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F0730 Continued from page 23 
education prior to year end date. 
 
Accurate maintenance of training documentation. 
 
Audits will be conducted monthly for three months 
and quarterly thereafter. 
 
 
Audit findings will be reviewed by the Administrator 
and reported through the facility Quality Assurance 
and Performance Improvement (QAPI) Committee. 
Any identified concerns will result in immediate 
corrective action, additional staff education and 
ongoing monitoring as deemed necessary by the 
QAPI Committee.
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Committee. Any identified concerns will result in 
immediate corrective action, additional staff 
education by the Director of Nursing or the Infection 
Preventionist , and ongoing monitoring as deemed 
necessary by the QAPI Committee.
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F0000 INITIAL COMMENTS 
 
An offsite/desk review of the facility's Plan of 
Correction was conducted on 06/24/2026 in relation 
to the 05/29/2026 Recertification survey. The facility 
was found to be in compliance with 42 CFR Part 
483, Requirements for Lo ng Term Care Facilities.
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 06/24/2026 in relation 
to the 05/29/2026 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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Office of Primary Care and Health Systems Management
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K0000 
Bldg. 01 
 

INITIAL COMMENTS 
 
A Life Safety Code Survey was conducted by the 
New Jersey Department of Health, Health Facility 
Survey and Field Operations on 05/28/2026 and 
05/29/2026, St. Catherine of Siena 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 Occupancies. St. Catherine of Siena is a 
3-story building with a full basement that was built 
in the 1960's. It is composed of Type I (222) 
construction. The facility is divided into 3 smoke 
zones on the second floor. The facility had a 
300-Kilowatt diesel powered exterior generator that 
does 100% of the building. There were 4 private fire 
hydrants maintained by the facility. There was an 
electric vertical in line fire pump with jockey pump 
serving the 1 wet sprinkler system. The sprinkler 
system is supplied by city water. There was a fire 
alarm system with smoke detection in the corridors 
and common areas, smoke detection in the resident 
sleeping rooms was from battery operated single 
station smoke alarms. The first floor had 
administration offices, and the second floor had the 
Long-Term Care unit and resident sleeping rooms, 
and the 3rd floor was an occupied convent. There 
were 30 licensed beds and 28 were occupied at the 
time of survey. 
 

K0000  
 

06/25/2026

K0345

K0345 
SS = F 
Bldg. 01

Fire Alarm System - Testing and Maintenance 
 
CFR(s): NFPA 101 
 
Fire Alarm System - Testing and Maintenance 
 
A fire alarm system is tested and maintained in 
accordance with an approved program complying 
with the requirements of NFPA 70, National Electric 
Code, and NFPA 72, National Fire Alarm and 
Signaling Code. Records of system acceptance, 
maintenance and testing are readily available. 
 
9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72 
 
This STANDARD is NOT MET as evidenced by:

K0345 K0345 – Fire Alarm System – Testing and 
Maintenance 
 
SS = F 
 
 
The deficient practice had the potential to affect all 
28 residents residing in the facility. 
 
The two smoke detectors located in the elevator 
shafts were tested by the facility's licensed fire 
alarm contractor and verified to be operating 
properly. Documentation of the completed testing is 
maintained 
 
in the facility's Life Safety Code compliance records.

07/06/2026
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An Emergency Preparedness survey was conducted 
by the New Jersey Department of Health, Health 
Facility Survey and Field Operations on 05/29/2026. 
St. Catherine of Siena was found to be in 
compliance with Medicare/Medicaid at 42 CFR, 
Subpart 483.73, Requirements for Long Term Care 
Facilities.
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INITIAL COMMENTS An offsite/desk review of the 
facility's Plan of Correction was conducted on 
8/19/2026 in relation to the 5/29/2026 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.
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 08/19/2026 in relation 
to the 05/29/2026 Emergency Preparedness survey. 
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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