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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 05/07/2024 and 

05/08/2024, and Rose Garden Nursing and 

Rehabilitation Center was found to be in 

noncompliance 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

Rose Garden Nursing and Rehabilitation Center 

is a 2-story building that was built in April 2005,  It 

is composed of Type II Protected Construction. 

The facility is divided into 4- smoke zones. The 

facility has one Diesel 150 KW (Kilowatt) 

Emergency Generator.

The census was 111 Residents at the time of 

survey.

 

K 345 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 REQUIREMENT  is not met as evidenced 

by:

K 345 5/20/24

SS=F

 Based on interview and documentation review on 

05/07/2024 and 05/08/2024, in the presence of 

the facility management, it was determined that 
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Effective: 5.8.24

K345- Fire Alarm System

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

05/24/2024Electronically 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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the facility failed to  ensure smoke detection 

sensitivity was checked every alternate year of 

the facility smoke detectors in accordance with 

NFPA 72 National Fire Alarm and Signaling Code 

(2010 Edition Section 14.4.5.3.2.  

This deficient practice was identified for 1 of 1 fire 

alarm systems and was evidenced by the 

following: 

On 05/07/2024 during the survey entrance at 

approximately 8:20 AM, a request was made to 

the ) to provide all 

mandatory inspections from the last 

Re-Certification survey of 01/03/2022 to 

05/07/2024 for review later.

The surveyor also requested the facility to provide 

a copy of the last smoke detectors sensitivity 

testing.

Later at approximately 11:50 AM, a review of the 

facility provided mandatory inspections for the 

previous 28 months identified was performed.

The surveyor reviewed the following Fire Alarm 

and Detection system inspections as follows:

  - 04/10/2024 quarterly inspection.

  - 01/29/2024 quarterly inspection. 

  - 10/05/2023 quarterly inspection. 

  - 07/06/2023 quarterly inspection. 

  - 04/11/2023 quarterly inspection. 

  - 01/06/2023 quarterly inspection. 

  - 10/03/2022 quarterly inspection. 

  - 07/07/2022 quarterly inspection. 

  - 04/12/2022 quarterly inspection. 

  - 01/14/2022 quarterly inspection. 

1. No residents were affected by the 

deficient practice. 

2. All residents had the potential to be 

affected by the deficient practice. 

3. To ensure the deficient practice was 

corrected a root cause analysis was 

completed which identified gaps in staff 

education.  The DOM- Director of 

Maintenance received education on 

smoke detection sensitivity testing from 

the Administrator. 

a. On 5.8.24, Associated Fire was 

contacted, sensitivity testing was 

scheduled and completed.

b. On 5.9.24, Associated Fire conducted 

sensitivity testing; certificate of completion 

was received. 

c. Sensitivity testing was scheduled 

annually to assure the facility remains in 

compliance with NFPA 72- National Fire 

Alarm and Signaling Code. Next 

inspection date was scheduled for May 

2025.

4. Smoke detection sensitivity has been 

scheduled annually for QA.

5.  The DOM will maintain the 

documentation of completion in the facility 

life safety manual and will assume the 

responsibility for assuring the facility  

remains complaint with sensitivity testing.

6. To ensure that the deficient practice is 

being corrected and will not recur, the 

dates and results of the sensitivity testing 

will be reported to the QAPI committee. 

The QAPI committee meets quarterly, and 

the DOM will provide a copy of the report 

to the Administrator. The QAPI committee 

will determine the need for continued 

monitoring.
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The review of the testing reports revealed no 

reference to a smoke detection sensitivity testing.

On 05/07/2024 at approximately 1:20 PM, a 

request was made to the  that the facility may 

have to place a telephone call to the  

 for the Fire Alarm and Detection 

System and request to get a copy of the last 

smoke detector sensitivity testing.

On 05/08/2024 at approximately 9:07 AM, during 

an interview with the facility  the surveyor 

asked if the facility had obtained a copy of the last 

smoke detector sensitivity testing.  The  told 

the surveyor that the  had not conducted the 

smoke detector sensitivity testing. The smoke 

detector sensitivity testing of the fire alarm and 

detection system had not been done.

The facility  confirmed the finding at the time 

of review and interview.

The surveyor informed the  

 of the Life Safety Code 

deficiency on 05/08/2024 at approximately 12:01 

PM. 

NJAC 8:39-31.1(c), 31.2(e)

NFPA 70, 72

K 355 Portable Fire Extinguishers

CFR(s): NFPA 101

Portable Fire Extinguishers

Portable fire extinguishers are selected, installed, 

inspected, and maintained in accordance with 

NFPA 10, Standard for Portable Fire 

Extinguishers.

18.3.5.12, 19.3.5.12, NFPA 10

K 355 5/25/24

SS=D
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This REQUIREMENT  is not met as evidenced 

by:

 Based on observation and review of facility 

documentation on  05/07/2024 and 05/08/2024 in 

the presence of facility management, it was 

determined that the facility failed to: 1)  Perform a 

monthly examination for 2 of 21 portable fire 

extinguishers observed and inspected. as 

required by National Fire Protection Association 

as required by NFPA 101, 2012 Edition, Section 

19.3.5.12, 9.7.4.1 and National Fire Protection 

Association (NFPA) 10, 2010 Edition, Sections 

6.1, 6.1.3.8.1 and 6.1.3.8.3  and N.J.A.C. 5:70. 

Reference #1  NFPA 10  Edition 2010  Standard 

for portable fire extinguishers reads,

- 4- 3  Inspection  Maintenance.

- 4- 3.1  Frequency.  Fire extinguishers shall be 

inspected when initially placed in service and 

thereafter at approximately 30-day intervals.  Fire 

extinguishers shall be inspected at more frequent 

intervals when circumstances require.

- 4-  3.3  Corrective Action.  When an inspection 

of any fire extinguisher reveals a deficiency in any 

conditions listed in 4- 3.2 (a), (b), (h), and (i), 

immediate corrective action shall be taken.

- 4-3.4 At least monthly, the date the inspection 

was performed and the initials of the person 

performing the inspection shall be recorded at 

least monthly and that records shall be kept on a 

tag or label attached to the fire extinguishers.

- 7.3.1.1.1  Fire extinguishers shall be subjected 

to maintenance at intervals of not more than 1 

years at the time of hydrostatic test,  or when 

specifically indicated by an inspection or 

electronic notification.

The findings include the following,

 2024 Survey - Plan of Correction                                                                    

Effective: 5.8.2024

K355- Portable Fire Extinguishers

1. All residents had the potential to be 

affected by the deficient practice. 

2. No residents were affected by the 

deficient practice.

3. To ensure the deficient practice was 

corrected, that monthly visual 

examinations on all fire extinguishers are 

performed, a root cause analysis was 

completed which identified gaps in staff 

education and compliance. The following 

corrections were made:

a.  The  P&P for checking fire 

extinguishers was updated to include 22 

handheld ABC fire extinguishers 

throughout the facility and 1 K rated 

handheld fire extinguisher located in the 

kitchen. 

b. The Maintenace Department was in 

serviced on the updated P&P

c. All facility fire extinguisher housing 

stations/cabinets have been labeled 

numerically to ensure no fire extinguisher 

is missed during the monthly inspections. 

d. June and July inspections will be 

completed by the maintenance technician 

with the DOM at his side to assure 

compliance with new P&P.

e. DOM will do random spot checks for 

continued QA. 

f. A portable Fire Extinguisher Log was 

created and will be utilized when 

completing monthly rounds, assuring that 

no fire extinguisher is missed. 

4. To ensure that the deficient practice is 
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On 05/07/2024 (day one of survey) during the 

survey entrance at approximately 8:220 AM, a 

request was made to the  

 to provide a copy of the facility lay-out which 

identifies the various rooms and smoke 

compartments in the facility.

A review of the facility provided lay-out identified 

the facility is a two-story (2) building with 66 

Resident sleeping rooms.

Starting at approximately 9:10 AM on 05/07/2024 

and continued on 05/08/2024, in the presence of 

the facility's  a tour of the building was 

conducted.

Along the two (2) day tour the surveyor observed 

and inspected twenty-one (21) fire extinguishers 

in various locations that were last annually 

inspected February 2024 with the following issues 

that were identified:

On 05/07/2024:

1)  At approximately 11:06 AM,  One (1) 

"ABC-Type" fire extinguisher inside the first floor 

Elevator Mechanical room was last annually 

inspected February 2024.

There was no evidence that a monthly visual 

examination was performed and documented on 

the tag attached to the extinguisher for March and 

April 2024.

2)  At approximately 11:36 AM,  One (1) 

ABC-Type fire extinguisher inside the Commercial 

laundry room last annually inspected February 

2024.

There was no evidence that a monthly visual 

examination was performed and documented on 

the tag attached to the extinguisher for March and 

being corrected and will not recur, the 

maintenance department will be 

responsible for checking all potable fire 

extinguishers monthly. All fire 

extinguishers will be initialed and dated for 

QA.   The Portable Fire Extinguisher Log 

will be completed monthly and presented 

at the monthly performance improvement 

meeting for review and recommendations.  

The QAPI team meets quarterly, and the 

DOM will provide a copy of the report to 

the Administrator. The QAPI committee 

will determine the need for continued 

monitoring.

Completion date: 5.25.2024
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April 2024.

The facility  confirmed the findings at the time 

of observations.

The surveyor informed th  

f the Life Safety Code 

deficiency on 05/08/2024 at approximately 12:01 

PM.

NFPA 10

NJAC 8:39 -31.1 (c), 31.2 (e).

K 761 Maintenance, Inspection & Testing - Doors

CFR(s): NFPA 101

Maintenance, Inspection & Testing - Doors 

Fire doors assemblies are inspected and tested 

annually in accordance with NFPA 80, Standard 

for Fire Doors and Other Opening Protectives.

Non-rated doors, including corridor doors to 

patient rooms and smoke barrier doors, are 

routinely inspected as part of the facility 

maintenance program.  

Individuals performing the door inspections and 

testing possess knowledge, training or experience 

that demonstrates ability. 

Written records of inspection and testing are 

maintained and are available for review.

19.7.6, 8.3.3.1 (LSC)

5.2, 5.2.3 (2010 NFPA 80)

This REQUIREMENT  is not met as evidenced 

by:

K 761 5/25/24

SS=D

 Based on observations and review of facility 

documentation on 05/07/2024 and 05/08/2024, in 

the presence of facility Management, it was 

determined that the facility failed to ensure that 1 

of 5 exit access 3/4 hour fire rated stairwell doors 

tested, functioned properly and were capable of 

 2024 Survey - Plan of Correction                                                                    

Effective: 5.8.2024

K761 Maintenance, Inspection &Testing 

Doors

1. The deficient practice was identified 

and had the potential to affect 50 
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maintaining the 1 hour fire rated construction.

This deficient practice was identified and had the 

potential to affect 50 Residents who reside on the 

second floor of the facility, and was evidenced by 

the following:

On 05/07/2024 (day one of survey) during the 

survey entrance at approximately 8:220 AM, a 

request was made to the  

, to provide a copy of the facility lay-out 

which identifies the various rooms and smoke 

compartments in the facility.

A review of the facility provided lay-out identified 

the facility is a two-story (2) building with 66 

Resident sleeping rooms.  

There are three (3) interior stairwells that 

Residents, Visitors and Staff could use in the 

event of an emergency from the second floor.

Starting at approximately 9:10 AM on 05/07/2024 

and continued on 05/08/2024 in the presence of 

the facility's  a tour of the building was 

conducted. During the two day tour of the building 

the surveyor inspected and conducted closure 

test of five (5) exit access doors leading into exit 

stairways with the following results,

On 05/07/2024 at approximately 10:23 AM,  

during a closure test of the second floor (2nd) 

floor stairway, ( next to Resident room #220) 

corridor exit access door, when the door was 

opened to a 90 degree opening to the door frame 

and allowed to self-close, the door did not positive 

latch into its frame. This test was performed two 

additional times with the same results. The 

surveyor observed the door latching device 

residents who reside on the second floor 

of the facility. 

2. No residents were affected by the 

deficient practice.

3. At the time of the survey when the 

deficient practice occurred the following 

intervention was immediately completed: 

On 5.8.24 the DOM- Director of 

Maintenance made adjustments to realign 

the latch assembly that was noted to be of 

concern. With the adjustment the door 

positive latch into its frame and the door 

latching device did not stop short of the 

door�s frame keeper; properly latching 

into its frame. 

4. The DOM completed an audit and 

confirmed that all stairwell doors are 

currently functioning properly. 

5. P&P for Monthly Door Maintenance, 

Inspection and Testing was updated to 

include the location of the 5, ¿ smoke 

doors and to ensure the  5 doors positive 

latch. 

6. The Maintenance Department was in 

serviced on the updated P&P

7. The June and July inspections will be 

completed by the maintenance technician 

with the DOM at his side to assure 

compliance with new P&P.

8. DOM will do random spot checks for 

continued QA.

9. The result of the audits will be 

presented at the monthly performance 

improvement meeting for review and 

recommendations.  The QAPI team 

meets quarterly, and the DOM will provide 

a copy of the report to the Administrator. 

The QAPI committee will determine the 

need for continued monitoring.
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stopped short of the door frames keeper and did 

not positive latch into its frame.

A review of an emergency evacuation diagram 

posted in the corridor identifies that stairwell as 

the primary exit to reach an exit discharge door. 

The stairwell doors would need to positive latch 

into its frame to maintain the 3/4 hour fire rated 

construction to prevent fire, smoke and 

poisonous gases to enter the exit stairwell in the 

event of a fire.

The  confirmed the finding at the time of 

observations.

The surveyor informed the  

 of the Life Safety Code 

deficiency on 05/08/2024 at approximately 12:01 

PM.

Fire Safety Hazard.

NJAC 8:39- 31.2(e)

 

Completion date: 5.25.2024

K 918 Electrical Systems - Essential Electric Syste

CFR(s): NFPA 101

Electrical Systems - Essential Electric System 

Maintenance and Testing

 The generator or other alternate power source 

and associated equipment is capable of supplying 

service within 10 seconds. If the 10-second 

criterion is not met during the monthly test, a 

process shall be provided to annually confirm this 

capability for the life safety and critical branches. 

Maintenance and testing of the generator and 

transfer switches are performed in accordance 

with NFPA 110. 

Generator sets are inspected weekly, exercised 

under load 30 minutes 12 times a year in 20-40 

K 918 6/19/24

SS=E
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day intervals, and exercised once every 36 

months for 4 continuous hours. Scheduled test 

under load conditions include a complete 

simulated cold start and automatic or manual 

transfer of all EES loads, and are conducted by 

competent personnel. Maintenance and testing of 

stored energy power sources (Type 3 EES) are in 

accordance with NFPA 111. Main and feeder 

circuit breakers are inspected annually, and a 

program for periodically exercising the 

components is established according to 

manufacturer requirements. Written records of 

maintenance and testing are maintained and 

readily available. EES electrical panels and 

circuits are marked, readily identifiable, and 

separate from normal power circuits. Minimizing 

the possibility of damage of the emergency power 

source is a design consideration for new 

installations. 

6.4.4, 6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA 

111, 700.10 (NFPA 70)

This REQUIREMENT  is not met as evidenced 

by:

 Based on observation and interview on 

05/07/2024 in the presence of the facility 

management, it was determined that the facility 

failed to ensure a remote manual stop station for 

1 of 1 emergency generators was installed in 

accordance with the requirements of  NFPA 110, 

2010 Edition, Section 5.6.5.6 and 5.6.5.6.1.

This deficient practice was identified and had the 

potential to affect 111 Residents who reside in the 

facility, and was evidenced by the following:

On 05/07/2024 (day one of survey) during the 

survey entrance at approximately 8:20 AM, a 

request was made to the  

 if the facility had an Emergency Generator. 

 2024 Survey - Plan of Correction                                                                    

Effective: 5.8.24

K918- Electrical Systems

1. No residents were affected by the 

deficient practice. All residents had the 

potential to be affected by the deficient 

practice.

2.  Upon inspection it was noted that the 

facility’s emergency generator did not 

have a remote emergency stop button 

installed that is mounted away from the 

generator. 

a. The maintenance director requested 

proposals for installation of this remote 

emergency stop button from the electrical 
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The  told the surveyor, yes we have one (1) 

150 KW (Kilowatt) Diesel Emergency Generator.

Starting at approximately 9:10 AM on 05/07/2024 

in the presence of the  a tour of the building 

was conducted. During the building tour the of the 

facility at approximately 11:29 AM, an inspection 

outside of the building where the Emergency 

Generator is located was performed. The 

surveyor observed that the 150 KW Diesel 

Emergency Generator had the Stop button 

located on the control panel of the generator. The 

surveyor observed no evidence of remote Stop 

button for the 150 KW Diesel Emergency 

Generator.

At that time the surveyor asked the  "Do you 

have a remote stop button for the generator." The 

 told the surveyor, no.

The  confirmed the findings at the time of 

observation.

The surveyor informed the  

 of the Life Safety Code 

deficiency on 05/08/2024 at approximately 12:01 

PM.

NJAC 8:39-31.2(e), 31.2(g)

NFPA 110, 2010 Edition, Section 5.6.5.6 and 

5.6.5.6.1.

contractor and generator service 

company. 

b.  Once the proposal was given by the 

contractor and electrician, parts were 

ordered, and the installation of the remote 

emergency stop button was scheduled to 

be installed on 6.19.2024.

c.  The maintenance director ordered a 

notification sign for the emergency stop 

button and a sign was placed in close 

vicinity to the emergency stop button after 

installation.

d. All  

 

 

 

 

were in serviced 

on the location of the remote emergency 

stop button. 

3. The DOM or designee will store the 

records of the installation of the facility 

generator emergency stop button on site.  

DOM updated the checklist for weekly 

inspections of the emergency back-up 

generator to included checking the remote 

e stop cover for damage.  In addition, the 

facility’s generator service vendor will test 

the function and placement of the remote 

stop button during their quarterly 

inspections. 

4. Results of the findings will be 

evaluated and reported monthly to the 

QAPI committee by the DOM or designee. 

The QAPI committee meets quarterly and 

will determine if the continuation of 

monitoring or any other actions are 

needed as a result of continued 
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compliance.

Attachment: Generator Checklist
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