage on 11/17/2023 by the Director of 
Nursing and the Administrator. 

2. How will the facility identify other 
residents having the potential to be 
affected by the same deficient practice?
The facility recognizes that residents have 
the potential to be affected by the same 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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 S 560Continued From page 1 S 560

      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 

deficient practice.  Therefore, the findings 
and corrective actions were shared by 
Director of Nursing and Administrator on 
11/28/2023 with all staff. 

3. What measures will be put in place or 
systematic changes made to ensure the 
deficient practice will not recur?
" The schedule will be posted for all 
shifts for all nursing staff 4 weeks in 
advance to proactively fill positions.
" Work with the nursing staff to fill 
positions with 8 and 12 hours shifts.
" Continue to work with Human 
Resources to increase the per diem pool 
for all positions, all shifts to maintain a 
consistent level of nursing staff and 
regulatory ratios. 
" Collaboration with various training 
schools and community colleges as a 
center for continued schooling and 
education in certified nursing assistants.  

4. How the facility will monitor its 
corrective actions to ensure that the 
deficient practice is being corrected and 
will not recur, i.e., what program will be 
put into place to monitor the continued 
effectiveness of the systemic changes? 
" Schedule will be reviewed daily, and 
each shift reviewed by Director of Nursing 
and Administrator.
" Maintain open communication with 
the Human Resources   to continue to 
actively hire staff, continue to work with all 
new nursing staff.
" Continue mentorship program for new 
hire to promote staff retention.
" A monthly audit of all open positions, 
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 S 560Continued From page 2 S 560

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 review of "New Jersey Department of Health 
Long Term Care Assessment and Survey 
Program Nurse Staffing Report" for the 2-week 
period beginning 10/29/23 and ending 11/11/23 
revealed the facility was not in compliance with 
the State of New Jersey minimum staffing 
requirements for 2 of 14 evening shifts. 
The facility was deficient in CNA staffing for 
residents on 2 of 14 evening shifts, as follows:
   -11/06/23 had 2.5 CNAs to 5.5 total staff on the 
evening shift, required at least 3 CNAs.
  -11/10/23 had 2.5 CNAs to 5.5 total staff on the 
evening shift, required at least 3 CNAs.

On 11/22/23 at 2:00 PM , the surveyor discussed 
the lack of required staff with the Director of 
Nursing and Licensed Nursing Home 
Administrator who could not provide any further 
information.

prospects, and new ways of hiring staff 
will be completed by the Director of 
Nursing and the Administrator.  A review 
of the monthly audits will be reviewed 
quarterly at Quality Assurance 
Performance Improvement (QAPI). 
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K 000 INITIAL COMMENTS K 000

 A Life Safety Code Survey was conducted by the 
New Jersey Department of Health, Health Facility 
Survey and Field Operations on 11/27/23, was 
found to be in non-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

Dwelling Place @ St. Claires is a 3-stpry building 
that was built in 1960's, It is composed of Type II 
protected construction. The facility is divided into 
5- smoke zones and occupies floor 3 (east-wing). 
The exterior 760 KW diesel generator does 100% 
of floor 3 (east) called "the Dwelling".

The facility has 28 certified licensed beds and 
currently as of 11/27/23 occupies 23.

 

K 321 Hazardous Areas - Enclosure
CFR(s): NFPA 101

Hazardous Areas - Enclosure 
Hazardous areas are protected by a fire barrier 
having 1-hour fire resistance rating (with 3/4 hour 
fire rated doors) or an automatic fire 
extinguishing system in accordance with 8.7.1 or 
19.3.5.9. When the approved automatic fire 
extinguishing system option is used, the areas 
shall be separated from other spaces by smoke 
resisting partitions and doors in accordance with 
8.4. Doors shall be self-closing or 
automatic-closing and permitted to have nonrated 
or field-applied protective plates that do not 
exceed 48 inches from the bottom of the door. 
Describe the floor and zone locations of 

K 321 11/30/23
SS=D
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K 321 Continued From page 1 K 321
hazardous areas that are deficient in REMARKS. 
19.3.2.1, 19.3.5.9

Area Automatic Sprinkler
Separation N/A

a. Boiler and Fuel-Fired Heater Rooms
b. Laundries (larger than 100 square feet)
c. Repair, Maintenance, and Paint Shops
d. Soiled Linen Rooms (exceeding 64 gallons)
e. Trash Collection Rooms
(exceeding 64 gallons)
f. Combustible Storage Rooms/Spaces
(over 50 square feet)
g. Laboratories (if classified as Severe 
Hazard - see K322)
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation and interview on 11/27/23, 
in the presence of the Director of Facilities (DOF) 
and Regional Plant Operations Director (RPOD), 
it was determined that the facility failed to ensure 
that fire-rated doors to hazardous areas were 
self-closing, labeled and were separated by 
smoke resisting partitions in accordance with 
NFPA 101, 2012 Edition, Section 19.3.2.1, 
19.3.2.1.3, 19.3.2.1.5, 19.3.6.3.5, 19.3.6.4, 8.3, 
8.3.5.1, 8.4, 8.5.6.2 and 8.7. 
 
This deficient practice was identified for one (1) 
of one (1) hazardous storage areas on floor #3 
east (the Dwelling) and was evidenced by the 
following:

At 11:43 AM, the surveyor, DOF and RPOD 
observed that an unoccupied resident room #384 
was filled with combustible cardboard boxes. The 
room was greater than 50 square feet in size and 
required an auto-close device installed on the 

 1) How the corrective action will be 
accomplished for those residents found to 
be affected by the deficient practice?
The Director of Facilities and RPOD 
reviewed the unoccupied room that did 
not have an auto-close device.  The DOF 
completed what was needed and an 
auto-close device was immediately 
installed. The Managers of Facilities and 
Emergency Preparedness immediately 
recognized the importance of correcting 
the deficiency. An electronic work order 
was filed November 27, 2023, at 
12:22pm. The automatic closer was 
installed on November 30, 2023, and the 
work order was marked complete at 
12:53pm.

2) How will the facility identify other 
residents having the potential to be 
affected by the same deficient practice?
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door.

The DOF and RPOD both confirmed the finding, 
during the  observations.

The Administrator was informed of the findings at 
the Life Safety Code Exit Conference on 
11/27/23.

NJAC 8:39-31.2(e)

The facility recognizes that residents have 
the potential to be affected by the same 
deficient practice. Therefore, the findings 
and the corrective actions will be shared 
by the Administrator and Managers of 
Facilities and Emergency Preparedness 
to all staff to ensure full compliance. 

3) What measures will be put in place or 
systematic changes made to ensure the 
deficient practice will not recur?

The Manger of Facilities shall designate a 
member of the Facilities Team to conduct 
additional safety rounds with the 
Emergency Preparedness Manager and 
the Administrator of The Dwelling Place to 
ensure that there have been no changes 
to spaces within the unit that need 
modification to door closures and 
contents do not exceed the rating for the 
space.

4) How the facility will monitor its 
corrective actions to ensure that the 
deficient practice is being corrected and 
will not recur, i.e, what program will be put 
into place to monitor the continued 
effectiveness of the systemic changes?

An electronic work order can be 
generated to document the rounding.  
Audits will be conducted weekly for one 
month, then monthly for three months and 
then quarterly thereafter to the 
administrator. All audits will then be 
presented to the QAPI team on a 
quarterly basis. The goal is 100% 
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